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TAX  DEDUCTIBLE 
PREMIUM 

$2500  Professional  Overhead  Expense  Plan 
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It’s  a program  worked  out  with  the  American 
College  of  Physicians,  the  American  College  of 
Radiology,  the  American  College  of  Surgery, 
and  other  medical  associations  to  improve 
the  quality  of  medical  care  and  possibly  aid  in 
cost  containment.  This  will  be  accomplished 
through  ending  routine  Blue  Shield 
payment  for  18  surgical  and  10  diagnostic 
procedures,  which  are  seldom  performed, 
unless  the  physician  can  justify  their  use. 

Watch  for  details  in  a Physicians’  News- 
letter on  this  subject  in  the  near  future. 
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DOCTORS:  STUFF  MORE 
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PENSION  PLAN. 
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successfully  combined  plans  that  threw  off 
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the  total  investment  plus  80%  of  the  prin- 
cipal's salary.  And  it’s  totally  tax  deduct- 
ible! 
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rated. let  National  Pension  Planners 
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3-hydroxydiozepom 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local 


// 

c 

\ 

c 


o 

desmethyldiozepom 

Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 


pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
oxozepom  months  of  age  Acute 
narrow  angle  glaucoma; 

may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 


Valium^ 

(diazepam)  ^ 

2-mg,5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


/OMAN  SUFFRAGE 


Social  Security  Bill  Is  Signed; 
Gives  Pensions  to  Aged,  Joble 


5 Certificate  of  Ratification 
at  His  Home  Without 
Women  Witnesses. 


Roosevelt  Approves  Message  Intended  to  Benefit  30,000, 
Persons  When  States  Adopt  Cooperating  Laws-He  Ca 
the  Measure  ‘Cornerstone’of  His  Economic  Program 


TANTS  VEXED  AT  PRIVACY. 


ited  Movies  of  Ceremony, 
3ut  Both  Factions  Are 
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SENATE  APPROVES 
WEAR  OLD  VOTE 
INALLELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,  Aug.  14,  1 
The  Social  Security  Bill,  prov 
a broad  program  of  unemploy 
insurance  and  old  age  pen: 
and  counted  upon  to  benefit 
20,000,000  persons,  became  la 
day  when  it  was  signed  by  I 
dent  Roosevelt  in  the  presen 
those  chiefly  responsible  for 
ting  it  through 
Mr.  Ri  sevelt  caJ  mef 

“the  erstone  u<l 

wh  . >eing  ’ I 


WASHINGTON,  March  10, 

1971— The  Senate  approve1 

i.'.rU,-'  O.A  A sei 


TRUMAN  CLOSES 
D NATIONS  CONFEREE 


HPLEA  TO  TRANSLAT 


’ARTER  INTO  DEEDS 


HEW  WORLD  HOPE 


President  Hails  ‘Great 
Instrument  of  Peace,' 
Insists  It  Be  Used 


HISTORIC  LANDMARK 


fleeting  Gives  Standing 
Ovation  as  Executive 
Pictures  Peace  Gain 


"If  we  fail  to  use  it,”  he  declared 
to  the  solemn  final  meeting  of  the 
delegates,  ‘we  shall  betray  all  of 
those  who  have  died  in  order  that 
we  might  meet'here  in  freedom  and 
safety  to  create  it.’ 

"If  we  seek  to  use  it  selfishly— for 
the  advantage  of  any  one  nation  or 
any  small  group  of  nations— we 
shall  be  equally  guilty  of  that  be- 
trayal." 

Fervent  Interpolation 
The  President,  speaking  in  the 
auditorium  of  the  War  Memorial 
Opera  House,  built  in  memory  of 
sons  of  the  Golden  Gate  city  who 
gave  their  lives  in  the  first  World 
War,  in  which  he  himself  served, 
seemed  to  give  unconscious  expres- 
sion to  the  solemn  feeling  of  the 
occasion  when,  at  the  outset  of  his 
speech,  he  interpolated  the  words, 
half  a hope,  half  a prayer: 

“Oh,  wnat  a great  day  this  can 
be  in  history!” 

Just  before  the  plenary  session 
th$  President  accompanied  the 


. .»  C*a  ^ a - . J _ V 


WASHINGTON,  Jan.  27, 
1973— “With  the  signing  of 
the  peace  agreement  in 
Paris  today,  and  after  re- 
ceiving a report  from  the 
Secretary  of  the  Army  that 


PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer's  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient’s  right  to  know  more  about  his 
or  her  prescription  medications,  (hie 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated, they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone's  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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EDITORIALS 

Interesting  Numbers  — 

Are  You  One  of  Them? 

• Five  Thousand  — The  Medical  Inter-Insur- 
ance Exchange  of  New  Jersey  has  enrolled 
5,000  physicians  licensed  to  practice  medicine 
and  surgery  in  this  state.  MIIE  is  viable,  so  give 
it  some  thought  if  you  are  not  already  one  of  its 
members. 

• Six  Thousand  Five  Hundred  — The  manda- 
tory Professional  Liability  assessment,  estab- 
lished by  the  Board  of  Trustees,  has  been  paid 
by  6,500  members  of  MSNJ.  If  you  are  one  of 
the  20  percent  who  has  not  paid,  why  not  do 
something  about  it?  Send  in  your  check  or,  if 
you  feel  the  assessment  is  a hardship,  ask  for 
special  consideration. 

• Two  Thousand  One  Hundred  Forty-Seven  — 
As  of  the  annual  meeting,  2,147  of  our  members 
were  listed  as  delinquent  in  their  continuing 
medical  education  requirements.  This  figure 
undoubtedly  will  be  reduced  because  some 
members  may  not  have  received  appropriate 
AM  A credit  as  yet;  failure  to  send  in  their  CM  E 
credit  information  or  the  AMA  record-keeping 
system  may  be  at  fault.  It  is  striking  that  73 
percent  of  the  delinquent  members  were  elected 
to  MSNJ  prior  to  1 973  while  40  percent  became 
members  prior  to  1960. 

If  you  are  counted  among  this  group,  please  act 
to  get  your  CM  E credits  in  order  and  recorded. 

A.K. 

Some  Actions  of  the 
House  of  Delegates 

The  House  of  Delegates  met  at  the  211th  An- 
nual Meeting  of  the  Medical  Society  of  New 
Jersey  to  debate  and  discuss  and  to  act  upon  the 
business  of  the  Medical  Society  brought  before 
it.  The  members  of  the  House,  individually  and 
collectively,  took  their  charge  seriously  and 


enthusiastically.  The  members  of  this  Society  — 
and  all  practitioners  in  New  Jersey  — owe  that 
body  a debt  of  gratitude. 

Some  of  the  positive  and  negative  actions  of  the 
House  are  as  follows; 

— Adopted  proposed  Constitution  of  MSNJ. 

— Adopted  proposed  Bylaws  of  MSNJ  with 
several  amendments. 

— Reaffirmed  the  obligation  of  all  regular  dues- 
paying  members,  who  have  not  paid  the  pro- 
fessional liability  assessment,  to  do  so  unless 
excused  by  the  Executive  Committee  after 
deliberation  of  individual  requests  for  exemp- 
tion. 

— Rejected  the  concept  that  patients  be  per- 
mitted to  assign  Blue  Shield  benefits  to  non- 
participating physicians  because  that  would  be 
“a  disservice  to  participating  physicians  of 
Blue  Shield.” 

— Rejected  the  concept  of  mandatory  autopsy 
in  New  Jersey  as  an  infringement  of  privacy  and 
individual  rights. 

— Directed  the  Board  of  Trustees  to  take  steps 
to  oppose  the  indiscriminate  release  of  gratui- 
tous information  in  the  public  press  of  Medi- 
caid/Medicare fee  payments  unless  such  in- 
formation "has  relevance  to  a specific  allega- 
tion of  abuse,  fraud,  or  unethical  practice.” 

— Adopted  a resolution  which  opposes  the  pro- 
posed FDA  ban  on  the  use  of  saccharin. 

— Adopted  a resolution  that  the  New  Jersey 
State  Legislature  be  petitioned  “to  act  im- 
mediately, positively,  and  affirmatively  on  the 
Garramone  (tort  reform)  package.” 

— Adopted  a resolution  that  a communication 
be  sent  to  Governor  Byrne,  the  Commissioner 
of  the  New  Jersey  State  Department  of  Health, 
and  to  the  press,  expressing  the  confidence  of 
MSNJ  “in  the  integrity  and  capability  of  Dr. 
Martin  Goldfield,”  who  recently  was  demoted 
from  Deputy  Commissioner  of  Health  and 
Director  of  the  Division  of  Laboratories  and 
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Epidemiology  to  Director  of  Research.  Dr. 
Goldfield  is  a delegate  to  the  House  from 
Burlington  County. 

Further  details  of  House  actions  can  be  found 
elsewhere  in  this  issue.  A.K. 

The  Third  Annual 
Governor’s  Conference 

Major  speakers  from  New  Jersey  and  the 
President  of  the  AMA  addressed  this  Third 
Annual  Governor’s  Conference  dealing  with 
government  and  medicine.  Plans  and  predic- 
tions, as  well  as  attitudes  are  the  essence  of  the 
presentations. 

Governor  Brendan  T.  Byrne  — The  Governor 
listed  a number  of  areas  which  represent  prob- 
lems in  New  Jersey.  Among  these  were: 

— Cancer  in  our  state 

— Recombinant  DNA  research  at  Princeton  University 

— Care  of  comatose  noncognitive  patients 

— Cost  containment  and  certificate  of  need 

— Professional  liability  insurance  rates 

— Statewide  immunization 

— Health  care  facilities’  financing 

The  Governor  mentioned  a need  in  all  of  these 
areas  for  “input”  from  the  Medical  Society  of 


New  Jersey,  but  there  was  no  guarantee  that 
MSNJ  advice  will  have  great  weight. 

Richard  E.  Palmer,  M.D.,  President,  AMA  — 
Dr.  Palmer  reviewed  a number  of  action  pro- 
grams sponsored  or  supported  by  the  AMA 
(see  page  607,  this  issue). 

William  C.  White,  Vice  President,  Prudential 
Insurance  Company  of  America  — Speaking 
about  health  care  financing,  Mr.  White  warned 
against  “socialism  through  gradualism”  (see 
page  608,  this  issue). 

Gerald  J . Reilly,  Acting  Deputy  Commissioner, 
New  Jersey  Department  of  Human  Services  — 
Mr.  Reilly  spoke  about  costs  versus  profes- 
sional compensation,  regulation,  and  the  part- 
nership between  medicine  and  government. 
Among  his  comments  were  (see  pages  61 1-614 
this  issue): 

“I  firmly  believe  that  our  current  (Medicaid)  policy  of 
paying  about  50  percent  of  the  usual  and  customary  charge 
is  unsound.” 

“I  also  firmly  believe  that  we  must  include,  as  a key  partici- 
pant in  the  exercise  of  this  responsible  state  role,  the  voice 
of  the  State  Medical  Society.” 

“Physicians  must  be  included  in  the  deliberations  about 
governmental  health  policy.” 

We  must  hope  that  the  government  repre- 
sentatives were  serious  about  the  cooperative 
spirit  and  not  just  giving  lip  service  to  this  idea. 

A.K. 


Cover 

The  cover  portrays  an  artistic  version,  prepared  from  an  actual  photograph,  of  members  in 
attendance  at  a session  of  the  House  of  Delegates  of  The  Medical  Society  of  New  Jersey. 
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KESSLER  INSTITUTE 
FOR  REHABILITATION 

West  Orange,  New  Jersey 

Affiliated  with  the  College  of  Medicine  and  Dentistry  of  New  Jersey 

A voluntary,  non-profit  specialty  hospital  founded  in 
1949  serving  physically  handicapped  children  and 
adults.  The  newly  opened  pavilion,  together  with  the 
modernization  of  existing  facilities,  provide  intensive 
and  comprehensive  medical,  social,  psychological  and 
vocational  services  for  patients  with  spinal  cord  injuries, 
stroke,  amputations  or  any  physical  impairment  due  to 
congenital  condition,  accident  or  disease. 

Total  facilities  include  a 76  bed  inpatient  wing, 
separate  outpatient  department,  complete 
hydrotherapy  unit,  speech  and  audiology  services. 

Fully  accredited  by  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  and  the  Commission  on  Accreditation 
of  Rehabilitation  Facilities. 

Provider  of  hospital  services  under  Medicare  and 
Medicaid. 

ADMISSION  BY  MEDICAL  REFERRAL  TO 
DIRECTOR  OF  ADMISSIONS 

RICHARD  A.  SULLIVAN,  M.D. 

Medical  Director 

WILLIAM  K.  PAGE,  Executive  Director 
Telephone:  731-3600 


KATE  MACY  LADD 
CONVALESCENT  HOME 

FAR  HILLS,  N.J. 

John  F.  Dixon,  Jr.,  M.D.,  DABFP 
MEDICAL  DIRECTOR 


Don  T.  Van  Dam,  M.D.,  FAAFP 
ASST.  MEDICAL  DIRECTOR 


"Skilled  Convalescent  Care 
Without  Charge" 

Newark  Office  — 744  Broad  St. 
For  all  Newark,  N.  J. 

information  07102 

Tel:  201 -MA  2-1484 


Over  18,000  admissions 
since  1949 


-NICIN 

AL  VASODILATOR 


GRADUAL 


COLD  FEET 

LEG  CRAMPS 

TINNITUS 

DISCOMFORT 
ON  STANDING 


nicotinic  acid  therapy 


IMMEDIATE  RELEASE 


UPO-NICIN/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg 

Niacinamide  75  mg 

Ascorbic  Acid  . . . 150  mg 

Thiamine  HCL  (B-l)  25  mg 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCL  (B-6)  10  mg 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000. 


LIPO-NICIN/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  .250  mg. 

Niacinamide  75  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (B-l)  25  mg. 

Riboflavin  (B-2)  2 mg. 

Pyridoxine  HCL  (B-6)  10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000. 


GRADUAL 

RELEASE 


LIPO-NICIN/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid 300  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (H-l)  25  mg. 

Riboflavin  (B-2)  .2  mg. 

Pyridoxine  HCL  (B-6)  10  mg. 


In  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodilator  in  the  symp- 
toms of  cold  feet,  leg  cramps,  dizziness,  memory 
loss  or  tinnitus  when  associated  with  impaired 
peripheral  circulation.  Also  provides  concomitant 
administration  of  the  listed  vitamins  The  warm 
tingling  flush  which  may  follow  each  dose  of  LIPO- 
NICIN  100  mg.  or  250  mg.  is  one  of  the  thera- 
peutic effects  that  often  produce  psychological 
benefits  to  the  patient.  Side  Effects:  Transient 
flushing  and  feeling  of  warmth  seldom  require  dis- 
continuation of  the  drug.  Transient  headache,  itch- 
ing and  tingling,  skin  rash,  allergies  and  gastric 
disturbance  may  occur.  Contraindications:  Patients 
with  known  idiosyncrasy  to  nicotinic  acid  or  other 
components  of  the  drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with  glaucoma,  severe 
diabetes,  impaired  liver  function,  peptic  ulcers, 
and  arterial  bleeding. 
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If  you’ve  been  prescribing 
chloral  hydrate  or  glutethimide 
for  insomnia,  there’s  good 
reason  to  reconsider. 


< Before  prescribing  Dalmane  (ilurazepani  HC1),  please 
consult  complete  product  information,  a summary  of 
| which  follows: 

. Indications:  Effective  in  all  types  of  insomnia  characterized 
' by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  in  acute  or  chronic  medical 
{ situations  requiring  restful  sleep.  Since  insomnia  is  often 
1 transient  and  intermittent,  prolonged  administration  is  gener- 
■ ally  not  necessary  or  recommended. 

Contraindications:  Known  hvpersensitivitv  to  flurazepam 
HC1. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Several  studies  of  minor  tran- 
quilizers (chlordiazepoxide,  diazepam,  and  mepro- 
bamate) suggest  increased  risk  of  congenital 
malformations  during  the  first  trimester  of  preg- 
| nancy.  Dalmane,  a benzodiazepine,  has  not  been 

studied  adequately  to  determine  whether  it  may  be 
associated  with  such  an  increased  risk.  Because  use 
of  these  drugs  is  rarely  a matter  of  urgency,  their 


use  during  this  period  should  almost  always  be 
avoided.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  ther- 
apy if  they  intend  to  or  do  become  pregnant. 

Not  recommended  for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering 
to  addiction-prone  individuals  or  those  who  might  increase 
dosage. 

Precautions:  In  elderly  and  debilitated,  limit  initial  dosage  to 
15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia.  Con- 
sider potential  additive  effects  with  other  hvpnotics  or  CNS 
depressants.  Employ  usual  precautions  in  patients  who  are 
severely  depressed,  or  with  latent  depression  or  suicidal 
tendencies.  Periodic  blood  counts  and  liver  and  kidney  func- 
tion tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  f alling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Sev  ere  sedation,  lethargy, 
disorientation  and  coma,  probably  indicativ  e of  drug  intoler- 
ance or  overdosage,  have  been  reported.  Also  reported:  head- 
ache, heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea, 


Objectively  proved  superior 
in  efficacy  to  chloral  hydrate...1 2'3 

In  parallel  sleep  laboratory  studies  among  insomniacs, 
chloral  hydrate  1 Gm  lost  most  of  its  effectiveness 
within  two  weeks,  while  Dalmane  (flurazepam  HC1) 

30  mg  remained  effective  in  both  inducing  and  main- 
taining sleep  throughout  the  treatment  period. 

And  to  glutethimide,  demon- 
strated m the  sleep  laboratory...1'3 

Glutethimide  500  mg  lost  all  effect  on  sleep  induction 
and  maintenance  by  the  end  of  the  two-week  adminis- 
tration period.  Dalmane  30  mg,  however,  was  still 
effective— without  repeating  dosage  during  the  night. 


With  important  safety  benefits 
not  offered  by  other  sleep 
medications... 

Specifically,  Dalmane  (flurazepam  HC1)  may  be  used 
in  patients  on  chronic  warfarin  therapy;  no  unaccept- 
able fluctuation  in  prothrombin  time  has  been 
reported.4-5  Both  chloral  hydrate  and  glutethimide 
have  been  reported  to  decrease  prothrombin  time  in 
patients  receiving  coumarin-type  anticoagulants.6  And 
Dalmane  has  been  proved  not  to  interfere  chemically 
with  many  common  laboratory  tests.7-9  Alterations 
have  been  reported  due  to  pharmacological  eff  ects. 
(See  Adverse  Reactions  section  of  complete  product 
information.) 


Dalmane 

(flurazepam  HCI ) (2 

30-mg  and  15-mg  capsules 

Unsurpassed  record  of 
efficacy  and  safety 


constipation,  GI  pain,  nervousness,  talkativeness,  apprehen- 
sion, irritability,  weakness,  palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath,  pruritus,  skin  rash, 
dry  mouth,  bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  paradoxical  reactions,  e.g.,  excitement,  stimula- 
tion and  hyperactivity,  and  elevated  SGOT,  SGPT.  total  and 
direct  bilirubins  and  alkaline  phosphatase. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
30  mg  usual  dosage;  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg  initially  until  response 
is  determined. 


Suppl 

HCI. 


ied:  Capsules  containing  15  mg 


or  30  mg  flurazepam 
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Governor’s  Conference 


What  the  AMA  Is  Against 
. . . and  For!* 

Richard  E.  Palmer,  M.D. 

President,  American  Medical  Association 

I seriously  doubt  that  there  is  a single  person  in 
this  hall  who  does  not  know  what  the  AMA  is 
against. 

Certainly  our  most  visible  actions  of  late  have 
been  those  in  the  federal  courts.  Two  years  ago, 
we  filed  suit  against  the  Department  of  HEW's 
proposed  hospital  utilization  review  regulations. 
We  were  vindicated  in  that  suit  by  the  words  of 
the  district  court  judge  who  gave  us  a pre- 
liminary injunction  and  stated  that  the  regula- 
tions would  “delay  and  unnecessarily  com- 
plicate medical  matters  and  result  in  perceptible 
injury  to  patients.” 

More  recently,  we  joined  the  states  of  North 
Carolina  and  Nebraska  in  seeking  legal  relief 
from  the  1974  Health  Planning  Act  approved  by 
Congress.  This  act,  which  imposes  five,  federal- 
ly dominated  and  lay-controlled  slabs  of 
bureaucracy  on  health  planning,  could  make  a 
public  utility  out  of  American  medicine.  How 
can  the  AMA  avoid  filing  suit  against  an  act 
which  tells  us  — in  essence  — that  while  we  shall 
continue  to  be  managers  of  the  medical  store, 
Washington  will  dictate  how  many  stores  will 
exist,  what  medical  goods  and  services  will  be 
stocked,  and  how  those  services  will  be  orga- 
nized and  delivered?  The  answer  is,  of  course, 
that  we  don’t  have  any  choice. 

The  quality  of  American  medicine  is  the  finest 
in  the  world,  a fact  acknowledged  even  by  our 
most  persistent  critics.  Thus,  Senator  Edward 
Kennedy,  in  the  March  19.  1977  edition  of  the 
National  Observer,  said: 

“Our  medical  accomplishments  are  unsurpassed  . . . both  in 
the  research  of  our  scientists  and  the  clinical  excellence  of 
our  doctors. 

“This  growth  of  medical  knowledge  is  unparalleled  in  the 
history  of  mankind,  and  we  take  well-deserved  pride  in  these 
achievements.” 


This  organized  medical  federation  of  ours,  then, 
must  oppose  arbitrary  and  unwarranted  govern- 
ment programs  or  proposals  which  — taken  to- 
gether—threaten  the  very  structure  of  medical 
education  and  practice  in  this  country.  The 
AMA  will  do  what  it  has  to  do  to  preserve  that 
structure,  in  the  conference  room  or  the  court- 
room, no  matter  what  the  cost  in  time  or  money. 

At  the  same  time,  however,  it  seems  to  have 
escaped  the  attention  of  those  in  government  — 
and  even  some  physicians  — that  this  federation 
is  also  for  a multitude  of  programs  to  elevate 
the  health  and  life-style  of  each  American  — and 
this  includes  reasonable  government  programs. 

Within  the  past  few  years,  the  AMA  has  initi- 
ated or  supported  programs,  including  govern- 
ment programs,  to  upgrade  health  services  — 

...  for  the  emotionally  ill 

...  for  the  jail  inmate 

...  for  the  alcoholic 

...  for  the  American  Indian 

...  for  the  migrant  worker 

...  for  the  rural  dweller 

. . . and  for  the  inner-city  resident. 

Within  the  past  few  months,  the  AMA's  cru- 
sade against  excessive  violence  on  television  has 
earned  nationwide  attention. 

We  have  introduced  in  Congress  a national 
health  insurance  bill  which  would  maximize 
health-care  protection  for  all  Americans, 
utilizing  the  present,  pluralistic  health  care 
system,  while  minimizing  federal  supervision 
and  new  federal  spending. 

We  have  established  a blue-ribbon  National 
Commission  on  the  Cost  of  Medical  Care, 
representing  many  walks  of  life,  to  review  and 
evaluate  information  that  can  place  cost 


•Presented  at  the  Third  Annual  Governor’s  Conference, 
211th  Annual  Meeting,  the  Medical  Society  of  New  Jersey, 
Atlantic  City,  May  14,  1977. 


VOL.  74-NUMBER  7-JULY  1977 


607 


problems  in  correct  perspective  — so  that 
suggested  remedies  can  be  equally  correct. 

The  AMA  played  a major  part  in  preventing  a 
drastic  cutback  in  Social  Security  funds  for 
maternal,  child-health,  and  crippled  children's 
services. 

Summary 

The  very  fact  that  the  quality  of  American 
medicine  has  attained  international  pre- 
eminence indicates  that  our  profession  and  this 
federation  have  done  and  are  doing  a lot  of 
things  right.  Equally  important,  the  general 
public  is  well  aware  of  it.  In  one  recent  poll,  the 
public  placed  more  trust  in  the  AMA  than  in 
any  other  organization  of  its  kind.  And  in  a 
number  of  previous  polls,  the  public  has  ac- 
corded our  profession  more  trust  than  any 
other.  Therefore,  in  the  difficult  times  ahead, 
let  this  faith  be  our  fortress  and  let  us  not 
forsake  it. 


Health  Care  Financing  — 
Public  or  Private? 

William  C.  White,  Jr.,  C.L.U. 

Vice  President,  Governmental  Health 
Programs  Office,  The  Prudential  Insurance 
Company  of  America 

I was  asked  to  speak  today  on  the  subject  of 
National  Health  Insurance  and  my  predictions 
as  to  the  enactment  of  legislation  relating  to 
this  subject.  I do  not  like  the  term,  "national 
health  insurance,”  but  1 have  been  unable  to 
arrive  at  a different  title  for  this  broad  subject. 
National  health  insurance  means  so  many 
different  things  to  different  people  ranging 
from  a complete  federal  takeover  of  the  health 
care  system  and  its  financing,  as  envisioned  in 
the  kennedy-Corman  Bill,  to  proposed  legisla- 
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tion  that  would  preserve  the  private  health 
care  sector  as  exemplified  by  bills  supported  by 
the  American  Medical  Association,  the  Health 
Insurance  Association  of  America,  and  the 
Chamber  of  Commerce  of  the  United  States. 

I do  not  intend  to  analyze  any  of  these  bills 
since  this  has  been  done  so  many  times  before  in 
meetings  and  in  publications  and,  also,  because 
1 do  not  believe  that  any  of  these  bills  will  ever 
be  enacted  in  their  present  form. 

Before  looking  down  the  road  to  the  enactment 
of  so-called  national  health  insurance  legisla- 
tion, I think  it  is  more  important  to  consider 
what  is  happening  under  existing  statutes  and 
proposed  legislation  for  the  provision  and 
financing  of  health  care  short  of  comprehensive 
health  care  financing  legislation. 

Health  Systems  Agencies 

Under  existing  laws,  Health  Systems  Agencies 
(HSA)  are  functioning,  or  are  beginning  to 
function,  throughout  the  country.  These 
organizations  have  an  important  role  in  de- 
termining the  future  of  health  care  institutions 
in  this  country.  The  concept  of  the  HSA’s, 
tied  in  with  Certificate  of  Need  legislation  in 
each  of  the  states,  is  to  control  the  quality  and 
costs  of  health  care  services  rendered  in  the 
institutional  setting.  As  you  know.  Boards  of 
Directors  of  HSA's,  by  law,  must  be  com- 
posed of  a majority  of  consumers.  As  these 
organizations  gain  experience  and  fully  exercise 
the  powers  granted  to  them,  they  will  have  a 
significant  impact  on  the  size  and  location  of 
health  care  institutions  and  the  extent  to  which 
these  institutions  may  make  capital  expendi- 
tures for  sophisticated  technical  devices  and 
services. 

There  are  many  proposals  under  consideration 
by  Congress  to  strengthen  even  further  the  role 
of  the  HSA's.  An  example  is  the  desire  to 
broaden  the  definition  of  a health  care  facility 
to  include  physicians'  offices,  clinics,  and  any 
other  facility  rendering  health  care  services,  so 
that  the  Certificate  of  Need  legislation  would 
apply  to  all  health  care  facilities  within  a state. 
One  reason  for  this  approach  is  the  purchase 
and  operating  cost  of  computerized  tomography 
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(CT)  equipment.  The  HSA's  are  attempting  to 
limit  the  number  of  CT  scanners  in  hospitals 
within  a given  geographic  area,  but  this  control 
measure  may  be  subverted  if  a group  of  phy- 
sicians in  that  area  purchase  a scanner  for  use  in 
a clinic  or  office.  The  same  principle  would 
apply  to  other  major  capital  expenditures  for 
sophisticated  technical  equipment  which  we'll 
be  seeing  more  of  because  of  rapid  advances  in 
Biomedical-engineering  technology.  I expect 
that  no  action  will  be  taken  this  year  to  amend 
the  HSA  law  because  of  time  limitations.  The 
current  law  expires  June  30,  1977  and  I antici- 
pate that  Congress  will  merely  extend  the  law 
for  another  year  in  order  to  have  time  for  con- 
sideration of  significant  amendments  to  be 
enacted  with  an  effective  date  of  July  1 , 1 978. 

PSRO's 

PSRO's  are  in  place  and  operating  in  many 
areas  of  the  country.  However,  they  are  operat- 
ing under  conditional  approval  only.  Some 
areas  are  without  PSRO’s.  Under  the  law,  the 
Secretary  of  the  U.S.  Department  of  HEW,  on 
January  1,  1978,  must  designate  alternate 
organizations  to  serve  the  functions  of  the 
PSRO  in  any  area  without  a working  PSRO. 
In  preparation  for  the  required  action  January 
1,  1978,  the  Secretary  of  HEW  is  holding 
hearings  and  has  requested  written  comments 
on  criteria  to  be  established  for  determining  an 
eligible  organization  to  perform  the  PSRO 
function.  If  the  physicians  around  the  country 
do  not  support  and  cooperate  actively  with 
physician-controlled  PSRO’s,  some  other  type 
of  organization  will  perform  the  utilization 
review  function  because  the  government  does 
not  intend  to  leave  a void  in  this  very  critical 
area  of  controlling  health  care  quality  and  cost. 

Health  Maintenance  Organizations 
(HMO) 

A few  years  ago,  Health  Maintenance  Organi- 
zations were  touted  as  the  panacea  for  the 
solution  of  all  the  problems  of  health  care 
delivery,  quality,  and  cost.  Over  the  past  five 
years,  it  has  become  evident  that  HMO’s  will 
not  spring  up  automatically  at  every  crossroad 
in  the  country.  On  the  other  hand,  it  is  good 
that  a more  cautious  approach  is  being  taken  in 


the  organization  and  operation  of  HMO’s; 
certainly  some  of  them  are  doing  a fine  job.  I 
think  that  there  will  be  a continued  growth  of 
these  organizations  over  the  coming  years,  but 
1 do  not  anticipate  that  they  will  replace  com- 
pletely the  practice  of  medicine  through  solo 
practitioners  and  groups  of  practitioners  as  we 
now  have  them. 

Medicare-Medicaid 

We  cannot  deny  that  there's  a certain  amount  of 
fraud  and  an  even  greater  amount  of  abuse  in 
the  provision  of  health  care  services  under  the 
Medicare  and  Medicaid  program.  The  hue  and 
cry  raised  in  the  press  on  this  subject  forces 
Congress  to  take  action  to  control  fraud  and 
abuse  and  to  punish  severely  those  who  are 
found  guilty  of  fradulent  or  abusive  actions.  A 
limited  attempt  in  this  regard  is  seen  in  the 
current  legislation  before  the  Congress;  namely, 
H.  R.  3,  Medicare-Medicaid  Anti-Fraud  and 
Abuse  Amendments.  This  legislation  alone  will 
not  solve  the  problem  but,  coupled  with  the 
operation  of  the  new  Inspector  General's  office 
in  the  Department  of  Health,  Education  and 
Welfare  and  stepped-up  activities  in  the  At- 
torney General’s  office,  the  result  will  be  more 
publicity  on  punitive  actions  being  taken  by 
the  government.  This  is  an  effort  to  eliminate 
fraud  and  control  abuses  under  the  very  ex- 
pensive Medicare  and  Medicaid  programs. 

Senator  Herman  Talmadge  (this  month)  has 
introduced  a revised  bill  on  Medicare-Medicaid 
Administrative  and  Reimbursement  Reforms. 
This  bill  is  somewhat  different  from  the  one 
introduced  by  Senator  Talmadge  in  the  prior 
session  of  Congress,  but  basically  it  attempts  to 
achieve  the  same  goals  as  set  forth  in  the 
earlier  bill.  This  bill  would  attempt  to  control 
hospital  costs  under  the  Medicare  and  Medicaid 
programs,  but  this  time  with  a further  pro- 
vision that  hospitals  will  be  required  to  agree 
not  to  pass  along  to  any  other  payors,  such  as 
Blue  Cross  or  private  health  insurers,  any 
costs  that  are  determined  excessive  under 
Medicare  and  Medicaid.  Since  the  reimbursable 
costs  under  Medicare  and  Medicaid  will  be 
limited  to  120  percent  of  the  average  costs  of 
all  hospitals  in  a similar  class  of  institution, 
obviously,  some  hospitals  are  going  to  be  left 
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without  reimbursement  by  anyone  for  a 
significant  portion  of  their  cost.  This,  of  course, 
will  impair  seriously  the  ability  of  these  hospi- 
tals to  continue  to  provide  all  of  their  usual 
services;  in  fact,  it  could  result  in  the  closing  of 
some  institutions.  There  is  another  provision  in 
the  bill  to  promote  the  closing  and  conversion 
of  under-utilized  facilities.  These  two  pro- 
visions may  have  a significant  effect  on  the 
distribution  of  hospital  beds  in  any  given  area. 

The  Talmadge  Bill  proposes  also  to  go  the  Blue 
Shield  route  under  Medicare  by  establishing 
“participating”  and  “nonparticipating''  phy- 
sicians for  the  purpose  of  paying  benefits.  In 
order  to  be  classed  as  a participating  physician, 
the  physician  must  agree  to  accept  the  rea- 
sonable charge  determination  made  by  the 
carrier  as  his  full  charge  for  service  rendered. 
There  is  a nominal  incentive  to  encourage 
physicians  to  participate.  The  bill  provides  that 
claims  may  be  submitted  on  multiple  listings  or 
other  simplified  forms  to  save  office  expenses 
and,  further,  that  one  additional  dollar  will  be 
paid  by  the  carrier  for  each  claim  submitted.  On 
the  other  hand,  the  bill  also  proposes  further  to 
limit  the  increase  in  prevailing  charges  in  an 
area.  An  addition  to  the  current  limits,  ac- 
complished through  the  definition  of  a pre- 
vailing charge,  would  be  the  75th  percentile  of 
all  customary  charges  limited  by  the  application 
of  an  economic  index  factor.  One  hand  givelh 
and  the  other  taketh  away. 

There  are  other  provisions  in  this  bill  which  will 
affect  physicians,  including  the  reimbursement 
of  hospital-associated  physicians  and  various 
other  billing-payment  procedures. 

President  Carter  has  recommended  to  Congress 
that  increases  in  payments  for  inpatient  care 
and  acute  care,  especially  in  hospitals,  be 
limited  to  nine  percent  per  annum.  While  there 
are  some  provisions  for  exceptions  to  this  limit 
which  will  recognize  exceptional  changes  in 
patient  load,  major  increases  in  capacity  or 
types  of  services  provided,  the  application  of 
this  percentage  limit  on  a national  basis  could 
cause  severe  problems  for  individual  hospitals 
throughout  the  country  since  not  all  hospitals 
are  alike.  The  HEW  staff  has  controls  on 


physician  charges  under  consideration  for  rec- 
ommendation to  the  President  but,  at  this 
time,  there  is  a lack  of  unanimity  among  the 
HEW  advisers  as  to  the  best  method  of  con- 
trolling physician  charges.  A recommendation 
in  this  regard  may  be  made  to  the  President 
later. 

Effects  on  Physicians 

All  of  these  things  have  or  will  have  a direct  or 
indirect  effect  on  each  physician.  Each  of  the 
above  programs  or  actions  or  proposed  legisla- 
tion are  piecemeal  efforts  to  meet  the  very 
serious  problem  of  the  rapid  escalation  of  health 
care  costs.  In  the  end,  all  of  these  programs  or 
actions  may  decide  the  future  course  of  so- 
called  national  health  insurance  legislation.  On 
the  one  hand,  the  administration  and  some 
members  of  Congress  feel  that  a comprehen- 
sive approach  to  the  financing  and  control  of 
health  care  through  sweeping  federal  legislation 
is  the  only  answer  to  the  control  of  health  care 
costs.  On  the  other  hand,  if  the  escalation  of 
health  care  costs  continues,  the  cost  of  a federal- 
ly funded  and  administered  national  health 
insurance  program  would  be  so  enormous  as  to 
make  it  impossible  to  finance  through  the 
federal  budget  without  tremendous  tax  in- 
creases. There  will  be  continued  efforts,  there- 
fore, to  control  the  costs  of  the  Medicare  and 
Medicaid  programs  and  to  extend  those  con- 
trols to  the  private  sector  of  health  care  before 
enacting  national  health  insurance  legislation. 
Again,  however,  if  the  escalation  in  health  care 
costs  can  be  reduced  or  contained,  there's  a 
better  hope  for  the  enactment  of  legislation  pro- 
viding for  the  continuation  of  the  private  fi- 
nancing of  health  care  for  the  majority  of  the 
population. 

Predictions 

I expect  that  during  this  session  of  Congress, 
there  will  be  no  comprehensive  national  health 
insurance  legislation  passed.  I do  expect  that 
something  similar  to  the  anti-fraud  and  abuse 
amendments  and  the  Talmadge  Bill  may  be 
enacted  by  next  year.  Also  next  year,  there  may 
be  legislation  enacted  further  to  strengthen 
the  role  of  the  HSA's.  Possibly  during  1978, 
the  administration  may  introduce  legislation  to 
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provide  for  incremental  steps  toward  national 
health  insurance,  but  I doubt  the  enactment  of 
such  legislation  before  1979  or  1980.  Examples 
of  this  approach  might  be  the  provision  of 
maternal  and  child  care  or  some  type  of  cata- 
strophic medical  expense  program. 

We  should  not  be  lulled  in  a state  of  apathy  with 
respect  to  the  enactment  of  comprehensive 
national  health  insurance  legislation  by  the 
incremental  approach  just  mentioned.  Catas- 
trophic medical  expense  insurance  has  broad 
popular  appeal  and  might  appear  to  the  Con- 
gress as  the  easy  way  out  of  facing  up  to  health 
care  financing  problems.  If  the  catastrophic 
insurance  program  is  federally  financed  through 
payroll  taxes,  the  way  is  cleared  for  the  ex- 
tension of  this  program  into  a broad  health 
insurance  program  financed  through  the 
Federal  Government.  Most  of  the  catastrophic 
proposals  envision  a rather  large  deductible, 
but  if  such  a program  were  enacted,  it  would  be 
politically  inevitable  that  Congress  will  act  to 
reduce  that  deductible  and  eventually  reach  the 
point  that  all  health  care  expenses  would  be 
paid  for  through  the  Federal  Government. 

The  same  possibilities  for  expansion  exist  in  the 
incremental  approach  of  financing  health  care 
costs  for  maternal  and  child  care. 

If  the  President  continues  to  hold  his  policy 
position  that  the  federal  budget  should  be 
balanced  by  fiscal  year  1981,  it  seems  highly 
unlikely  that  he  will  propose  an  expensive  com- 
prehensive national  health  insurance  program. 
On  the  other  hand,  he  is  committed  to  the 
introduction  of  some  form  of  health  insurance 
legislation.  This  leads  me  to  believe  that  he  will 
propose  some  incremental  approach  to  satisfy 
his  commitment  on  national  health  insurance, 
but  that  it  will  be  a relatively  inexpensive  pro- 
gram. 

Warning 

We  all  must  be  alert,  therefore,  to  continue  our 
educational  efforts  with  the  public  and  especial- 
ly with  the  Congress  as  to  the  long-run  dangers 
of  the  piecemeal  approach.  I hope  that  all  New 
Jersey  physicians  will  consider  this  matter 
seriously  because  I am  well  aware  that  many 


physician  organizations,  including  groups  with- 
in the  American  Medical  Association,  endorse 
the  concept  of  catastrophic  medical  expense 
insurance.  There  are  one  hundred  million 
people  covered  by  major  medical  insurance 
through  private  insurance  companies.  I hope 
that  we  can  find  ways  to  encourage  the  ex- 
tension of  the  private  coverage  to  more  people 
through  legislative  assistance.  But,  to  endorse 
catastrophic  medical  expense  insurance  fi- 
nanced through  the  Federal  Government  is  to 
endorse  the  first  step  for  comprehensive  na- 
tional health  insurance  financed  and  admin- 
istered by  the  government. 

As  has  been  the  case  for  many  years,  we  rarely 
face  the  prospect  of  socialism  in  one  fell  swoop, 
but  rather  the  prospect  of  socialism  through 
gradualism. 


State  Problems  in 
Government  and  Medicine 

Gerald  J.  Reilly 

Acting  Deputy  Commissioner,  New  Jersey 
Department  of  Human  Services 

The  Medical  Society  of  New  Jersey  has  a long 
and  tested  history  of  outstanding  contributions 
to  the  advance  of  medicine  and  to  the  general 
well-being  of  our  State  and  its  citizens.  I con- 
sider it  a genuine  privilege  to  be  asked  to  address 
such  a distinguished  group.  My  assigned  task  is 
to  discuss  with  you  the  problems  of  Govern- 
ment and  Medicine  from  a state  perspective. 

The  first  problem  is  that  of  holding  down  costs 
versus  appropriate  compensation  for  highly 
skilled  professional  services.  The  second  is  the 
challenge  of  building  workable  regulatory 
frameworks  versus  the  preservation  of  the  free 
and  creative  practice  of  the  healing  arts.  And 
the  third  is  the  task  of  building  a constructive 


•Presented  at  the  Third  Annual  Governor’s  Conference. 
211th  Annual  Meeting,  the  Medical  Society  of  New  Jersey, 
Atlantic  City,  May  14,  1977. 


61  1 


VOL.  74-NUMBER  7-JULY  1977 


partnership  between  medicine  and  government 
versus  open  conflict  or,  at  best,  an  uneasy  truce. 

Each  of  these  issues  is  not  only  complex  and 
intertwined,  but  each  has  a set  of  national  and 
local  implications.  1 share  some  thoughts  with 
you  from  the  perspective  I gained  during  my 
two-year  tenure  as  Director  of  the  New  Jersey 
Medical  Assistance  program. 

Cost  Containment 

Cost  containment  in  the  health  sector  has  be- 
come one  of  the  leading  issues  of  our  time.  You 
are  well  aware  that  the  issue  is  occupying  the 
attention  of  public  officials  from  the  White 
House  on  down,  and  no  wonder!  We  are  told  by 
the  economists  that  health  costs  have  grown  to 
8.6  percent  of  our  Gross  National  Product: 
$ 1 29  billion  in  1976,  double  the  amount  in  1970. 
We  are  informed  that  the  cost  of  health  care  is 
grow  ing  at  a rate  twice  that  of  other  goods  and 
services  in  the  economy.  Predictably,  a strong 
reaction  has  developed  to  this  trend,  and  also 
predictably,  the  crunch  is  being  felt  first  by  the 
governmentally  financed  health  programs. 

The  following  is  a specific  example  from  our 
own  State.  Two  years  ago,  New'  Jersey  was 
caught  in  a fiscal  squeeze.  In  an  effort  to  help 
balance  a potentially  deficit  budget,  Medicaid 
was  forced  to  reduce  already  inadequate  pro- 
vider fees  by  10  percent.  Such  a strategy  for 
cost  containment  is,  in  the  long  run,  counter- 
productive, as  it  tends  further  to  reduce  the 
access  of  Medicaid  recipients  to  individual 
private  practitioners.  This  reduced  access  can 
lead  to  treatment  in  more  costly  clinics  or  post- 
ponement of  treatment,  resulting  in  more 
serious  illness  and  very  expensive  hospitaliza- 
tion. Why  then  did  we  take  such  a step?  We  did 
so  for  two  very  simple  reasons.  First,  we  were 
constrained  by  federal  law  that  effectively 
blocked  us  from  having  hospitals  assume  a fair 
share  of  the  cut-back.  We  tested  this  law,  but 
lost  the  battle  in  federal  court.  And  second,  the 
fee  reduction  did  have  the  short-term  impact  of 
saving  money  and  helping  us  to  balance  the 
budget.  Its  very  harmful  effects  are  a longer- 
term  proposition,  and.  unfortunately,  govern- 


mental entities  have  great  difficulty  in  planning 
beyond  a very  limited  time  horizon.  The  harsh 
realities  of  balanced  budgets  and  limited  reve- 
nues force  us  to  focus  attention  on  short-term 
solutions.  Eventually,  in  February  of  this  year, 
we  were  able  to  restore  the  fees  to  their  previous 
level,  but  not  before  a 38  percent  increase  in  the 
use  of  outpatient  departments  had  occurred. 
These  outpatient  facilities  fill  a vital  need  in 
many  older  urban  areas,  but  they  are  an  expen- 
sive way  to  furnish  primary  care. 

In  my  view,  a rational  cost-containment  strategy 
must  include  the  payment  of  reasonable  fees  to 
physicians  and  other  health  care  practitioners. 
It  should  be  stressed  that  physician  fees  account 
for  only  1 1 percent  of  Medicaid  expenditures  in 
New  Jersey,  but  you  serve  as  the  principal  gate- 
keepers for  access  to  most  of  the  other  services 
in  our  500  million  dollar  Medicaid  program.  A 
system  that  does  not  permit  a government  pro- 
gram, especially  Medicaid,  to  compete  on  a 
reasonably  comparable  basis  with  private  sector 
fees  cannot  hope  to  employ  fully  the  resources 
of  the  medical  community  in  effectively  dealing 
with  our  shared  problem  of  seemingly  uncon- 
trollable health  costs.  I firmly  believe  that  our 
current  policy  of  paying  about  50  percent  of  the 
usual  and  customary  charge  is  unsound.  I think 
that  payment  of  a fairer  fee  w ould  be  cost  effec- 
tive in  the  long  run  by  enlisting  broader  physi- 
cian participation,  by  keeping  people  well,  and 
by  providing  alternatives  to  costly  clinic  opera- 
tions. Legislation  introduced  by  Senator  Tal- 
madge  in  the  Congress  last  session  would  have 
set  Medicaid  fees  at  80  percent  of  the  usual  and 
customary  level.  This  bill  is  scheduled  for  re- 
introduction  this  session,  and  I hope  it  continues 
to  include  this  provision.  1 think,  however,  it 
also  should  include  some  special  financial  pro- 
visions to  help  states  absorb  this  change.  For 
example,  here  at  home  this  proposed  legislation 
would  cost  New  Jersey  alone  18  million  dollars. 

1 must  add,  as  a balancing  note,  that  such  a 
commitment  to  reasonable  parity  with  the  pri- 
vate sector  cannot  be  open-ended.  No  parity 
can  be  feasible,  in  my  view,  unless  methods  also 
can  be  found  to  limit  growth  in  private  health 
fees  to  non-inflationary  levels. 
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Regulation 

Turning  to  the  issue  of  regulatory  frameworks, 
I share  your  sense  of  frustration  that  many  of 
you  have  expressed  to  me  in  private  conversa- 
tions. We  all  are  caught  in  the  same  trap.  The 
cycle  often  begins  with  the  establishment  of  a 
worthwhile  public  program,  followed  by  expen- 
ditures of  large  amounts  of  public  funds,  fol- 
lowed by  advantage-taking  by  a few,  and  finally 
the  mailed  fist  of  regulation  descending  upon 
the  many  to  correct  the  sins  of  a few.  There 
are,  it  seems  to  me,  three  broad  approaches  to 
dealing  with  the  issue  of  regulations. 

First,  we  public  officials  could  administer  the 
program  with  a minimal  insistence  on  account- 
ability and  extreme  restraint  with  regard  to 
involvement  or  interference  with  the  traditional 
mores  and  methods  of  the  private  health  care 
sector.  In  so  doing,  we  would  have  to  be  willing 
to  accept  the  fact  that  some  unscrupulous  indi- 
viduals would  profit  unduly  at  public  expense 
and  be  willing  to  accept  such  a loss  as  tolerable 
in  comparison  with  the  costs  in  freedom  and 
initiative  that  accountability  sometimes  entails. 

Second,  we  could  construct  a system  designed 
to  ensure  that  no  one  ever  receives  a dime  to 
which  he  is  not  absolutely  entitled.  Such  an 
approach  can  conceive  of  no  regulation  too 
burdensome  and  no  form  too  cumbersome  and 
no  demand  too  unreasonable  but  to  expect 
absolute  conformity  on  the  part  of  participating 
providers. 

Third,  and,  at  least  in  my  mind,  the  most  sen- 
sible alternative,  is  to  seek  that  illusive  pivot 
point  at  which  the  public's  right  to  be  assured  of 
proper  stewardship  of  tax  dollars,  and  the 
practitioner’s  right  to  the  free  pursuit  of  his  or 
her  professional  responsibilities  is  sensibly 
balanced.  Such  a system  needs  to  assure  the 
high  probability  that  the  few  scoundrels  will  be 
found  out  and  removed,  and  yet  involve 
minimum  interference  in  the  lives  of  the  vast 
majority.  In  the  New  Jersey  Medicaid  program 
we  have  tried  to  operate  according  to  this  third 
approach.  Sometimes  we  have  failed,  and  some- 
times we  have  succeeded. 


You  and  I might  not  agree  on  the  frequency  of 
success,  and  I concede  that  finding  the  proper 
balance  is  very  difficult  and  subject  to  frequent 
re-evaluation.  I am  concerned,  however,  that  if 
we  together  are  not  able  to  find  a workable 
solution,  strong  pressures  will  build  particularly 
at  the  national  level,  to  move  us  farther  along 
the  path  to  the  heavy-handed  approach  of  mind- 
less regulation.  The  source  of  this  pressure  is  a 
sense  of  frustration  in  dealing  with  the  often- 
sensationalized  antics  of  the  dedicated  chiseler, 
sensationalized  to  the  point,  sadly,  that  Medi- 
caid fraud  has  become  one  word.  We  are  driven 
to  seek  simplistic  solutions  that  provide  us 
comfort  in  the  belief  that  if  something  must  be 
done,  almost  anything  will  suffice. 

A Constructive  Partnership  Between 
Medicine  and  Government 

I have  found  it  is  frequently  true  that,  when 
these  simplistic  solutions  are  designed  from 
afar,  they  most  often  create  more  problems  than 
they  solve.  Washington  appears  to  be  much 
farther  from  New  Jersey,  in  outlook  and  com- 
prehension of  problems,  than  the  mere  120 
physical  miles  of  separation.  Many  in  Washing- 
ton seem  to  believe  that  all  wisdom  ends  at  the 
banks  of  the  Potomac  and  that  we  in  the  prov- 
inces don’t  understand  the  larger  picture.  1 
make  this  statement  not  out  of  a jingoistic  or 
quixotic  attachment  to  states’  rights,  but  from  a 
much-considered  belief  that  we  must  try  to  solve 
many  of  our  national  problems  at  the  lowest 
practicable  level.  I firmly  believe  that  the  time 
has  come  for  a reassertion  of  a responsible  state 
role  in  many  issues,  including  health  care.  I also 
firmly  believe  that  we  must  include,  as  a key 
participant  in  the  exercise  of  this  responsible 
state  role,  the  voice  of  the  state  medical  soci- 
ety. We  must  build  a fair  and  sound  relationship 
between  government  and  medicine.  Unfortu- 
nately, there  has  been  a tendency  for  govern- 
ment, at  both  the  state  and  federal  levels,  to 
discount  the  value  of  formal  comments  from 
the  medical  community.  Perhaps  this  is  because 
of  the  seemingly  negative  tone  in  which  some 
spokesmen  for  organized  medicine  have,  in  the 
past,  offered  their  criticism.  Public  officials 
have  been  conditioned  to  tune  out  messages  sent 
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from  the  nation’s  doctors.  Fault  can  be  found 
with  both  parties  for  this  condition.  But  I think 
the  time  is  long  past  for  digging  in  our  heels  and 
glaring  at  each  other  across  the  abyss  of  mis- 
understanding and  mistrust.  Physicians  must  be 
included  in  the  deliberations  about  govern- 
mental health  policy.  Not  by  virtue  of  their 
numbers,  and  perceived  vested  interest,  but 
through  the  weight  and  cogency  of  their  con- 
structive contribution  to  the  dialogue.  Without 
doubt,  there  are,  and  will  continue  to  be,  issues 
upon  which  disagreement  will  occur.  I think, 
however,  that  we  will  find  more  common 
ground  than  we  might  recognize  before  begin- 
ning the  effort. 

I have  had  two  recent  experiences  that  strongly 
reinforce  this  view.  The  first  is  here  in  New 
Jersey,  the  second  in  Washington.  In  our  own 
state,  during  the  past  eleven  months,  1 and 
members  of  my  staff  have  been  meeting  on  a 
monthly  basis  with  the  Medicaid  Committee  of 
your  society,  a Committee  most  ably  chaired  by 
Dr.  Harvey  Shwed.  In  my  view,  these  meetings 
have  been  beneficial,  and  1 have  been  able  to 
learn  a great  deal  about  your  perceptions  of  our 
program.  I have  been  most  impressed  by  the 
ability  of  the  committee  members  to  deal  ob- 
jectively with  the  issues  discussed.  The  second 
involves  my  participation  in  a series  of  meetings 
recently  held  in  Washington  with  the  adminis- 
trator of  the  new  Health  Care  Financing  Ad- 
ministration, several  state  Medicaid  directors, 
and  national  physician  leaders  of  the  PSRO 
(Professional  Standards  Review  Organization) 
program.  My  colleague  Medicaid  directors  and 
I were  amazed  to  find  that  we  and  the  physicians 
had  very  few  differences.  Most  of  the  difficulty 
had  to  do  with  attitudes  of  some  HEW  staff. 


The  three  Medicaid  directors  and  the  PSRO 
doctors  seemed  to  share  the  same  goals. 

We  were  interested  in  providing  decent  care  at 
an  affordable  price  through  a common-sense 
approach  to  the  problems.  The  result  was  a 
series  of  recommended  legislative  changes  in  the 
PSRO  law  that  we  all  agreed  would  help  us  to 
achieve  these  health-care  goals.  The  opportuni- 
ties for  such  cooperation  are  limitless,  and  the 
positive  and  open  approach  of  your  state 
society  is  evidenced  by  both  the  work  of  Dr. 
Shwed’s  committee  and  by  your  permitting  me 
to  address  this  group. 

In  summary,  I believe  that  together  we  can 
make  progress  with  regard  to  the  three  issues  I 
have  discussed.  We  can  improve  the  quality  and 
scope  of  essential  services  to  our  poorest  citi- 
zens. First,  we  need  a fair  and  equitable  fee 
system  that  does  not  require  a physician  to  sub- 
sidize the  public  program.  Second,  we  need  a 
regulatory  framework  that  strives  to  limit  inter- 
ference in  private  practice  to  that  which  is  mini- 
mally necessary  effectively  to  manage  the  pro- 
gram. And  third,  we  need  to  work  very  hard  at 
keeping  open  the  channels  of  communication 
among  ourselves,  particularly  at  this  time  of 
evolving  national  policy  between  us  in  New 
Jersey  and  the  elected  and  appointed  officials 
in  Washington. 

In  conclusion,  I want  to  thank  you  for  this 
opportunity  to  share  some  of  my  thoughts  with 
you,  and  I invite  you  to  reciprocate  throughout 
the  months  ahead  as  we  continue  to  work  to- 
gether. We  may  not  always  agree,  but  we  owe 
it  to  each  other,  at  least,  always  to  listen. 
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New  Double-Blind  Study 
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* WRITE  FOR  REPRINT:  R B Greenblatt,  KI  D ; R Witherington.  M.D  , I.  B 
Sipahioglu.  M.D  Hormones  for  Improved  Sexuality  in  the  Male  and  Female 
Climacteric.  Drug  Therapy,  Sept.  1976 

Is  there  a true  aphrodisiac?  How  effective  are  androgens  in  the  management  of  the 
male  climacteric  and  male  impotence?  Article  discusses  the  psychophysiological  and 
hormonal  changes  in  the  elderly  male  and  female  and  therapeutic  considerations 
The  effectiveness  of  methyltestosterone  in  the  management  of  male  impotence  was 
confirmed  by  a cross-over,  double-blind  study  using  a placebo  and  Android-25 

DESCRIPTION:  Methyltestosterone  is  1 7/^-Hydroxy- 
17-Methylandrost-4-en-3-one  ACTIONS:  Methyltesto- 
sterone is  an  oil  soluble  androgenic  hormone 
INDICATIONS:  In  the  male  1.  Eunuchoidism  and 
eunichism  2.  Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency  3 Impotence  due  to 
androgenic  deficiency  4 Post-puberal  cryptochidism 
with  evidence  of  hypogonadism  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SGOT  levels,  have 
been  reported  after  Methyltestosterone  These  changes 
appear  to  be  related  to  dosage  of  the  drug  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease  In  treating  males  for  symptoms  of  climacteric, 


(methyltestosterone  25  mg  ),  on  20  males,  50  years  of  age  or  older  who  complained  of 
secondary  impotence  Patients  received  a series  of  placebo  then  Android-25,  or 
Android-25  then  placebo  as  follows:  1 tablet/30  days;  2 tablets/30  days;  3 tablets/30 
days.  Sexual  response  was  evaluated:  0 = nochange;  + = 25%  improvement;  + + = 
50%  improvement;  + + + = 75%  improvement.  Placebo  effectiveness  was  + or  + + in 
12.7%  of  trials.  Android-25  elicited  a+,++or+  + + response  in  47.2%  of  trials 
There  was  often  a dose  related  response  not  observed  with  the  placebo  This  effect 
was  not  observed  in  younger  patients  (age  28-45  years) 


REACTIONS:  Cholestatic  jaundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Pnapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
requirements.  Daily  requirements  are  best  administered 
in  divided  doses  The  following  is  suggested  as  an 
average  daily  dosage  guide  In  the  male:  Eunuchoidism 
and  eunuchism,  10  to  40  mg.;  Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency,  10  to  40  mg  , 
Postpuberal  cryptorchism,  30  mg  REFERENCE:  Robert 
B.  Greenblatt,  M.D.,  and  D.  H.  Perez,  M.D.:  The 
Menopausal  Syndrome,"  Problems  of  Libido  in  the 
Elderly,  pp.  95-101  Medcom  Press,  N.Y..  1974  HOW 
SUPPLIED:  5.  10,  25  mg  in  bottles  of  60,  250.  Rx  only 


avoid  stimulation  to  the  point  of  increasing  the  nervous, 
mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast  Contraindicated  in  the  presence  of  severe  liver 
damage  WARNINGS:  If  priapism  or  other  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
ejaculatory  volume  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development  Hypersensitivity  and  gynecomastia  may 
occur  rarely  PBI  may  be  decreased  in  patients  taking 
androgens  Hypercalcemia  may  occur,  particularly  during 
therapy  for  metastatic  breast  carcinoma.  If  this  occurs, 
the  drug  should  be  discontinued.  ADVERSE 
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President  Madara  receiving  Fellow's  Key  from  Immediate- 
Past  President  Rogers 


Incoming  President  Begen  receiving  President's  Plaque  from  President  Madara. 
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THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


ANNUAL  REPORTS 


President 

John  S.  Madara,  M.D.,  Salem 

(Reference  Committee  “A”) 


Our  Constitution  states  that  the  President  . . 
shall  appoint  committee  members  . . . and  he 
shall  be  an  ex-officio  member  of  all  committees 
except  the  Nominating  Committee.  He  shall  be 
the  official  spokesman  of  this  Society.  ...” 

To  assume  that  the  President  is  the  hub  of  the 
activity  of  The  Medical  Society  of  New  Jersey 
is  in  error.  It  is  more  realistic  to  picture  the 
President’s  position  as  that  of  the  rim  of  the 
wheel  that  is  in  contact  with  all  the  spokes  (re- 
presenting the  Society’s  councils  and  commit- 
tees) and  that,  in  turn,  comes  in  contact  with  the 
vast  outside  world  — the  environmental  force 
that  influences  our  Society  and  that  we,  in  turn, 
leave  our  tread  marks  on. 

This  year  we  have  traveled  over  many  hills  and 
valleys,  but  let  me  first  mention  the  spokes  of 
the  wheel.  Fortunately  for  our  Society,  we  have 
had  at  the  hub  two  men  whose  abilities  are 
recognized:  one.  Doctor  James  S.  Todd,  the 
Chairman  of  the  Board  of  Trustees,  for  his  abil- 
ity to  handle  a meeting,  to  shape  opinion,  and  to 
think  logically;  the  other,  Mr.  Vincent  A. 
Maressa,  our  Executive  Director,  for  his  un- 
canny ability  to  predict  outcomes,  his  legislative 
thinking,  and  his  efforts  to  reason  with  the  un- 
reasonable. These  two  men  deserve  our  com- 
mendation for  being  a strong  axle  around  which 
our  committees  revolve. 

As  President  and  ex-officio  member  of  all  com- 
mittees except  the  Nominating  Committee,  I 
wish  .1  had  had  more  time  to  meet  with  our 
councils  and  committees.  I was  able  to  attend, 
at  one  time  or  other  throughout  the  past  year, 
meetings  of  the  Council  on  Legislation,  the 
Council  on  Public  Health,  the  Annual  Meeting 
Committee,  Medicaid  Committee,  JEMPAC, 
the  Special  Committee  on  Occupational  Health, 
Workmen’s  Compensation  and  Rehabilitation, 
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the  Ad  Hoc  Committee  on  Professional  Lia- 
bility, the  Standing  Committee  on  Medical 
Defense  and  Insurance,  and  the  AM  A Dele- 
gates and  Alternates. 

executive  Committee 

The  Executive  Committee  (composed  of  myself 
as  Chairman,  President-Elect  Frank  R.  Begen, 
M.D..  First  Vice-President  Charles  S.  Krueger, 
M.D.,  Second  Vice-President  Alfred  A.  Alessi, 
M.D.,  Chairman  of  the  Board  James  S.  Todd, 
M.D.,  and  Executive  Director  Mr.  Vincent  A. 
Maressa)  met  alone  at  least  four  times  during 
the  year,  and  at  other  times  with  the  Executive 
Committee  of  the  New  Jersey  Hospital  Associa- 
tion, New  Jersey  Association  of  Ophthalmology 
and  Otolaryngology,  the  Medicaid  Commit- 
tee, the  Special  Committee  on  Long  Range 
Planning  and  Development,  and  representa- 
tives of  Middlesex  County  Medical  Society. 

Blue  Shield 

As  an  official  member  of  the  Board  of  Trustees 
of  the  Medical-Surgical  Plan  of  New  Jersey,  I 
attended  at  least  eight  of  the  monthly  Trustees' 
meetings  held  at  the  Downtown  Club  in 
Newark,  as  well  as  the  meeting  of  the  Quadri- 
partite Permanent  Committee,  held  on  Septem- 
ber 29,  1976,  at  the  offices  of  Blue  Cross  and 
Blue  Shield  in  Newark.  (This  Committee  con- 
sists of  representatives  of  the  Hospital-Service 
Plan,  Medical-Surgical  Plan  of  New  Jersey, 
New  Jersey  Hospital  Association,  and  The 
Medical  Society  of  New  Jersey.) 

State  and  National  Meetings 

One  of  the  pleasures  of  representing  an  old  and 
honored  Medical  Society  is  being  invited  to 
meetings  with  committees  of  other  professional 
groups.  I enjoyed  attending  the: 
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Annual  AMA  Convention  in  Dallas,  in  June, 
1976;  Clinical  Conference  in  Philadelphia,  in 
December,  1976;  AMA  Leadership  Conference 
in  Chicago,  January,  1977;  AMA  Seminar  on 
the  Art  of  Negotiations  at  Valley  Forge,  in 
January,  1977;  AHA  Annual  Conference  in 
Dallas,  in  December,  1976;  AHA  Annual  Meet- 
ing in  Washington,  in  January-February,  1977; 
AHA  Committee  on  Physicians,  in  February 
and  April,  1977;  as  well  as  meetings  of: 

Regional  Advisory  II  of  the  AHA  in  Gettys- 
burg, in  August,  1976,  Montauk  Point,  Long 
Island,  in  October,  1976,  New  York  City,  in 
January,  1977;  Annual  Meeting  of  the  New  Jer- 
sey State  Nurses’  Association  in  Cherry  Hill, 
in  October,  1976;  Meeting  of  the  House  of 
Delegates  of  the  New  Jersey  Association  of 
Family  Physicians  in  East  Brunswick,  on 
March  13,  1977,  and  its  Annual  Convention  in 
Puerto  Rico,  in  March,  1977;  Annual  Meeting 
of  the  Philippine-American  Medical  Society  of 
New  Jersey  in  Cherry  Hill,  in  August  1976; 
The  Pennsylvania  Medical  Society  at  the  (since 
closed)  Bellevue-Stratford,  in  September,  1976; 
the  Medical  Society  of  Delaware  in  Wilming- 
ton, in  October,  1976;  and  The  Medical  and 
Chirurgical  Faculty  of  Maryland,  in  April, 
1977. 

Official  Speeches  and  Public  Interviews 

One  of  the  duties  of  the  President  is  “to  be  the 
official  spokesman  of  this  Society.”  In  carrying 
out  this  function,  I: 

Gave  a talk  at  McGuire  Air  Force  Base  on  June 
23,  1976,  on  “Influenza  1976  As  Viewed  By  the 
Medical  Profession”; 

Appeared  on  television  three  times;  Once,  in 
October,  1976,  with  the  much-publicized 
Doctor  Peter  DeMarco;  once,  in  December, 
1976,  to  discuss  “Medicaid”  on  the  Joel  A. 
Spivak  program;  and  a television  news  confer- 
ence in  January,  1977  (when  Commissioner  of 
Health,  Joanne  Finley,  introduced  me  as 
“Doctor  Clayton  Madara”)  to  discuss  our 
approval  of  the  “Guidelines  for  Health  Care 
Facilities  to  Implement  Procedures  Concerning 
the  Comatose  and  Non-Cognitive  Patient.” 
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There  were  also  radio  interviews: 

Delaware  Valley  Hot  Line  (WSNJ)  in  July, 
1976;  Medical  Forum  Interview  on  WTTM 
(Trenton)  in  September,  1976,  with  Doctor 
Rudolph  C.  Gering  and  Doctor  Arthur  A. 
Sacks-Wilner;  and  WJIC  in  Salem  in  Decem- 
ber, 1976. 

Other  Professional  Groups 

I also  was  privileged  to  represent  our  Society  at 
the: 

State-wide  Leadership  Conference  on  Influenza 
Vaccination  in  June,  1976;  Meeting  of  the  Inter- 
professional Council  in  September,  1976;  Com- 
bined meeting  of  officers  of  the  Medical  So- 
cieties of  Delaware,  Maryland,  Pennsylvania 
and  New  Jersey,  in  Lemoyne,  Pennsylvania  in 
November,  1976;  Academy  of  Medicine  in 
November,  1976  and  May,  1977;  State  Medical 
Association  Presidents  in  Philadelphia  in 
December,  1976;  Carrier  Clinic  Foundation 
Luncheon  to  honor  Chief  Justice  Richard  J. 
Hughes  at  Belle  Mead  in  December,  1976; 
and  Advisory  Committee  on  Alternative  Health 
Care  Delivery  Systems  in  Trenton  in  Febru- 
ary, 1977. 

County  Meetings 

Among  the  welcomed  invitations  extended  to 
your  President  are  those  for  dinners,  annual 
banquets,  and  dances,  of  component  county 
societies.  The  counties  visited  were:  Middle- 
sex, Morris,  Camden,  Passaic,  Bergen,  Glou- 
cester, Mercer,  Burlington,  Union,  Hudson, 
and  (of  course)  Salem. 

Special  Committees 

I would  like  to  give  particular  recognition  to 
five  Special  Committees  I was  privileged  to 
appoint  this  year: 

1.  Special  Committee  to  Study  Admission  of 
Osteopaths  to  Our  Society.  It  was  chaired  by 
Doctor  Sherman  Garrison,  and  its  mem- 
bers were:  Doctor  Francis  X.  Keeley,  Doctor 
Charles  S.  Krueger,  Doctor  Howard  H.  Lehr, 
and  Doctor  Stephen  Levine. 
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On  the  recommendation  of  this  Committee,  the 
Board  of  Trustees  voted,  on  October  17,  1976, 
to  recommend  that  our  Society’s  Constitution 
and  Bylaws  be  amended  to  admit  Doctors  of 
Osteopathy  into  The  Medical  Society  of  New 
Jersey. 

2.  Special  Committee  on  Conservation  of 
Hearing  and  Speech,  which  was  reorganized 
under  the  chairmanship  of  Doctor  Aris  M. 
Sophocles  in  September,  1976,  and  is  planning 
a scientific  exhibit  at  this  year's  annual  con- 
vention. 

3.  The  Ad  Hoc  Committee  to  Study  a Medical 
Directorship  for  MSNJ.  This  committee  con- 
sisted of:  Doctor  James  A.  Rogers,  as  Chair- 
man, and  Doctor  David  R.  Brewer,  Jr.,  Doctor 
David  Eckstein,  Doctor  Charles  S.  Krueger, 
and  Doctor  Henry  J.  Mineur. 

It  concluded  that  there  is  no  overriding  reason 
for  entertaining  a physician  as  a staff  person  to 
the  Society  at  this  time. 

4.  The  Ad  Hoc  Committee  on  Atomic  Energy 
Plants,  under  the  chairmanship  of  Doctor 
Howard  D.  Slobodien,  has  held  a series  of  meet- 
ings with  atomic  energy  experts  and  will  report 
its  findings  to  the  1977  House  of  Delegates. 

5.  The  Ad  Hoc  Committee  on  the  “Impaired 
Physician”  has  been  chaired  by  Doctor  Arthur 
McLellan  and  will  also  report  to  the  House  of 
Delegates  at  the  Annual  Convention. 

Successes 

Undoubtedly,  the  historical  accomplishment  of 
this  year’s  efforts  has  been  the  formation  of  our 
own  insurance  company,  which  owes  its  exis- 
tence to  the  unceasing  efforts  of  the  Chairman 
of  the  Ad  Hoc  Committee  on  Professional 
Liability,  Doctor  James  S.  Todd;  the  Medical 
Director  of  the  Department  of  Professional 
Liability,  Doctor  James  George;  the  Chairman 
of  the  Committee  on  Medical  Defense  and  In- 
surance, Doctor  Paul  Kreutz;  the  Executive 
Director  of  The  Medical  Society  of  New  Jer- 
sey, Mr.  Vincent  A.  Maressa;  and  the  Speaker 
of  the  House,  Doctor  Henry  Mineur,  who 
guided  the  special  session  of  our  House  of  Dele- 


gates in  its  discussion  and  final  approval.  Credit 
should  also  be  given  to  Mr.  Robert  Chapman 
and  Doctor  Michael  Beams,  of  the  New  Jersey 
Association  of  Osteopathic  Physicians  and  Sur- 
geons, who  worked  on  the  Steering  Commit- 
tee. 

Another  landmark  was  the  approval  (along  with 
the  New  Jersey  Hospital  Association  and  the 
New  Jersey  Association  of  Osteopathic  Physi- 
cians and  Surgeons)  of  the  “Guidelines  for 
Health  Care  Facilities  to  Implement  Procedures 
Concerning  the  Comatose  and  Non-Cognitive 
Patient.” 

The  Medical  Society  of  New  Jersey  cooperated 
with  New  Jersey  Osteopathic  Physicians  and 
Surgeons  in  supporting  the  A/New  Jersey/76 
Influenza  Immunization  Program,  which  was 
successful  until  a series  of  adverse  happenings 
brought  it  to  a close. 

Failures 

Among  the  disappointments  of  this  past  year 
has  been  the  lack  of  a workable  liaison  with  our 
State  Government,  as  evidenced  by: 

(a)  Support  of  litigation  for  approval  of  the 
purchase  of  computerized  axial  tomography 
scanners  by  physicians,  and  threat  of  further 
litigation  if  the  Commissioner  of  Health  deter- 
mines that  physicians  in  private  practice  are  to 
be  within  the  scope  of  Certificate  of  Need 
legislation. 

(b)  LInsuccessful  support  of  the  basic  philoso- 
phy of  medical  management  of  New  Jersey 
psychiatric  hospitals  by  board-certified  psy- 
chiatrists. 

(c)  Failure  to  convince  the  Commissioner  of 
Health  of  certain  irregularities  in  the  forma- 
tion, advertising,  financing,  and  staffing  of  the 
Rutgers  HMO. 

Two  other  areas  of  disappointment  still  require 
our  activities  in  the  future: 

(a)  A concerted  effort  to  get  our  professional 
liability  legislative  package  passed  by  the 
Legislature,  and  signed  by  the  Governor. 
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(b)  A strong  push  to  re-enlist  those  of  our  mem- 
bers who  have  resigned  from  the  American 
Medical  Association,  since  this  year  we  lost  one 
delegate  and  one  alternate. 

Specific  Recommendations 

1.  That,  as  approved  by  the  Board  of  Trustees 
on  January  16,  1977,  the  Standing  Committee 
on  the  Revision  of  Constitution  and  Bylaws 
adopt  the  following  mechanism  for  adjusting 
the  number  of  seats  authorized  by  the  AMA: 

“If,  in  the  future.  The  Medical  Society  of  New 
Jersey  becomes  eligible  for  another  AMA  seat 
in  the  House  of  Delegates,  this  delegate  should 
be  the  incumbent  President,  and  the  Alternate 
should  be  the  incumbent  President-Elect.  In 
this  way,  the  top  officials  of  our  Society  would 
be  delegates  at  a time  when  they  were  most 
knowledgeable.  If  it  should  become  necessary 
to  lose  a Delegate  because  a seat  is  not  author- 
ized, the  President  and  President-Elect  could 
then  be  dropped  from  the  list  of  delegates  but 
still  be  authorized  to  attend  the  convention  as 
non-delegates  as  at  present.  In  this  way,  there 
is  enough  flexibility  to  adjust  the  delegates  to 
conform  to  the  seats  authorized  each  year  with- 
out losing  elected  delegates.” 

2.  That,  as  recommended  by  the  Special  Com- 


mittee on  Long  Range  Planning  and  Develop- 
ment and  approved  by  the  Board  of  Trustees  on 
January  16,  1977,  the  Standing  Committee  on 
Revision  of  Constitution  and  Bylaws  be  di- 
rected to  develop  the  appropriate  Bylaw  lan- 
guage: 

(a)  To  merge  the  duties  of  the  Secretary  of  the 
Board  of  Trustees  with  those  of  the  Secretary  of 
the  Society; 

(b)  To  allow  appointment  of  the  Chairman 
of  the  Board  by  the  President,  with  the  advice 
and  consent  of  the  Board  of  Trustees;  and 

(c)  To  include  the  immediate  past  President 
as  a member  of  the  Executive  Committee. 

3.  That,  as  recommended  by  your  President  at 
the  Board  of  Trustees  meeting  on  February  23, 
1977,  the  Bylaws  of  The  Medical  Society  of 
New  Jersey  be  changed  to  allow  special  mem- 
bership for  medical  students  from  any  approved 
medical  school  in  the  United  States. 

4.  That,  as  recommended  by  the  Board  of  Trust- 
ees on  October  17,  1976,  our  Bylaws  be 
amended  to  admit  Doctors  of  Osteopathy  into 
our  Society. 

Filed  with  commendation  (page  Tr  1 28) 


ACTION  TO  LIMIT  DEBATE 

At  its  first  session  on  Saturday,  May  14,  1977,  the  House  of  Delegates  agreed, 
upon  motion,  that  no  one  may  speak  more  than  once  on  any  given  subject 
except  in  rebuttal  or  by  express  permission  of  the  House,  and  that  floor  time 
in  each  instance  shall  be  limited  to  four  (4)  minutes  unless  exception  is  made 
by  the  House. 
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Secretary 

Arthur  Bernstein,  M.D.,  Maplewood 

(Reference  Committee  “A”) 


The  office  of  the  Secretary  has  continued  its 
usual  routines,  primarily  involving  maintenance 
of  membership  records,  correspondence,  tele- 
phone inquiries,  and  completion  of  numerous 
questionnaires  originating  from  various  sources. 

During  the  administrative  year,  the  Secretary 
attended  the  meetings  of  the  Board  of  Trustees 
and  the  several  committees  of  which  he  is  chair- 
man, member,  or  advisor. 

Membership 
(as  of  December  31,  1976) 


Active:  Paid  8,229 

Exempt  854  9,083*** 

‘Associate:  Paid  87 

“Affiliate:  Paid  56 

Exempt  1 

State  Emeritus  425 

Total  of  Above  9,652 

State  Honorary 8 

New  and  Reinstated  Members: 

Active 735 

‘Associate  87 

“Affiliate  3 

Transfers  within  the  state  44 

Transfers  out-of-state  and  resignations  116 

Members  deceased  131 

Members  dropped: 

Active  (non-payment  of  dues)  91 

(N.J.  licensure  revoked) 1 

(N.J.  licensure  suspended)  1 

(N.J.  licensure  voluntarily 

surrendered)  2 

(N.J.  licensure  resigned) 2 

‘Associate  (non-payment  of  dues)  . 1 

**  Affiliate  (non-payment  of  dues) 0 98 


•Associate  membership  (non-licensed  in  N.J.)  designates 
interns  and  residents. 

“Affiliate  membership-physicians  who  no  longer  practice 
in  New  Jersey. 

‘“Adjusted  for  transfers  out-of-state,  resignations,  and 
deaths. 


AMA  Membership 

A total  of  6,445  members  of  The  Medical  Soci- 
ety of  New  Jersey  maintain  active  membership 
in  the  AMA.  The  Society’s  representation  in 
the  AMA  House  of  Delegates  stands  at  sever, 
delegates  — one  for  each  thousand  members,  or 
fraction  thereof. 

Membership  Directory 

In  January  1977,  the  completion  of  the  1976-77 
edition  of  the  Membership  Directory  was 
announced.  Distribution  to  the  entire  member- 
ship was  made  the  same  month. 

Basically  the  new  Directory  embodied  the 
same  features  as  that  of  the  1974-75  edition,  and 
includes:  the  supplement  section  which  contains 
the  Constitution  and  Bylaws  of  MSNJ,  the 
AMA  Principles  of  Medical  Ethics,  the  Basic 
Concepts  Underlying  the  Provision  of  Profes- 
sional Medical  Care,  Legal  Obligations  Affect- 
ing Medical  Practitioners,  Guides  for  Physi- 
cian-Hospital Relationships  in  New  Jersey,  and 
a list  of  Poison  Control  Centers  in  New  Jersey. 

Again,  an  expression  of  gratitude  is  in  order  for 
the  cooperation  received  from  the  membership 
in  assisting  us  to  produce  this  Directory. 

Filed  ( page  Tr  1 29) 
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Treasurer 


Rudolph  C.  Gering,  M.D.,  Trenton 

(Reference  Committee  “B”) 


This  1977  interim  financial  report  of  your 
Treasurer  has  been  prepared  from  the  books 
and  records  of  The  Medical  Society  of  New 
Jersey. 

The  Balance  Sheet  is  presented  as  of  March  31. 
1977  and  May  31,  1976.  Figures  at  March  31, 
1977  have  not  been  audited,  for  the  reason  that 
the  fiscal  year  of  the  Society  does  not  end 
until  May  31,  1977.  The  figures  at  May  31, 
1976  have  been  abstracted  from  the  report  of 
audit  dated  August  21,  1976. 

The  Statement  of  Revenue,  Expenditures,  and 
General  Surplus  Unappropriated  presents  the 
transactions  of  the  Society  for  the  ten  months 
ended  March  31,  1977  and  the  year  ended  May 
31,  1976. 

Revenues  have  been  examined  on  a test  basis 
and  disbursements  have  been  test  checked  to 
approved  supporting  vouchers  by  the  Society’s 
independent  accountants.  The  cash  balances 


at  March  31,  1977  were  reconciled  with  the 
bank  statements  but  were  not  confirmed  directly 
with  the  depositories.  Revenues  from  counties 
for  dues  assessments  were  checked  in  detail  to 
reports  on  file,  but  were  not  confirmed  with 
county  treasurers  at  this  time.  Investments 
were  not  physically  examined  or  confirmed  at 
March  31,  1977. 

These  financial  statements  have  been  prepared 
in  a form  similar  to  the  annual  audit  report,  in 
order  to  show  in  greater  detail  the  assets, 
liabilities,  fund  balances,  operating  revenues, 
and  expenditures  of  the  Society,  in  conformity 
with  Resolution  #28  approved  by  the  1968 
House  of  Delegates  under  the  heading  “Annual 
Financial  Report.” 

Filed  ( page  Tr  1 30) 

It  was  the  recommendation  of  Reference  Committee  "B" 
that  the  annual  reports  of  the  Treasurer  and  the  Com- 
mittee on  Finance  and  Budget  be  mailed  to  the  delegates 
with  the  other  annual  reports  prior  to  the  Annual  Meeting, 
when  technically  feasible. 


Balance  Sheet—  General  Fund 


March  31, 

May  31, 

1977 

1976 

Assets 

(Unaudited) 

(Audited) 

Cash 

SI, 552.346.82 

$ 634,068.40 

General  Fund  Investment  Portfolio  — 
at  cost  (Page  17) 

189,815.63 

189,579.88 

General  Fund  Saving  Certificates 

-0- 

260,000.00 

Note  Receivable  — N.J.  State  Medical 
Underwriters.  Inc. 

107,093.03 

-0- 

Notes  Receivable— Physicians 

15,600.00 

-0- 

Accounts  Receivable 

3,005.65 

8,119.72 

Inventories  — at  cost 

Maternity  Service  Record  Books 

3,718.62 

4.150.02 

“The  Healing  Art”  Books 

3,714.16 

3,734.16 

Land.  Building  and  Equipment  — at  cost 

355,859.13 

355.859.13 

Deferred  Expense  — Construction  Loan 

46,500.00 

54.000.00 

Deferred  Expense  — Telephone  System 

15.533.00 

18.703.00 

Accrued  Interest 

4.298.49 

8,576.34 

Due  from  N.J.  Foundation  for  Health 
Care  Evaluation 

718.59 

-0- 

Due  from  N.J.  State  Medical 
Underwriters,  Inc. 

3,092.22 

-0- 

Medical  Student  Loan  Fund  — Fire 
Extinguishers  Inventory 

383.25 

-0- 

Total  Assets 

S2.301. 678.59 

$1,536,790.65 
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Balance  Sheet—  General  Fund 
Liabilities  and  Fund  Balances 


March31, 

May  31, 

1977 

1976 

Liabilities: 

(Unaudited) 

(Audited) 

Unexpended  Budget  Appropriations  (Page  12)  

$ 77,320.79 

$ -0- 

Notes  Payable  — Bank 

15,533.00 

18,703.00 

Accounts  Payable 

900.00 

77,861.25 

AMA  Collections  Fees  Payable 

-0- 

5,917.50 

Due  to  Physicians’  Relief  Fund 

-0- 

40,555.50 

Due  to  Medical  Student  Loan  Fund 
Deferred  Income  — Assessments  Collected 

57,038.00 

54,000.00 

Applicable  to  Succeeding  Year  (Page  15)  

405,556.69 

456,41 1.03 

Payroll  Taxes  Payable 

3.592.02 

2.326.25 

AMA  Voluntary  Contributions 

-0- 

30.00 

N.J.  Sales  Tax  Payable 
Funds  for  Specific  Purposes: 

343.60 

-0- 

House  Restoration  & Replacement 

3,840.79 

1 1,339.24 

Land,  Building  and  Equipment 

355,859.13 

355,859.13 

Maternity  Service  Record  Books 

3.718.62 

4.150.02 

Royalties  on  “The  Healing  Art" 

419.50 

925.50 

"The  Healing  Art"  Books 

2,808.66 

2,808.66 

Membership  Directory 

24,102.34 

3,902.34 

Annual  Meeting 

13,885.73 

-0- 

Mandatory  Assessment  Professional  Liability 

1.047,918.70 

220,676.51 

AMA  Dues 

N.J.  Foundation  for  Health  Care  Evaluation  — 

28,000.00 

25,250.00 

Assessments 

31.680.00 

-0- 

Litigation  Fund  Reserve 

4,787.55 

-0- 

General  Fund  Balance  (Unappropriated) 

224,373.47 

247,074.72 

Total  Liabilities  and  Fund  Balances 

$2,301,678.59 

$1,536,790.65 

Statement  of  Revenue,  Expenditures 
and  General  Fund  Balance  (Unappropriated) 

Ten  Months 
Ended 
March  31, 
1977 

(Unaudited) 

Year 
Ended 
May  31, 
1976 

(Audited) 

Revenue: 

Assessments  Earned  (Page  15)  

Income  on  Savings  Accounts  and  Certificates 

of  Deposit  (Page  17)  

Income  on  Investments  (Page  17) 

Interest  Income  PLI  Notes  Receivable 
Maternity  Service  Record  Book  Sales 
“The  Healing  Art”  Book  Sales 
Rental  Income  — Net 

$802,343.09 

39,058.95 

11,347.23 

1,958.18 

431.40 

-0- 

688.97 

$736,919.81 

20,205.98 

16,754.50 

-0- 

842.14 

20.00 

3,288.97 

Total  Revenue 

$855,827.82 

$778,031.40 

Expenditures  — Budget  Appropriation 
(12  Months)  — (Page  12)  

$858,914.00 

$703,904.61 

Excess  of  Expenditures  over  Revenue  or 

Excess  of  Revenue  over  Expenditures 
Before  Medical  Journal  Deficit  and 
other  Expenditures 

($  3,086.18) 

$ 74,126.79 
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Medical  Journal,  Annual  Meeting  and 
Prior  Year’s  Income  and  Expenses 


Medical  Journal  Deficit  

($  56,626.18) 

($  57,468.16) 

Annual  Meeting 

-0- 

( 26,687.70) 

Prior  Year’s  Net  Income  and  Expenditures 

( 3,594.39) 

241.33 

($  60,220.57) 

($  83,914.53) 

Net  Increase  (Decrease)  in  Fund  Balance 

(Unappropriated)  from  Operations  

($  63,306.75) 

($  9,787.74) 

Reclassification  of  Physicians’  Relief  Fund  — 

Balance 

$ 40,605.50 

-0- 

($  22,701.25) 

($  9,787.74) 

General  Fund  Balance  (Unappropriated) 

Balance,  Beginning 

$247,074.72 

$256,862.46 

Balance,  Ending 

$224,373.47 

$247,074.72 

Statement  of  Expenditures—  General  Fund 
For  the  Ten  Months  Ended  March  31,  1977 
(Unaudited) 

Adopted  Total 

Balance 

Account 

Budget 

Expended 

Unexpended 

Executive  Salaries 

$128,895.00 

$107,965.69 

$20,929.31 

General  Staff  Salaries 

262,708.50 

210,150.12 

52,558.38 

General  Executive  Office  Expense 

39,000.00 

35,960.48 

3,039.52 

Executive  Travel 

4,700.00 

8,178.08 

(3,478.08) 

House  Maintenance 

36,800.00 

35,304.59 

1,495.41 

Treasurer  

11,800.00 

1 1.047.48 

752.52 

Finance  and  Budget  Committee 

75.00 

-0- 

75.00 

Secretary 

1,700.00 

-0- 

1,700.00 

Salary  Taxes 

21,200.50 

16,926.42 

4,274.08 

Insurance 

25,750.00 

20,975.56 

4,774.44 

House  Reserve 

12,800.00 

22,601.54 

(9.801.54) 

MSNJ  Pension  Plan 

5,200.00 

4,273.82 

926.18 

MSNJ  Building  Loan 

12,240.00 

10,200.00 

2,040.00 

AM-CAP  Computer  Program 

23,500.00 

232.85 

23,267.15 

Legislation 

10.000.00 

8,338.58 

1.661.42 

Council  on  Public  Health 

3,600.00 

1,635.43 

1,964.57 

Council  on  Public  Relations 

52,700.00 

87,206.56 

(34,506.56) 

Council  on  Medical  Services 

750.00 

506.82 

243.18 

Council  on  Mental  Health 

1,700.00 

786.55 

913.45 

President  & Presidential  Officers 

21,700.00 

16,291.25 

5,408.75 

AM  A Delegates 

22,000.00 

23,748.76 

(1.748.76) 

MSNJ  Auxiliary 

8,195.00 

7,494.12 

700.88 

Committee  on  Medical  Education 

40,800.00 

20,558.41 

20,241.59 

Conference  Groups 

500.00 

21.38 

478.62 

Membership  Directory 

26,000.00 

71,548.98 

(45.548.98) 

Committee  on  Emergency  Medical  Care 

10,500.00 

10,757.94 

(257.94) 

Credentials 

1,200.00 

1,309.04 

(109.04) 

Committee  on  Medical  Defense  & Insurance 

900.00 

713.72 

186.28 

Membership  Inquiry  & Complaint  Committee 

1 .000.00 

570.25 

429.75 

Board  of  Trustees 

10.000.00 

5.039.48 

4,960.52 

Contingent 

20,000.00 

19,470.82 

529.18 

Judicial  Council 

1.000.00 

108.12 

891.88 

Legal 

13.000.00 

162.28 

12.837.72 

College  of  Medicine  & Dentistry  Foundation 

10.000.00 

10,000.00 

-0- 

Medical  Student  Loan  Fund 
Authorized  Reimbursement  for 

6,000.00 

6,000.00 

-0- 

Representatives  to  Meetings 

5,000.00 

5,508.09 

(508.09) 

Physicians'  Relief  Fund 

6,000.00 

-0- 

6.000.00 

Total  Budget  Expenditures 

$858,914.00 

$781,593.21 

$77,320.79 
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Statement  of  Revenue  and  Expenditures 
Medical  Journal 


Ten  Months 

Year 

Ended 

Ended 

March  31, 

May  31, 

1977 

1976 

(Unaudited) 

(Audited) 

Revenue: 

Members’  Subscriptions  Earned 

$ 33,077.50 

$ 41,860.00 

Advertising: 

United  Media  Associates 

53,276.13 

54,175.75 

Local 

16.644.86 

18,610.55 

Cooperative  Rebate 

-0- 

1,234.55 

Classified 

772.35 

556.45 

Subscriptions  & Extra  Copies 

1.998.33 

2,068.89 

Reprints  — Net  

4,042.98 

326.86 

Total  Revenue 

$109,812.15 

$118,833.05 

Expenditures: 

Publication 

$102,197.21 

$112,964.21 

Salaries 

35,177.20 

34,446.15 

Advertising  Manager's  Commission 

6,151.92 

9,224.34 

Commissions  — Local  

10,162.16 

7,687.86 

Commissions  — UM  A 

8,382.93 

6,611.70 

Discounts  

1,227.74 

1,168.92 

Payroll  Taxes 

2,222.35 

2,367.27 

Insurance 

25.00 

25.00 

T ravel 

456.33 

691.81 

Office 

260.49 

69.45 

Bad  Debts 

175.00 

1,044.50 

Total  Expenditures 

$166,438.33 

$176,301.21 

Excess  of  Expenditures  Over  Revenue 

($  56,626.18) 

($  57,468.16) 

Balance  Sheet 

Medical  Student  Loan  Fund 

Ten  Months 

Year 

Ended 

Ended 

March  31, 

May  31, 

1977 

1976 

Assets 

(Unaudited) 

(Audited) 

Cash  (Page  17)  ... 

$122,898.95 

$ 28,578.80 

Certificates  of  Deposit 

-0- 

113,000.00 

Notes  Receivable  — Secured  by 

Life  Insurance  Policies  Assigned 

306,875.00 

273,685.52 

Loans  Receivable  — General  Fund 

46,500.00 

54,000.00 

Accrued  Interest  

-0- 

509.14 

Due  from  General  Fund 

10,538.00 

-0- 

Fund  Balance 

$486,811.95 

$469,773.46 

Note:  The  Fund  balance  includes  $7,612.00  designated  as  the  Albert  Barker  Kump  Memorial  Grant  and 
$5,055.00  designated  as  the  Joseph  E.  Mott  Memorial  Grant. 
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Statement  of  Revenue  and  Fund  Balance 
Medical  Student  Loan  Fund 


Revenue: 

Contributions: 

General 

Albert  Barker  Rump  Memorial  Grant 
Budget  Appropriation  — General  Fund 
Income  from  Investments 
Income  from  Certificates  of  Deposit 
Interest  on  Savings  Account 
Interest  on  Notes  Receivable 
Interest  on  Loans  Receivable  — General  Fund 
Commission  Income  — Fire  Extinguisher  Sales 

Total  Revenue 


Ten  Months 
Ended 
March  31, 
1977 

(Unaudited) 


$ 2,597.50 
-0- 
6,000.00 
-0- 
4,125.37 
877.93 
215.69 
2,700.00 
522.00 


S 17,038.49 


Year 
Ended 
May  31, 
1976 

(Audited) 


$ 6,693.00 
250.00 
6,000.00 
3,812.57 
2,723.50 
-0- 
270.72 
3,780.00 
-0- 


$ 23,529.79 


Fund  Balance,  Beginning 
Fund  Balance.  Ending 


$469,773.46  $446,243.67 

$486,811.95  $469,773.46 


Schedule  of  State  Assessments  Collected 
For  the  Ten  Months  Ended  March  31,  1977 
(Unaudited) 


County 

1977 

Net  Dues 

1976 

Net  Dues 

Total 
Net  State 
Assessments 

Atlantic 

$ 19,680.00 

$ 3,575.00 

$ 23,255.00 

Bergen 

108,720.00 

3,660.00 

112,380.00 

Burlington  

23,040.00 

1,240.00 

24.280.00 

Camden 

53,240.00 

1.320.00 

54.560.00 

Cape  May 

-0- 

-0- 

-0- 

Cumberland 

14,040.00 

605.00 

14.645.00 

Essex 

123,120.00 

7,390.00 

130.510.00 

Gloucester 

1 1,620.00 

220.00 

11.840.00 

Hudson 

32,760.00 

5,230.00 

37,990.00 

Hunterdon 

6,360.00 

440.00 

6,800.00 

Mercer 

16,100.00 

8,910.00 

25,010.00 

Middlesex 

52.500.00 

5.655.00 

58.155.00 

Monmouth 

43,940.00 

4.950.00 

48,890.00 

Morris 

47,340.00 

2.090.00 

49,430.00 

Ocean 

18,960.00 

605.00 

19.565.00 

Passaic 

68.640.00 

1.450.00 

70,090.00 

Salem 

4.080.00 

-0- 

4.080.00 

Somerset 

10,940.00 

880.00 

1 1.820.00 

Sussex 

7,200.00 

220.00 

7,420.00 

Union 

72.980.00 

1.835.00 

74,815.00 

Warren 

6,240.00 

330.00 

6,570.00 

Total 

$741,500.00 

$50,605.00 

$792,105.00 
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Reconciliation  of  State  Assessment  Account 
For  the  Ten  Months  Ended  March  31,  1977 
(Unaudited) 


Unearned  Assessments,  June  1,  1976 
Collections— 1976  Members'  and 

Affiliate  Members’  Dues 
Less:  Annual  Meeting  Assessment 
Medical  Journal  Assessment 


$465,411.03 


$ 50,605.00 

$ 1,118.75 
2,237.50 

$ 3,356.25 

$ 47,248.75 


Collections— 1977  Members'  and 

Affiliate  Members’  Dues 
Less:  Annual  Meeting  Assessment 
Medical  Journal  Assessment 


$15,420.00 

30,840.00 


$741,500.00 

$ 46,260.00 
$695,240.00 


Less:  1977  Assessments  Applicable  to 
Year  Ending  May  31,  1977  — 

($695,240.00x  7/12)..  $405,556.69 

$289,683.31 


Earned  Assessments  for  the  Ten  Months 

Ended  March  31,  1977  $802,343.09 


Schedule  of  AMA  Assessments  Collected 
For  the  Ten  Months  Ended  March  31,  1977 
(Unaudited) 


American 

Medical 

Association 

County  Dues 


Atlantic 

Bergen 

Burlington 

Camden 

Cape  May 

Cumberland 

Essex 

Gloucester 

Hudson 

Hunterdon 

Mercer 

Middlesex 

Monmouth 

Morris 

Ocean 

Passaic 

Salem 

Somerset 

Sussex 

Union 

Warren 


$ 31,875. 

134,875. 
31,250. 

89.750. 
-0 

16,000. 
202,250. 

18.750. 
41,375. 
20,670. 
34,875. 

69.500. 

40.750. 
66,000. 
20,000. 

57.750. 
7,500. 

16.500. 
5,625. 

99,875.00 

9,750.00 


Total 


$1,014,920.00 
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Reconciliation  of  AMA  Assessments 
For  the  Ten  Months  Ended  March  31,  1977 
(Unaudited) 


American 

Medical 

Association 

Balance  Payable,  June  1,  1976  S 25,250.00 

Assessments  Collected  per  above  Schedule  1,014,920.00 

SI, 040, 170.00 

Remitted  to  AMA  1,012,170.00 

Balance  Payable.  March  31,  1977  $ 28,000.00 


Schedule  of  NJFHCE  Assessments  Collected 
For  the  Ten  Months  Ended  March  31,  1977 
(Unaudited) 


County 


New  Jersey 
Foundation 
for  Health  Care 
Evaluation 


Atlantic 

Bergen 

Burlington 

Camden 

Cape  May 

Cumberland 

Essex 

Gloucester 

Hudson 

Hunterdon 

Mercer 

Middlesex 

Monmouth 

Morris 

Ocean 

Passaic 

Salem 

Somerset 

Sussex 

Union 

Warren 


$ 1,640.00 

9.060.00 

1.920.00 

4.430.00 
-0- 

1.170.00 
10,230.00 

960.00 

2.730.00 

530.00 

1.340.00 

4.340.00 

3.660.00 

3.940.00 

1.580.00 

5.710.00 

340.00 

910.00 

600.00 

6.070.00 
520.00 


Total 


$61,680.00 


Reconciliation  of  NJFHCE  Assessments 
For  the  Ten  Months  Ended  March  31,  1977 
(Unaudited) 


Balance  Payable.  June  1,  1976 
Assessments  Collected  per  above  Schedule 


Remitted  to  New  Jersey  Foundation  for 
Health  Care  Evaluation 

Balance  Payable.  March  31.  1977 


New  Jersey 
Foundation 
for  Health  Care 
Evaluation 

$ -0- 
61,680.00 

$61,680.00 

30.000.00 

$31,680.00 
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Analysis  of  Professional  Liability  Account 
March  31,  1977 
(Unaudited) 

Revenue: 

Mandatory  Assessment  Collected  — 

(Approximately  6136®  $200  each)  $1,227,362.02 

Less:  Refunds  21,772.00 

Net  Revenue  $1,205,590.02 


Expenditures: 

Cost  of  Collecting  Mandatory  Assessment  $ 9,336.47 

Cost  of  Professional  Liability  Update  9,410.58 

Cost  of  Public  Relations  Advertising  46,538.51 

Cost  of  Professional  Services  68,992.50 

Cost  of  American  Health  Systems  Consultants  14,992.50 

Cost  of  Malpractice  Litigation  Meeting  2,453.80 

Cost  of  Printing  MedicoLegal  Seminar  Booklets  3,897.00 

Other  Expenditures  2,049.96 


Total  Expenditures 


$ 157,671.32 


Balance  (Page  11)  $1,047,918.70 

Note:  Of  the  $1,047,918.70  balance  reflected  above,  the  following  additional  cash  outlays  have  been  made, 
which  are  reflected  in  the  balance  sheet  as  assets;  Notes  Receivable  NJSMU1  $107,093.03  and 
Notes  Receivable  Physicians  $15,600.00. 


Analysis  of  Cash,  Certificates  of  Deposit, 
Investments  and  Income  Thereon 
March  31,  1977 
(Unaudited) 


Cost 

Yield 

Income 

General  Fund  Cash 

New  Jersey  National  Bank: 

Treasurer’s  General  Checking  (Overdraft) 

($  512,885.51) 

-0- 

-0- 

Savings  Account  #01-19-174556 

2,024,732.33 

5-1/8% 

$28,477.63 

Trenton  Savings  Fund: 

Certificate  #10-8427 

20,000.00 

6% 

996.67 

Certificate  #10-8428 

20,000.00 

6.75% 

1,121.25 

Petty  Cash 

500.00 

-0- 

-0- 

Total  General  Fund  Cash 

$1,552,346.82 

Income  from  General  Fund  Investments  Redeemed  During  Period 

$ 8,463.40 

Total  Income  (Page  1 1 ) 

Due 

Maturity 

$39,058.95 

Interest 

Portfolio  Investments 

Date 

Value 

Cost 

Yield 

Income 

U.S.  Treasury  Notes 

7/31/77 

$ 40,000.00  $ 

40,000.00 

716% 

$ 2,500.00 

Bank  for  Coops 

4/4/77 

50,000.00 

49,796.88 

7.7% 

3,203.50 

U.S.  Treasury  Note 

6/30/78 

60,000.00 

59,943.75 

6.875% 

3,093.75 

Federal  Home  Loan  Bank 

2/27/78 

40,000.00 

40,075.00 

714% 

926.38 

$190,000.00  $189,815.63 

Income  from  Portfolio  Investments  Redeemed  During  Period 

$ 1,623.60 

Total  Income  (Page  1 1) 

$11,347.23 

Interest 

Medical  Student  Loan  Fund  Cash 

Cost 

Yield 

Income 

New  Jersey  National  Bank: 

Treasurer’s  Checking  Account 

$ 21.02 

-0- 

$ -0- 

Savings  Account  #01-10-205566  (Page  14) 

122,877.93 

5-1/8% 

877.93 

$122,898.95 

Income  from  Investments  Redeemed  During  Period  (Page  14) 

4,125.37 

Total  Income  $ 5,003.30 
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Board  of  Trustees 

James  S.  Todd,  M.D.,  Chairman,  Ridgewood 

(Reference  Committee  “A”) 


As  the  executive  arm  of  the  Medical  Society 
between  meetings  of  the  House  of  Delegates, 
the  Board  of  Trustees  often  is  forced  to  make 
decisions  not  always  popular  with  the  member- 
ship, but  almost  invariably  ratified  when  the 
House  does  meet.  Increasingly,  the  Medical 
Society  is  pressured  from  many  angles,  and 
the  Board’s  report  mirrors  the  diversity  of 
activity. 

Among  the  most  momentous  decisions  this  year 
was  the  unanimous  determination  by  the  Board 
to  protect  the  interests  of  its  members  by  form- 
ing a captive  professional  liability  insurance 
company.  Without  the  diligence,  sacrifice,  and 
concern  of  the  individual  members  of  the  Board, 
such  an  undertaking  would  have  been  impos- 
sible. 

As  a result  of  this  activity,  however,  two  things 
become  clear.  First,  that  the  Board  when  faced 
with  adversity  will  not  shrink  from  the  appro- 
priate decision  regardless  of  how  arduous  or 
unpopular  that  decision  may  be  in  its  imple- 
mentation. Foremost  in  the  view  of  the  Board  is 
the  well-being  of  the  physicians  of  New  Jersey 
and  the  assurance  that  these  physicians  may 
maintain  the  freedom  to  provide  the  best  pos- 
sible care  to  the  people  they  serve. 

Unfortunately,  the  second  conclusion  to  be 
drawn  from  this  year’s  activities  is  that  despite 
our  constitution  as  a democratic  organization, 
there  are  those  splinter  groups  who  in  their 
independent  zeal  and  public  pronouncements 
detract  from  the  authority  and  influence  of  the 
entire  Society.  No  one  within  the  Medical  Soci- 
ety organization  fears  disagreement  or  opposi- 
tion. Indeed,  spirited  debate  and  questioning 
often  sharpen  the  decision  ultimately  to  be 
made.  Once,  however,  a decision  is  democrati- 
cally made,  the  members  of  the  Society  have  a 
responsibility,  whatever  their  individual  feelings 
to  preserve  the  unity  of  the  profession.  Those  in 
the  minority,  if  they  feel  strongly  enough,  have 
every  right  to  work  toward  a change  in  Society 


position,  but  only  through  the  mechanisms  of 
internal  democracy.  For  a minority  group  pub- 
licly to  oppose  its  parent  organization  or  to 
divide  its  activities  serves  only  to  confirm  the 
growing  fragmentation  of  our  profession.  Such 
groups  do  not  deserve,  and  will  not  get  the 
attention  they  seek  as  long  as  they  remain 
apart  from  the  Society. 

Continuing  the  custom  of  open  meetings  each 
county  and  specialty  society  is  invited  to  attend 
all  Board  meetings.  The  attendance  record  is 
dismal;  yet  the  reactive  criticism  some  months 
down  the  road  does  a disservice  to  those  who 
were  there  to  make  the  decisions.  Physicians 
cannot  have  it  both  ways.  Either  they  become 
active  within  the  Society  or  they  must  accept 
the  deliberated  opinions  and  actions. 

If  we  learn  nothing  from  the  past,  it  should  be 
that  to  be  divided  is  to  be  conquered!  There- 
fore, the  Board  reiterates  its  position  that  it  is 
to  serve  the  majority  in  the  best  interests  of 
the  majority,  and  will  not  be  swayed  by  the 
dissonant  cacophony  of  those  unwilling  to  be 
part  of  an  integrated  organization.  There  no 
longer  are  any  free  rides. 

The  following  specific  reports  attest  amply  to 
the  diversity  and  magnitude  of  the  problems 
facing  our  Society. 

Filed  ( page  Tr  128) 


Admission  of  Osteopathic  Physicians 
to  The  Medical  Society  of  New  Jersey 
(Reference  Commitiee  “A”) 

The  1976  House  of  Delegates  adopted,  as 
amended.  Resolution  #1  calling  upon  the  Board 
of  Trustees  to  form  a committee  to  investigate 
the  legal,  practical,  and  actuarial  consequences 
of  admitting  osteopathic  physicians  to  join  The 
Medical  Society  of  New  Jersey. 
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At  the  direction  of  the  Board  of  Trustees,  the 
President  appointed  the  following  members  of 
the  Committee: 

Sherman  Garrison,  M.D..  Chairman 
Francis  X.  Keeley,  M.D. 

Charles  S.  Krueger,  M.D. 

Howard  Lehr,  M.D. 

Stephen  Levine,  M.D. 

As  charged  by  the  House  of  Delegates,  the 
Committee  investigated  the  legal,  practical, 
and  actuarial  consequences  of  admitting  osteo- 
pathic physicians  to  membership  in  The  Medi- 
cal Society  of  New  Jersey.  The  Committee's 
conclusions  are  as  follows: 

Legal  Aspects 

1.  The  State  Board  of  Medical  Examiners  has  no  concern 
with  society  memberships. 

2.  In  order  to  enable  doctors  of  osteopathy  to  be  members 
of  The  Medical  Society  of  New  Jersey,  it  will  be  necessary 
to  amend  the  Society’s  Constitution  and  Bylaws.  The  Com- 
mittee suggests  that  the  Constitution  and  Bylaws  be 
changed  to  read: 

Also  eligible  for  membership  are  licensed  physicians  other 
than  M.D.s  who  have  had  an  AMA  internship  or  residency 
or  have  a staff  appointment  at  an  allopathic  hospital. 

Practical  Aspects 

1.  It  is  the  feeling  of  the  Committee  that  of  the  less  than 
1,000  osteopaths  in  the  State  of  New  Jersey,  those  inter- 
ested in  joining  The  Medical  Society  of  New  Jersey  will 
have  very  little  impact  and  probably  will  be  limited  to  those 
closely  associated  with  allopathic  hospitals. 

2.  The  Committee  feels  also  that  The  Medical  Society  of 
New  Jersey  should  continue  the  cordial  relationships  main- 
tained between  the  New  Jersey  Association  of  Osteopathic 
Physicians  and  Surgeons  and  The  Medical  Society  of  New 
Jersey  in  matters  of  mutual  interest,  and  that  the  Society 
has  no  intention  of  actively  soliciting  members  from  the 
New  Jersey  Association  of  Osteopathic  Physicians  and 
Surgeons. 

Actuarial  Aspects 

1.  As  of  September  3,  1976,  our  consultants  advised  that 
there  is  no  predictable  adverse  impact  on  premiums. 

2.  In  view  of  the  completely  unpredictable  situation  in  this 
field,  as  of  October  3,  the  Committee  feels  that  the  situation 
must  be  re-evaluated  immediately  prior  to  any  action  by 
the  House  of  Delegates. 

The  Committee  presented  the  following  recom- 
mendations to  the  Board  of  Trustees  for  con- 
sideration: 


1.  That  doctors  of  osteopathy  be  admitted  to  membership 
in  The  Medical  Society  of  New  Jersey. 

2.  That  the  Society’s  Constitution  and  Bylaws  be  amended 
to  read: 

Also  eligible  for  membership  are  licensed  physicians  other 
than  M.D.s  who  have  had  an  AMA  internship  or  residency 
or  have  a staff  appointment  at  an  allopathic  hospital. 

The  Board  amended  recommendation  #2  to 
read  as  follows: 

That  the  Society's  Constitution  and  Bylaws  be  so  amended. 

The  Board  also  voted  to  take  the  following  addi- 
tional actions  with  respect  to  this  subject:  (1)  to 
refer  the  recommendations  to  the  Standing 
Committee  on  Revision  of  Constitution  and 
Bylaws  and  (2)  to  disband  the  Special  Com- 
mittee to  Study  Admission  of  Osteopaths. 

Filed  ( page  Tr  1 28) 

AMA  Membership  Drive 

(Reference  Committee  “A") 

At  its  July  18  meeting,  the  Board  of  Trustees 
voted  to  urge  all  component  societies  to  launch 
a vigorous  and  ongoing  membership  drive 
geared  not  only  to  recapture  the  “lost”  AMA 
membership  but  to  instill  total  unity  in  the 
profession. 

Filed  ( page  Tr  1 28) 

Assurance  of  Professional  Competence 

(Reference  Committee  ‘‘A’’) 

At  the  last  annual  meeting,  the  House  of  Dele- 
gates adopted,  as  amended.  Resolution  #2  (As- 
surance of  Professional  Competence)  submitted 
by  the  Camden  County  Medical  Society.  This 
Resolution  directed  that  MSNJ  emphasize 
the  expulsion  and  delicensure  of  those  physi- 
cians who  would  defame  the  good  name  of  the 
profession.  It  also  directed  that  the  Resolution 
be  introduced  at  the  AMA  Annual  Convention 
in  Dallas. 

The  AMA  House  of  Delegates  adopted  the 
following  substitute  resolution: 

RESOLVED,  that  the  American  Medical  Association  urge 
all  peer  review  committees  to  make  every  effort  to  correct. 
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or  refer  to  the  appropriate  disciplinary  bodies,  any  physi- 
cians who  do  not  meet  accepted  standards  of  professional 
conduct,  including  ethical  behavior,  or  of  professional  per- 
formance. 

Filed  (page  Tr  128) 

Chiropractors  Requesting 
Radiological  Examinations 

(Reference  Committee  “A”) 

In  July,  the  State  Board  of  Medical  Examiners 
requested  MSNJ’s  position  on  physicians  re- 
fusing radiologic  examinations  for  persons 
referred  to  them  by  chiropractors.  Examina- 
tions refused  dealt  with:  gallbladder,  upper 
G.I.,  knee,  thoracic  spine,  cervical  spine,  ankle, 
lumbosacral,  and  shoulder. 

In  reply  to  the  State  Board’s  letter,  MSNJ’s 
Board  indicated  that  radiology  is  a recognized 
specialty  within  the  medical  profession.  The 
radiologist,  like  any  other  physician,  may 
determine  to  whom  he  will  render  his  services, 
be  it  as  a consultant  or  treating  physician. 

Filed  ( page  Tr  1 28) 

Intern  and  Resident  Committees 
(Reference  Committee  “A”) 

The  Board  of  Trustees  believes  that  the  federa- 
tion of  organized  medicine  could  be  strength- 
ened greatly  in  New  Jersey  by  opening  direct 
lines  of  communication  between  the  component 
societies  and  the  interns  and  residents  in  local 
hospitals.  Component  societies  were  urged  by 
the  Board  to  consider  recommending  to  local 
hospital  medical  staffs  that  intern  and  resident 
committees  be  formed. 

Filed  (page  Tr  1 29) 

Procedural  Guidelines  for  Health 
Facilities  Dealing  with  Comatose  Patients 
(Reference  Committee  “A”) 

The  Commissioner  of  Health  and  the  Attorney 
General  had.  on  several  occasions,  convened  a 
discussion  group  with  representatives  from  the 
New  Jersey  Association  of  Osteopathic  Phy- 
sicians and  Surgeons,  the  New  Jersey  Hospital 
Association,  the  Attorney  General’s  Office, 


the  State  Board  of  Medical  Examiners,  the 
Department  of  Health,  and  the  Medical  Soci- 
ety in  order  that  a joint  issuance  and  endorse- 
ment statement  could  be  agreed  upon  for  guid- 
ance in  dealing  with  the  care  of  comatose,  non- 
cognitive  patients.  At  the  request  of  the  Board, 
the  Executive  Committee  reviewed  and  ap- 
proved the  guidelines  as  submitted. 

Filed  (page  Tr  129) 

Ad  Hoc  Committee  on 

Professional  Liability 
(Reference  Committee  “C”) 

Established  by  the  House  of  Delegates  in  1975, 
the  Ad  Hoc  Committee  on  Professional  Liabil- 
ity has  been  assigned  the  awesome  task  of  solv- 
ing the  professional  liability  dilemma.  Obvious- 
ly, it  has  not,  and  probably  never  will  accom- 
plish that  goal.  The  problem  has  too  many 
facets  to  yield  to  one  organization  or  to  one 
approach. 

The  Committee  is  firmly  convinced  that  there 
is  both  a professional  and  public  responsibility 
involved.  Perhaps  failure  to  recognize  the  fact 
has  hampered  the  progress  in  ameliorating  the 
continuing  crisis. 

Statistics  amply  show  that  malpractice  or 
incompetency  account  for  a minority  of  the 
situations  which  produce  suits.  Injury  without 
negligence  under  medical  care,  however,  is  not 
rare  and  will  increase  as  more  sophisticated 
techniques  are  developed.  Currently,  the  only 
manner  in  which  those  patients  harmed  may 
recoup  financial  loss  or  damaged  expectations 
is  to  sue  the  physician.  If  the  American  people 
wish  to  be  compensated  for  the  untoward  events 
of  medical  care  in  the  absence  of  negligence  — 
and  apparently  they  do  — then  it  is  their  respon- 
sibility to  develop  an  adequate  compensation 
mechanism  controlled  and  funded  by  the  pub- 
lic. The  profession  can  and  will  deal  sternly 
with  negligence,  but  it  cannot  support  unful- 
filled expectations. 

Therefore,  whatever  the  activity  of  the  Com- 
mittee, the  membership  must  realize  that  only 
a basic  change  in  societal  attitude  (or  the  bank- 
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ruptcy  of  the  system)  will  eliminate  what  is  now 
an  intolerable  and  inequitable  situation. 

Patience  and  tolerance  are  required  to  avoid  the 
pitfalls  already  evident  as  a result  of  hasty 
action  by  other  groups.  With  rational  equitable 
approaches  and  clear  definition  of  responsi- 
bility, ultimately  the  professional  liability  will 
yield. 

This  year  the  Committee  has  worked  in  the 
following  specific  areas: 

1.  Legislative:  In  cooperation  with  other  coun- 
cils of  the  Society,  caused  to  be  introduced 
Senate  Bills  1240  through  1246  which  in  the 
opinion  of  the  Committee  are  necessary,  but 
will  not  by  themselves  reverse  rates’  or  claims’ 
assertion.  Further  legislative  activities  are 
planned. 

2.  Countersuits:  Have  reviewed  over  100  poten- 
tial cases  for  countersuit,  but  as  yet  none  has 
appeared  of  sufficient  merit  to  pursue. 

3.  Professional  Education:  Multiple  mailings 
to  the  membership  and  articles  in  The  Journal 
have  attempted  to  keep  the  membership  in- 
formed and  to  highlight  methods  of  avoiding 
lawsuits. 

4.  Public  Education:  Appropriated  $100,000 
for  public  media  use  to  inform  the  public  of 
their  stake  in  the  professional  liability  problem. 

5.  Alternative  Programs:  The  Committee 

continues  to  study  alternatives  to  the  present 
system  and  modifications  which  more  clearly 
will  define  responsibility  in  medical  injury. 

6.  Prevention  of  Malpractice:  The  Committee 
will  work  closely  with  the  New  Jersey  State 
Medical  Underwriters,  Inc.  to  develop  risk  pre- 
vention and  claims’  management  programs. 

Filed  (page  Tr  1 32) 

Assignment  of  Benefits 

(Reference  Committee  “C”) 

Following  the  close  of  the  1976  Annual  Meet- 
ing, Resolution  #4  (Assignment  of  Benefits)  was 


referred  to  Medical-Surgical  Plan  of  New  Jer- 
sey for  consideration.  Medical-Surgical  Plan 
of  New  Jersey  has  replied  . . . 

Resolution  #4  petitions  Blue  Shield  of  New  Jersey  to  change 
its  contract  to  allow  assignment  of  benefits  to  non-partici- 
pating physicians.  Our  committee  reviewed  background 
information  which  indicates  that  the  principle  of  direct  pay- 
ment to  Participating  Physicians  and  direct  payment  to 
subscribers  for  services  rendered  by  non-participating  phy- 
sicians has  repeatedly  been  supported  by  the  House  of 
Delegates  of  The  Medical  Society  of  New  Jersey,  both  be- 
fore and  after  the  1964  date  mentioned  in  the  resolutions. 

The  Medical  Society’s  Board  of  Trustees  is  similarly  on 
record. 

Blue  Shield’s  Board  noted  that  Participating  Physicians 
have  agreed  to  accept  Plan  payment  as  payment-in-full  for 
eligible  services  rendered  to  subscribers  whose  incomes  are 
below  specified  levels,  and  quoting  from  a statement  by 
MSNJ’s  legal  counsel  ....  "participating  physicians,  in 
effect,  make  a sacrifice  for  the  benefit  of  all  subscribers 

which  is  not  made  by  non-participating  physicians 

therefore,  it  would  be  improper  for  the  non-participating 
physician  to  receive  all  the  benefits  received  by  the  partici- 
pating physician  . . . .”. 

If  non-participating  physicians  were  paid  directly,  there 
would  be  no  practical  reason  to  participate,  and  eligible 
subscribers  would  be  deprived  of  service  benefits  — that 
feature  of  Blue  Shield  which  sets  it  apart  from  commercial 
insurance  carriers.  Direct  payment  is  readily  available  to  all 
who  agree  to  participate. 

In  the  last  three  years  the  Plan  has  been  able  to  promote 
the  750  and  UCR  contracts  instead  of  the  old  500  contract 
and  the  majority  of  our  contracts  are  now  in  the  750  and 
UCR  category.  Groups  are  willing  to  pay  the  additional 
premium  for  the  750  and  UCR  contracts  which  pay  higher 
fees  to  the  physicians  only  if  we  can  assure  them  service 
benefits  from  a large  group  of  Participating  Physicians. 
They  would  not  buy  these  contracts  if  we  accepted  assign- 
ments and  weakened  the  service  benefit  part  of  our  pro- 
gram. 

After  careful  study,  and  for  the  above  reasons,  the  Blue 
Shield  Board  regrets  that  it  cannot  implement  the  sugges- 
tions contained  in  Resolution  #4. 

Filed  (page  Tr  132) 

Blue  Shield  Claim  Form 

(Reference  Committee  “C”) 

Following  the  close  of  the  1976  Annual  Meet- 
ing, Resolution  #24  (Blue  Shield  Claim  Form) 
was  referred  to  Medical-Surgical  Plan  of  New 
Jersey  for  consideration.  Medical-Surgical 
Plan  of  New  Jersey  has  replied  . . . 

Resolution  #24  calls  on  Blue  Shield  of  New  Jersey  to  accept 
a Health  Insurance  Council  (HIC)  form  in  lieu  of  its  own 
claim  forms. 
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To  process  its  claims  in  a manner  equitable  to  physicians 
and  Blue  Shield  subscribers  alike,  the  Plan  needs  certain 
information.  The  HIC  form  currently  provides  no  space 
for  several  necessary  items  and  permits  no  alteration  of  the 
form  whatsoever.  The  following  considerations  cannot  be 
ignored: 

(a)  As  a result  of  New  Jersey’s  no-fault  law.  Blue  Shield 
complied  with  the  Commissioner  of  Insurance’s  request  and 
does  not  pay  for  any  automobile  accident-related  injuries. 
Therefore,  we  must  ask  whether  or  not  an  injury  is  related 
to  an  automobile  accident. 

(b)  In  accordance  with  New  Jersey’s  laboratory  disclosure 
law,  a patient  or  third-party  payor  is  entitled  to  know  the 
name  of  the  laboratory  where  the  services  were  performed 
and  the  actual,  itemized  charges  paid  or  payable  to  the 
laboratory. 

(c)  Administration  of  Blue  Shield  of  New  Jersey’s  con- 
tracts require: 

(1)  A statement  as  to  whether  all  prenatal  care  was  pro- 
vided by  the  same  physician. 

(2)  The  names  of  any  other  physicians  rendering  care  dur- 
ing hospitalization. 

(3)  A statement  that  services  were  personally  performed. 

In  addition,  certain  objections  to  the  Blue  Shield  claim  form 
expressed  in  Resolution  #24  are  simply  not  valid.  Overall, 
the  Blue  Shield  of  New  Jersey  Service  Report  requires  less 
information  than  the  HIC  form,  which  requires  certain 
items  not  asked  for  on  the  Blue  Shield  form. 

(a)  Date  of  first  examination 

(b)  Preexistence  of  symptoms 

(c)  Disability  information  (5  dates) 

The  intent  of  Resolution  #24  to  cut  down  the  increasing 
flow  of  insurance  paper  work  to  physicians  is  understand- 
able and  reasonable.  However,  the  use  of  the  HIC  form 
will  not  accomplish  this  intent  and  may  indeed  increase 
the  paper  work  because  the  Plan  would  have  to  contact  the 
physician  for  additional  information. 

After  careful  study,  and  for  the  above  reasons,  the  Blue 
Shield  Board  regrets  that  it  cannot  implement  the  sugges- 
tions contained  in  Resolution  #24. 

Filed  ( page  Tr  1 32) 

Expulsion  of  Unqualified  Physicians 
Testifying  as  Expert  Witnesses 
(Reference  Committee  “C”) 

The  Board  voted  to  support  a resolution, 
adopted  by  the  Pennsylvania  Medical  Society, 
calling  for  the  expulsion  of  unqualified  physi- 
cians testifying  as  expert  witnesses. 

Pennsylvania’s  official  definition  of  expert 
witness  is:  “Expert  witness  must  have  basic 


educational  and  professional  knowledge  as  a 
general  foundation  for  his  testimony,  and  in 
addition,  have  current  personal  experience 
and  practical  familiarity  with  the  problems  that 
are  being  considered  and  be  actively  engaged  in 
the  practice  of  the  medical  subject  under  dis- 
cussion.” 

Endorsed  and  referred  to  the  AMA  Delegation  (page  Tr  1 32) 

OCHAMPUS 

(Reference  Committee  “C”) 

The  Federal  Government  has  changed  fiscal 
intermediaries  for  the  OCHAMPUS  Program 
in  New  Jersey  from  Blue  Shield  of  New  Jersey 
to  the  Virginia  Blue  Shield  Plan.  Review  com- 
mittee procedures  were  agreed  upon  and  main- 
tained with  Blue  Shield  of  New  Jersey,  how- 
ever. no  agreement  has  been  entered  into  with 
Virginia  Blue  Shield.  Currently,  requests  are 
on  file  from  the  government  for  review  by 
MSNJ. 

The  Board  empowered  the  Executive  Director 
to  direct  the  inquiries  to  the  county  level. 

Filed  (page  Tr  1 33) 

High  Fees  for  Participation  in 
Continuing  Medical  Education  Programs 

(Reference  Committee  "D”) 

At  the  request  of  the  1976  House  of  Delegates, 
the  New  Jersey  Delegation  introduced  Resolu- 
tion #23  (High  Fees  for  Participation  in  Con- 
tinuing Medical  Education  Programs)  at  the 
AMA  Annual  Convention  in  Dallas. 

Resolution  #23  urged  that  the  AMA  oppose 
excessive  fees  for  continuing  medical  educa- 
tional programs  and  that  the  AMA  prevail 
upon  national  accrediting  agencies  to  require 
accredited  program  sponsors  to  indicate 
whether  programs  are  conducted  on  a profit 
or  non-profit  basis.  The  resolution  also  requires 
sponsors  of  AMA  accredited  programs  to  make 
a similar  declaration. 

The  AMA  Reference  Committee  felt  that  the 
issue  of  the  cost  of  continuing  medical  educa- 
tion is  complex  and  deserving  of  thorough  re- 
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view.  The  Resolution  was  referred  to  the  AMA 
Board  of  Trustees. 

Filed  (page  Tr  1 34) 

CAT  Scanner 

(Reference  Committee  “F”) 

New  Jersey  State  Senators  James  A.  Wallwork 
(D-Essex)  and  Wayne  Dumont  (R-Warren) 
have  introduced  S-3022,  which  would  make  it 
practically  impossible  for  private  physicians  to 
purchase  a CAT  scanner  by  requiring  them  to 
apply  for  and  receive  a certificate  of  need  from 
the  State  Commissioner  of  Health. 

The  proposed  bill  is  an  amendment  to  a law 
which  requires  hospitals  and  health  care  facili- 
ties to  be  certified  by  the  State.  The  law  was 
initially  designed  for  hospitals,  not  for  private 
physicians. 

The  Board  empowered  the  Executive  Commit- 
tee to  institute  suit,  if  and  when  it  becomes 
necessary. 

Filed  (page  Tr  136) 

Medical  Assistance  Advisory  Council 
(Reference  Committee  “F”) 

The  Medical  Assistance  Advisory  Council 
approved  a resolution  petitioning  the  Legisla- 
ture of  the  State  of  New  Jersey  to  provide  suf- 
ficient funding  to  restore  adequate  fees  for  the 
Medicaid  providers  by  restoring  S 12,000,000 
($6  million  in  State  funds  and  $6  million  in 
Federal  funds)  to  the  Medicaid  1975-76  budget. 

The  Board  voted  to  support  the  resolution.  The 
Division  of  Medical  Assistance  subsequently 
acted  favorably  on  this  matter. 

Filed  (page  Tr  1 36) 

Relative  Value  Index 
(Reference  Committee  “F”) 

The  New  Jersey  State  Society  of  Anesthesiolo- 
gists requested  MSNJ  to  support  a resolution 
to  be  submitted  by  the  Oregon  State  Medical 
Society  to  the  AMA  House  of  Delegates  in 
December.  The  resolution  directed  the  AMA 
to  help  defend  against  legal  attacks  on  the  use 


of  the  relative  value  studies  and  to  promote 
legislative  support  for  relative  value  studies. 

The  resolution  was  referred  to  the  New  Jersey 
Delegation  to  the  AMA  for  support.  At  the 
AMA  Clinical  Convention  held  in  Philadelphia, 
the  House  of  Delegates  voted  to  refer  the  reso- 
lution to  the  AMA  Board  of  Trustees. 

Filed  (page  Tr  137) 

Ad  Hoc  Committee  on  Blood  Procurement 

(Reference  Committee  “G”) 

Created  by  the  Board  of  Trustees  in  1975  in 
response  to  a State  Government  Commission 
report  critical  of  the  State’s  blood  banking 
situation,  this  Ad  Hoc  Committee  further 
studied  the  situation  and  reached  these  some- 
what frightening  but  basic  conclusions: 

1.  Blood  procurement  in  New  Jersey  rests  on 
the  shaky  tripod  of  voluntary  community  blood 
banks,  hospital-based  procurement  centers,  and 
Red  Cross  Blood  Centers. 

2.  There  is  little,  if  any,  cooperation  or  com- 
munication between  these  groups. 

3.  The  New  Jersey  Blood  Bank  Association  is 
impotent  due  to  parochial  reluctance  to  deal 
with  statewide  problems. 

4.  Blood  transfer  within  the  State  is  far  more 
cumbersome  and  expensive  than  it  should  be, 
and  in  some  instances  it  may  be  more  advan- 
tageous to  ship  blood  out  of  State  than  to 
transfer  it  within  the  State. 

5.  There  are  no  uniform  blood  accounting  pro- 
cedures in  existence.  The  cost  of  blood  in  the 
State  varies  by  as  much  as  200  percent,  and 
without  question  income  from  this  source  is 
sometimes  used  to  offset  operating  costs  in 
other  areas  of  health  facilities. 

6.  There  is  no  unified  blood  procurement  pro- 
gram, and  pirating  of  donor  areas  is  common. 
Replacement  fees  continue  to  cause  contro- 
versy, yet  when  eliminated  have  not  resulted 
in  a decline  of  cost  or  an  increase  in  blood 
supply. 
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7.  The  creation  of  the  American  Blood  Com- 
mission and  its  intent  toward  regionalization 
has  further  confused  the  issue  and  encouraged 
already  existing  blood  centers  more  firmly  and 
parochially  to  establish  their  territory. 

8.  The  split  between  the  American  Associa- 
tion of  Blood  Banks  and  the  American  Red 
Cross  is  polarizing  the  blood  system  nation- 
wide, and  has  widened  further  the  dispute  con- 
cerning public  and  personal  responsibility. 

Reluctantly,  but  inexorably,  the  Committee 
came  to  the  conclusion  that  the  task  of  straight- 
ening out  what  is  admittedly  a confused  and 
inequitable  situation  was  beyond  its  ability, 
and  probably  beyond  that  of  The  Medical 
Society  of  New  Jersey.  Three  alternatives  are 
available: 

1.  Commit  the  prestige  and  resources  of  the  Medical  Soci- 
ety to  act  as  a catalyst  and  ombudsman  in  developing  an 
integrated  self-supporting  blood  procurement  system  for 
New  Jersey. 

Approved  ( page  Tr  1 39) 

2.  Encourage  the  State  Department  of  Health,  which  is 
responsible  for  blood  supply  and  its  use,  to  issue  the  regula- 
tions necessary  to  produce  a self-supporting,  adequate,  and 
equitable  supply  of  blood. 

Disapproved  ( page  Tr  139) 

3.  Allow  the  present  system  to  continue,  relying  upon  pri- 
vate enterprise  ultimately  to  adjust  the  system. 

Approved  ( page  Tr  139) 

The  Committee  leaves  it  to  the  House  of  Dele- 
gates to  determine  which  alternative  they  wish 
the  Society  to  pursue. 

Filed  ( page  Tr  1 39) 

Supplemental  Report  #1 

Ad  Hoc  Committee  on 
Professional  Liability 

James  S Todd,  M.D.,  Chairman,  Ridgewood 
(Reference  Committee  "C”) 

At  its  meeting  on  March  30,  1977,  the  Ad  Hoc 
Committee  on  Professional  Liability  reviewed 


the  current  status  of  the  Medical  Society’s  pro- 
gram relating  to  liability  control.  Among  the 
items  discussed  were:  limits  on  awards;  compen- 
sation funds;  structured  payments;  physician 
discipline  and  education;  public  education; 
newsletter;  risk  management;  and  screening 
panels. 

The  Committee  decided  that  it  would  pursue 
investigation  of  the  mandatory  use  of  pre-trial 
screening  panels  and  the  development  of  a 
patient  compensation  fund,  supported  publicly, 
which  would  respond  to  screening  panel  deci- 
sions where  no  negligence  was  involved. 

The  Committee  believes  that  the  program  of 
structured  payments  and  risk  management,  best 
can  be  developed  by  the  New  Jersey  Under- 
writers, Inc. 

Public  education  through  the  media  is  an  on- 
going program  with  the  Council  on  Public  Rela- 
tions and  thus  far  seems  to  be  relatively  effec- 
tive. 

It  also  decided  to  attempt  negotiations  with  the 
State  Board  of  Medical  Examiners  to  develop 
medical  inquiry  boards,  composed  entirely  of 
physicians,  who  initially  would  investigate 
allegations  against  physicians  and  make  recom- 
mendations to  the  State  Board  of  Medical 
Examiners,  thereby  affording  the  physician  a 
more  equitable  and  speedy  resolution  of  his 
problems. 

The  need  for  physician  education  in  relation  to 
circumstances  predisposing  to  liability  claims 
was  reaffirmed  and  the  Committee  plans  to  pro- 
duce regular  newsletters  highlighting  those 
areas  most  often  resulting  in  suits. 

The  Committee  noted  that  6,109  members  of 
The  Medical  Society  of  New  Jersey  have  con- 
tributed their  $200  mandatory  professional 
liability  assessment.  While  the  Bylaws  pro- 
vide that  a physician  who  is  in  arrears  on  any 
assessments  shall  have  his  membership  termi- 
nated at  the  end  of  the  succeeding  fiscal  year, 
the  Committee  was  sympathetic  to  the  many 
emotional  and  economic  considerations  which 
may  have  prevented  the  remainder  of  the 


Tr  24 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Society  from  contributing.  The  Committee  be- 
lieves that  it  is  a privilege  and  a benefit  to  be- 
long to  The  Medical  Society  of  New  Jersey, 
and  that  the  strength  of  the  organization  is  de- 
rived from  total  participation  in  the  absence  of 
odious  coercion. 

Recom  mendations 

(1)  That  the  $200  mandatory  assessment  con- 
tinue in  effect  for  all  members  of  the  Society,  as 
well  as  new  members  of  the  Society,  but  that  the 
payment  of  this  assessment  not  be  demanded  by 
any  specific  date.  Rather,  it  should  be  left  to  the 
individual  conscience  and  responsibility  of  the 
member  to  determine  how  best  to  fulfill  his 
obligations. 

Disapproved.  See  report  of  Reference  Committee  "B."  (page 
Tr  131) 

The  Ad  Hoc  Committee  recognized  that  with 
the  formation  of  the  Medical  Inter-Insurance 


Exchange  of  New  Jersey,  the  Standing  Com- 
mittee on  Medical  Defense  and  Insurance  had 
removed  from  it  a large  portion  of  its  previous 
responsibilities. 

(2)  That  since  the  membership  and  activities  of 
the  Committee  on  Medical  Defense  and  Insur- 
ance and  the  Ad  Hoc  Committee  on  Profession- 
al Liability,  to  a large  measure,  parallel  one 
another,  it  is  the  recommendation  of  the  Ad 
Hoc  Committee  on  Professional  Liability  that 
the  Committee  disband  and  that  its  responsi- 
bilities and  membership  be  assigned  to  work 
with  the  Committee  on  Medical  Defense  and 
Insurance,  utilizing  the  services  of  the 
Council  on  Public  Relations  and  the  Council 
on  Legislation  as  needed. 

Approved  (page  Tr  1 32) 

Filed  ( page  Tr  1 32) 


1976  TRANSACTIONS 

At  its  first  session  on  Saturday,  May  14,  1977,  the  House  of  Delegates  ap- 
proved the  Transactions  of  the  1976  House  of  Delegates  as  published  in  the 
August  1976  issue  of  The  Journal,  and  the  Transactions  of  the  Special  Session 
of  the  House  of  Delegates,  December  1,  1976,  as  published  in  the  January 
1977  issue,  and  distributed  to  the  membership. 
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Judicial  Council 

Albert  F.  Moriconi,  M.D.,  Chairman,  Trenton 

(Reference  Committee  “A”) 


The  files  of  the  Judicial  Council  continue  to  re- 
flect overall  efficiency  in  the  statewide  opera- 
tion of  the  judicial  mechanism.  The  Council  has 
continued  its  precedent  of  scheduling  meetings 
on  the  fourth  Sunday  of  each  month.  However, 
the  volume  of  business  requiring  its  attention 
has  necessitated  fewer  meetings  this  year. 

From  the  official  findings,  the  Council  here 
presents  a summary  of  its  operations  and  those 
of  county  judicial  committees  for  the  period 
from  June  8,  1976  to  March  21,  1977. 

By  Judicial  Committees 


Complaints  reported  as  disposed  of  42 

Alleging: 

Dissatisfaction  concerning  fees  29 

Dissatisfaction  concerning  medical  procedures  5 

Unprofessional  conduct  5 

Dissatisfaction  concerning  professional  ethics  3 

By  Judicial  Council 

Meetings  held  3 

Official  communications  acted  upon  45 

Appeal  hearings  requested  6 

Appeal  hearings  granted  0 

Formal  opinions  rendered  0 

Formal  opinions  amended  1 


Acceptability  of  a Physician’s  Inscribing 
the  Following  Statement  on  Medical 
Bills  Submitted  to  Patients: 

“Bill  Is  Payable  on  Presentation. 
Insurance  Forms  Executed  Only  When 
Account  Is  Paid  in  Full.” 

(Adopted  February  28,  1971  as  MSNJ 
Opinion  #66) 

The  foregoing  amended  Opinion  (MSNJ 
Opinion  #66)  is  presented  in  full  at  the  con- 
clusion of  this  report. 

It  is  the  Council’s  experience  that  the  most  com- 
mon complaint  concerns  fees  or  the  misunder- 
standing of  what  was  to  be  expected  in  the  treat- 
ment of  a patient.  Wherever  possible,  it  would 


seem  wise  to  have  a clear  understanding  be- 
tween physician  and  patient  regarding  these 
considerations  before  treatment  is  undertaken. 

The  Council  takes  this  opportunity  to  empha- 
size that  decisions  of  judicial  committees  of 
component  societies  are  binding  upon  all  mem- 
bers. The  judicial  committee  of  each  component 
society,  in  the  enforcement  of  its  findings  duly 
arrived  at,  has  the  power  to  censure,  suspend, 
or  expel  any  member  of  its  society  for  just 
cause. 

Revised 
Opinion  #66 

Opinion  of  The  Judicial  Council  of  The 
Medical  Society  of  New  Jersey 
Concerning  The  Acceptability  of  a 
Physician’s  Inscribing  the  Following 
Statement  On  Medical  Bills  Submitted  to 
Patients:  “Bill  Is  Payable  on 
Presentation.  Insurance  Forms  Executed 
Only  When  Account  Is  Paid  in  Full.” 

Officially  Adopted  February  28,  197 1 

This  request  for  an  opinion  from  the  Executive 
Director  of  a component  society  in  the  name  of 
the  Chairman  of  the  Judicial  Committee  was 
directed  to  the  Council’s  attention.  In  consider- 
ing the  question  as  to  whether  it  was  ethical  to 
inscribe  on  bills  submitted  to  patients:  “Bill  is 
payable  on  presentation.  Insurance  forms 
executed  only  when  account  is  paid  in  full,”  the 
Council  rendered  the  following  opinion: 

The  report  of  the  Judicial  Council  of  the  Amer- 
ican Medical  Association,  adopted  by  the  AM  A 
House  ol  Delegates  at  the  Clinical  Convention 
in  Boston  in  1970,  contained  the  following 
relevant  paragraphs: 

Some  physicians  seem  to  believe  that  the  prac- 
tices of  business  enterprises  should  be  utilized 
by  physicians  in  order  to  “encourage  prompt 
attention  to  medical  accounts.”  They  ask,  “why 
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shouldn’t  we  be  paid  as  soon  as  the  dry  goods 
store,  the  grocer,  or  the  TV  serviceman?” 

Ideally,  the  physician  should  be  paid  promptly. 
If  the  physician  is  not  paid  as  promptly  as  other 
creditors  he  should  recall  that  he  is  a profes- 
sional man,  with  all  the  perquisites  that  the  term 
implies.  Our  patients  in  large  number  carry  in- 
surance to  cover  the  cost  of  medical  services. 
(They  do  not  insure  payment  of  the  cost  of  other 
professional  or  business  services  to  any  notable 
extent.)  Governmental  programs  have  been  in- 
stituted and  are  being  developed  continually  to 
provide  payment  for  medical  care  to  those  who 
are  unable  to  provide  this  payment. 

The  Judicial  Council,  in  light  of  the  foregoing 
citation,  points  out: 

1.  That  preemptory  demand  for  immediate 
payment  of  bills  rendered  to  patients  by  physi- 
cians is  a practice  incompatible  with  the  dignity 
of  medicine  as  a profession. 

2.  To  insist  routinely  on  payment  from  a 
patient  before  necessary  insurance  forms  will 
be  completed  is  to  disregard  the  issue  of  a given 
patient’s  inability  to  pay  from  personal  funds. 

3.  The  Judicial  Council  of  the  American  Medi- 
cal Association  has  formally  declared: 

“The  attending  physician  should  complete 
without  charge  the  appropriate  ‘simplified’ 
Health  Insurance  Council  forms  approved  by 
the  Council  (AMA)  on  Medical  Service,  and 
similar  insurance  claim  forms  as  part  of  the 
physician's  service  to  the  patient  to  enable  him 
to  receive  his  benefits. 

For  all  the  foregoing  reasons,  the  Judicial 
Council  declares  that  the  practice  in  question  is 
not  permissible  because  it  offends  the  accepted 
standards  of  professional  conduct. 

Filed  ( page  Tr  1 29) 


Supplemental  Report  #1 

Opinion  of  The 
Judicial  Council  Re 
Ethicality  of  Physician’s  Listing  a 
Separate  Charge  For  Professional 
Liability  Insurance  on  Their  Billing 
Statements. 

Officially  Adopted  March  27,  1977 

It  has  been  brought  to  the  attention  of  the 
Judicial  Council  that  a number  of  physicians  are 
including  in  their  billing  statements  a separate 
line  item  and  charge  for  professional  liability 
insurance. 

The  Council  believes  that  such  a practice  is  in 
poor  taste,  unethical,  and  indeed  could  be  quite 
misleading. 

Professional  liability  insurance,  like  employees’ 
salaries,  office  rental,  utility  bills,  transporta- 
tion and  equipment  charges,  and  so  on,  is  a cost 
factor  in  the  conduct  of  medical  practice.  If  the 
costs  of  practice  have  risen  to  the  point  where 
the  physician  is  not  being  adequately  com- 
pensated for  his  services,  then  he  should  indeed 
increase  his  fees  to  address  that  fact.  By  using  a 
line  charge  method  the  physician  indicates  that 
the  money  in  question  is  indeed  being  paid  for 
insurance.  The  Council  finds  that  it  is  impos- 
sible to  have  such  an  accurate  accounting  sys- 
tem in  a medical  practice  since  the  number  of 
patients  treated  or  procedures  performed  never 
can  be  projected  accurately.  Unless  all  of  the 
money  collected  is  paid  for  liability  insurance 
the  billing  system  is  misleading. 

The  Council  is  well  aware  of  the  need  to  educate 
the  public  as  to  the  cost  of  professional  liability 
insurance,  but  for  the  foregoing  reasons  finds 
the  method  under  consideration  “unethical.” 

Filed  (page  Tr  129) 
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Executive  Director 

Vincent  A.  Maressa,  Trenton 

(Reference  Committee  “A”) 


In  my  first  Annual  Report  to  this  House  of 
Delegates  (1974),  I indicated  that  if  The  Med- 
ical Society  of  New  Jersey  and  organized  medi- 
cine were  to  survive,  they  must  become  respon- 
sive to  the  needs  of  the  membership.  Those 
needs  as  most  frequently  expressed  are  orga- 
nizational, scientific,  economic,  political  and 
legislative  effectiveness. 

This  House  is  well  on  the  way  to  addressing  the 
organizational  goal.  You  have  before  you  a 
Constitution  and  Bylaws  which,  if  adopted,  will 
afford  the  membership  stability  and  flexibility. 
Your  Committee  on  Constitution  and  Bylaws  in 
presenting  this  complete  document  to  you  has 
merged  the  best  of  the  past  and  innovated  to 
meet  future  need.  It  also  has  avoided  the  pit- 
fall  of  attempting  to  codify  an  everyday  pro- 
cedural manual. 

The  scientific  need  of  the  membership  is  being 
met  by  the  Scientific  Sessions  and  your  Com- 
mittee on  Medical  Education  working  in  close 
alliance  with  hospital  and  medical  staffs,  the 
College  of  Medicine  and  Dentistry  of  New  Jer- 
sey, the  Academy  of  Medicine,  and  the  various 
specialty  societies. 

Economic  needs  are  being  managed  through 
the  Council  on  Medical  Services  and  the  Board 
of  Trustees  through  aggressive  actions  on 
issues  such  as  Certificate  of  Need,  CAT  Scan- 
ners, and  Comprehensive  Health  Planning. 
Additionally,  the  Committee  on  Medical  De- 
fense and  Insurance  continues  its  comprehen- 
sive and  dedicated  efforts.  The  creation  of  the 
New  Jersey  State  Medical  Underwriters,  Inc. 
and  the  Medical  Inter-Insurance  Exchange  of 
New  Jersey  presents  almost  unlimited  potential 
for  benefits  to  the  practicing  physician  as  long 
as  we  continue  to  strive  for  a sensible  and  realis- 


tic balance  among  the  essentials  of  stability, 
conservatism,  and  innovation. 

The  last  area  — political  and  legislative  effec- 
tiveness—is  one  of  the  least  manageable  and 
most  volatile.  Last  year  we  gave  you  our 
thoughts  on  what  the  Society  ought  to  do  to 
achieve  the  level  of  performance  its  members 
desire.  We  received  no  comments  so  we  will 
again  place  the  concept  before  you. 

“Clearly,  the  time  has  come  for  The  Medical 
Society  of  New  Jersey  to  constrict  its  legislative 
aspirations  within  realistic  parameters.  An  area 
that  deserves  initial  concern  is  that  of  the  licen- 
sure of  ancillary  professionals  and/or  the 
expansion  of  their  permitted  functions.  The 
Society  is  often  criticized  in  this  type  of  activity 
as  being  ‘opposed  to  everything,’  ‘selfish,’ 
‘interested  in  monopolizing  the  health-care 
field  to  preserve  its  own  economic  empire.'  The 
end  result  is  a torrent  of  diatribe,  invective, 
hostility,  and  frustration. 

“Perhaps  you  should  consider  a posture  that  the 
Legislature  can  license  whomever  and  whatever 
it  so  desires.  If  the  medical  doctor  is,  as  we 
assume,  the  most  diversified,  well-educated, 
scientifically  expert,  technically  competent, 
and  professionally  astute  practitioner  of  the 
healing  art,  what  do  you  have  to  fear  in  a free 
and  openly  competitive  market?  Sooner  than 
many  anticipate,  the  consumer  will,  I suspect, 
place  his  faith  and  allegiance  with  those  prac- 
titioners truly  deserving  of  it.  The  economic 
benefits  will,  perforce,  naturally  follow. 

“Reasonable  comment  from  responsible 
sources  is  appreciated  and  solicited.” 

Filed  (page  Tr  1 29) 
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Annual  Meeting 

James  E.  D.  Gardam,  M.D.,  Chairman,  Millville 

(Reference  Committee  “H”) 


The  21 1th  Annual  Meeting  of  The  Medical  So- 
ciety of  New  Jersey  is  being  held  in  Atlantic* 
City,  after  two  years'  experience  in  other  loca- 
tions. This  meeting  includes  the  Third  Annual 
Governor’s  Conference.  This  Conference  is  de- 
signed to  provide  the  membership  with  a pro- 
gram concerned  with  the  ethical  and  philosophic 
aspects  and  social  and  economic  impacts  of  the 
practice  of  medicine.  This  program  has  been 
well  attended  and  its  continuation  is  recom- 
mended. 

The  211th  meeting  is  held  in  conjunction  with 
the  50th  anniversary  of  MSNJ’s  Auxiliary,  and 
in  preparation  there  has  been  close  liaison  with 
the  Auxiliary.  A representative  of  the  Auxili- 
ary is  invited  to  participate  in  Committee  de- 
liberations. It  is  recommended  that  in  the  future 
there  be  continued  close  cooperation  with  the 
Auxiliary  for  the  interplanning  and  develop- 
ment of  the  Annual  Meeting. 

This  meeting  includes  an  innovation  — the  First 
Annual  Prayer  Breakfast,  which  is  an  indication 
of  the  concern  of  the  Society  for  the  ethical, 
moral,  and  philosophical  aspects  of  medical 
practice.  A reporting  session  of  the  AM  A Dele- 
gates has  been  continued  to  permit  individual 
membership  participation  in  the  determination 
of  policy. 

There  have  been  some  changes  made  in  the  cere- 
monies coincident  with  the  opening  of  the 
House  of  Delegates.  These  changes  have  been 
designed  to  provide  a more  formal  and  digni- 
fied atmosphere  for  the  conduct  of  the  Society’s 
business. 

Because  of  recent  developments  concerning  At- 
lantic City’s  future,  the  Annual  Meeting  Com- 
mittee has  planned  an  additional  session  of  Rev- 
erence Committee  “H”  during  the  Annual 
Meeting.  This  will  permit  further  discussion  of 
future  sites  for  the  Annual  Meeting  during  the 
regular  session  of  the  reference  committee  and 
adequate  time  for  a final  recommendation  to 


the  House  of  Delegates  after  review  of  experi- 
ence derived  from  the  actual  condition  of  the 
21 1th  Annual  Meeting. 

The  Committee  wishes  to  acknowledge  with 
thanks  the  contributions  of  Mead  Johnson 
Laboratories  and  Smith  Kline  & French  Lab- 
oratories as  official  patrons  of  the  Educational 
Programs;  the  American  Association  of  Medi- 
cal Assistants,  State  of  New  Jersey,  Inc.,  for  the 
Message  Center;  Roche  Laboratories  for  spon- 
soring the  Motion  Picture  Theatre;  Prudential 
Insurance  Company  of  America  for  sponsoring 
the  Coffee  Lounge;  and  each  of  the  technical 
exhibitors.  The  scientific  and  informational 
exhibitors  contribute  substantially  to  the  suc- 
cess of  this  meeting  and  their  participation  is 
commended. 

The  Chairman  wishes  to  commend  and  thank 
the  members  of  his  Committee  who  worked  so 
diligently  to  provide  a meeting  that  would 
appeal  to  the  widespread  interests  of  the  mem- 
bership. The  Chairman  also  wishes  to  commend 
Mrs.  Walton,  Mrs.  Walsh,  and  the  entire  Medi- 
cal Society  staff  for  their  cooperation  and  ef- 
fort. 

Recommendations 

1.  That  Reference  Committee  “H”  and  the 
House  of  Delegates  provide  guidance  to  the 
Committee  concerning  the  site  of  the  212th 
Annual  Meeting  (1978). 

Approved  ( page  Tr  140) 

2.  That  the  Governor’s  Conference,  AMA 
Delegates’  reporting  session,  and  the  Prayer 
Breakfast  be  continued. 

Approved  (page  Tr  140) 

3.  That  the  Reference  Committee  and  House 
of  Delegates  indicate  to  the  Committee  on 
Annual  Meeting  any  other  changes  in  the  An- 
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nual  Meeting  format  that  appear  to  be  desir- 
able. 

Approved  (page  Tr  140) 

Filed  ( page  Tr  1 40) 

By  action  of  the  House  decision  concerning  the  dates  and 
site  of  the  1978  Annual  Meeting  was  referred  to  the  Board 
of  Trustees. 

Scientific  Program 

James  E.D.  Gardam,  M.D.,  Chairman,  Millville 

At  the  211th  Annual  Meeting,  51  member- 
speakers  and  23  guest-speakers  will  present 
scientific  papers  at  18  scientific  sessions.  The 
Third  Annual  Governor's  Conference  on  Gov- 
ernment and  Medicine  will  be  held  on  Saturday 
morning  during  the  convention.  In  addition,  the 
Annual  Spencer  T.  Snedecor  Trauma  Oration 
will  be  presented;  and  the  New  Jersey  Chapter, 
American  College  of  Chest  Physicians  again 
will  sponsor  the  Annual  Selman  A.  Waksman 
Lecture. 


Through  the  Academy  of  Medicine  of  New  Jer- 
sey, hour-for-hour  credit  for  all  of  the  1977 
Scientific  Sessions  and  the  Governor's  Confer- 
ence has  been  approved  for  Category  I,  AMA 
Physician's  Recognition  Award,  Continuing 
Medical  Education  Program,  MSNJ;  and  the 
four  sessions  being  sponsored  by  MSNJ’s  Sec- 
tion on  Family  Practice  have  been  approved 
for  two  hours  each  of  Prescribed  Credits  by 
the  American  Academy  of  Family  Physicians. 

The  Chairman  wishes  to  express  his  sincere 
appreciation  to  the  Annual  Meeting  Committee 
members,  scientific  section  officers,  and  to  the 
representatives  of  the  specialty  societies  who 
contributed  to  the  development  and  implemen- 
tation of  the  scientific  program. 

The  excellence  of  the  scientific  programs  bears 
out  the  opinion  that  co-sponsorship  by  the  New 
Jersey  Specialty  Societies  should  be  continued 
in  future  years. 

Filed  ( page  Tr  141) 


Honorary  Membership 

Charles  H.  Calvin,  M.D.,  Chairman,  Edison 

(Reference  Committee  “H") 

No  nominations  were  submitted  this  year  to  the  held  during  this  administrative  year. 
Committee.  Consequently,  no  meetings  Were  Filed  (page  Tr  141) 
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Credentials 

Arthur  Bernstein,  M.D.,  Chairman,  Maplewood 

(Reference  Committee  “A”) 


The  Committee  on  Credentials,  throughout  the 
year,  reviewed  and  acted  upon  membership  ap- 
plications and  their  supporting  credentials  as 
submitted  through  the  component  societies. 


Pending: 

‘Interns 

‘Residents 

Subtotal 

Total 


0 

1 

1 67 

128  850 


68 

978 


The  following  statistical  breakdown  reflects 
the  Committee’s  activities  during  the  period 
March  1 , 1976  to  February  28,  1977. 


Grand 

* Associate 

Active 

Total 

Received 

‘Interns 

53 

‘Residents 

...  75 

Total 

128 

850 

978 

Grand 

* Associate 

Active 

Total 

Reviewed  and  found: 

(a)  Satisfactory 
‘Interns  

53 

‘Residents 

74 

Subtotal 

127 

783 

910 

(b)  Unsatisfactory 

0 

0 . 

. . 0 

‘Associate  membership  (non-licensed  in  New  Jersey)  desig- 
nates interns  and  residents. 

The  Committee  extends  appreciation  to  the  sec- 
retaries of  component  societies,  and  to  those 
who  assist  them,  for  their  cooperation  in  proces- 
sing membership  applications.  It  would  be  es- 
pecially helpful  to  the  Credentials  Committee  of 
MSNJ  if  those  who  process  credentials  in  the 
component  societies  would  call  specific  atten- 
tion to  any  deficiencies  or  questionable  data 
being  submitted  on  the  application  form.  This 
procedure  will  help  insure  more  accurate  and 
speedy  evaluation  of  credentials. 


Filed  (page  Tr  1 29) 


Finance  and  Budget 

Louis  G.  McAfoos,  Jr.,  M.D.,  Chairman,  Camden 

(Reference  Committee  “B”) 


A review  of  the  expenses  of  the  first  ten  months 
of  the  current  administrative  (fiscal)  year  and 
an  estimation  of  the  expenses  for  the  final  two 
months  indicate  that  the  individual  budget 
accounts  are  sound. 

The  Journal  and  Annual  Meeting  Expense 

The  (net)  Journal  Deficit  is  anticipated  to  be 
higher,  even  though  this  will  be  the  fifth  year 
that  a per  capita  assessment  designated  for 
each  member’s  Journal  subscription  rate  will 
be  applied.  The  dues  allocation  to  The  Journal 
will  be  $5  per  member  for  1977  as  it  was  for 
1976  or  one  half  of  the  yearly  subscription  rate. 


The  anticipated  increase  in  the  net  deficit  can 
be  attributed  to  several  factors:  (1)  National 
advertising  revenue  has  risen  for  the  second 
time  in  years;  however,  it  has  not  been  sufficient 
to  absorb  the  increased  publishing  costs.  As  of 
January  1,  1977,  a new  printer  has  been  engaged 
and  with  the  use  of  lighter  weight  inside  paper 
stock  and  economical  web  presses,  it  is  ex- 
pected that  production  costs  should  level  off. 
(2)  Non-printing  costs  centering  on  personnel 
salaries,  taxes,  commissions,  office  expenses, 
and  insurance  can  be  held  accountable  for  the 
remainder  of  the  deficit  increase.  The  ex- 
perience in  1977  has  been  consistent  for  all 
state  journals. 
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Your  Committee  recommended,  with  the  con- 
currence of  the  Board  of  Trustees,  that  the  1978 
assessment  include  a $5  and  $2.50  per  capita 
assessment  designated  respectively  for  each 
member’s  Journal  subscription  rate,  and 
Annual  Meeting  registration  rate,  that  the 
full  amounts  realized  as  of  May  31,  1978  be 
applied  in  1978,  and  that  the  Committee  on 
Finance  and  Budget  be  called  upon  to  review 
these  allocations  annually. 

Your  Committee  was  cognizant  of  the  fact  that 
the  above  action  will  not  discharge  completely 
the  deficits  incurred  each  year  in  these  two 
accounts.  Nevertheless,  the  net  deficit  in  each 
account  will  be  considerably  less  and  will  be 
charged  to  the  unexpended  balance  of  the  fiscal 
budget  and/or  the  balance  of  the  General  Fund 
(Unappropriated). 

Council  on  Public  Relations 

Your  Committee  has  approved,  with  the  con- 
currence of  the  Board  of  Trustees,  the  addition 
of  $65,000  in  the  budget  of  the  Council  on  Pub- 
lic Relations  for  1977-78  to  cover  expanded 
public  relations  programs. 

President  and  Presidential  Officers 

Your  Committee  has  approved,  with  the  con- 
currence of  the  Board  of  Trustees,  the  inclusion 
of  $6,700  in  the  budget  of  the  President  and 
Presidential  Officers  to  cover  a per  diem  of 
$100  for  those  members  of  the  Executive  Com- 
mittee and/or  those  officially  representing 
The  Medical  Society  of  New  Jersey,  approved 
by  the  Executive  Committee,  for  the  time  and 
effort  demanded  over  and  above  travel  expense. 
It  is  to  reimburse  the  approved  official  repre- 
senting MSNJ  for  loss  of  his  practice  while 
performing  a specific  function. 

Medical  Education  and  the  Academy 
of  Medicine  of  New  Jersey 

Your  Committee  again  has  approved,  with  the 
concurrence  of  the  Board  of  Trustees,  the  in- 
clusion of  $25,000  in  the  budget  of  the  Com- 
mittee on  Medical  Education  for  1977-78  for 
the  Academy  of  Medicine  of  New  Jersey  for 


post-graduate  educational  programs  and 
activities,  with  the  continued  proviso  that  the 
Committee  on  Medical  Education,  with  the 
concurrence  of  the  Board  of  Trustees,  be  em- 
powered to  expend  up  to  this  amount  in  the 
course  of  the  administrative  (fiscal)  year  on  the 
basis  of  need  reflected  in  the  1977-78  Fiscal 
report  to  be  submitted  by  the  Academy  of 
Medicine  of  New  Jersey  to  the  Committee 
on  Finance  and  Budget. 

Emergency  Medical  Care  and 
Inter-Agency  Commission  on 

Emergency  Medical  Care 

Your  Committee  has  approved,  with  the 
concurrence  of  the  Board  of  Trustees,  the 
inclusion  of  $10,000,  for  the  third  year,  in  the 
budget  of  the  Committee  on  Emergency  Medi- 
cal Care  for  1977-78  for  the  Inter-Agency 
Commission  on  Emergency  Medical  Care.  The 
foregoing  does  not  represent  any  increase  to  the 
1977-78  budget. 

Professional  Liability  Fund 

Your  Committee  has  approved,  with  the  con- 
currence of  the  Board  of  Trustees,  that  up  to 
2/3  of  the  Professional  Liability  Fund  be 
invested  in  higher  yielding  investments  ex- 
tending out  two  (2)  years.  The  type  of  invest- 
ment would  include  saving  certificates  of 
deposit,  U.S.  Treasury  bills,  bank  debentures, 
and  other  U.S.  government  secured  agencies. 
Your  Committee  has  further  approved,  with  the 
concurrence  of  the  Board  of  Trustees,  that  all 
accrued  interest  earned  on  the  Professional 
Liability  Fund  be  credited  to  that  account.  For 
the  detailed  accounting  on  the  Professional 
Liability  Fund  you  are  requested  to  review  the 
Treasurer's  Report. 

New'  Jersey  Foundation  for 
Health  Care  Evaluation 

Your  Committee  has  approved,  with  the  con- 
currence of  the  Board  of  Trustees,  the  pro- 
posed 1977-78  Budget  prepared  by  the  Finance 
Committee  of  the  New  Jersey  Foundation  for 
Health  Care  Evaluation.  The  budget  totals 
$162,663. 
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1978  Assessment 


1977-78  Budget 


The  computation  of  the  unappropriated  General 
Fund  balance  at  the  close  of  the  1976-77  fiscal 
year  is  estimated  at  $296,254.89  — 48.1%  above 
the  $200,000  sum  approved,  with  the  con- 
currence of  the  Board  of  Trustees  as  the  desired 
minimal  surplus. 

In  accordance  with  Chapter  X of  the  Bylaws, 
the  dues  year  is  January  1 to  December  31,  and 
the  fiscal  year  is  June  1 to  May  31.  The  admin- 
istrative year  including  the  budget,  which  con- 
trols expenditures,  is  based  on  the  fiscal  year. 
It  therefore  becomes  necessary  to  apportion  the 
1977  and  1978  per  capita  assessment  to  the 
1977-78  fiscal  year  on  the  basis  of  7/12  of  the 
1977  assessment  for  the  new  fiscal  year  soon  to 
commence  (June  1,  1977)  and  5/12  of  the  1978 
assessment  for  the  latter  part  of  that  fiscal 
year  starting  January  1,  1978. 

The  following  is  the  Computation  of  the 
General  Fund  Balance  and  the  Determination 
of  the  1978  Assessment:  (Unappropriated  Fund 
Balance) 


Proposed  Budget  for  1977-78  Sl.022,904.00 

7/12  of  1977  assessment  applicable  to 

1977-78  budget  512,423.33 

Amount  to  be  raised  by  5/12  of  1978 

assessment  $ 510,480.67 


$147.97  x 8,280  members  paid  = 

$1,225,191.60x  5/12  $ 510,496.50 

Amount  to  be  raised  with  General  Fund 
Balance  over  $200,000  applied  to 
budget  excess  at  5/3 1 /77, 

estimated  $ 96,254.89 

Amount  needed  to  reduce  the  per  capita 
assessment  from  $147.97  to  $120  $ 96,480.67 

Remainder  of  General  Fund  Balance  in 
excess  of  $200,000  $ (225.78) 

Add  the  required  General  Fund  Balance  $ 200,000.00 

Estimated  adjusted  General  Fund 

Balance  at  5/31/77  $ 199,774,22 


$120  x 8,280  members  paid  = $993,600 

x 5/12  $ 414,000.00 

plus  the  amount  raised  from  General 

Fund  Balance  $ 96,480.67 

Amount  to  be  raised  to  meet  5/12 

requirement  $ 510,480.67 


For  each  $1,000  increase  in  the  proposed  budget  add  29 <t 
to  assessment. 

For  each  $1,000  decrease  in  the  proposed  budget  sub- 
tract 29 1 from  assessment. 


The  proposed  budget  for  1977-78  totals 
$1,022,904.  It  is  the  opinion  of  the  Committee 
that  the  budget  adequately  should  provide  the 
necessary  funds  for  the  efficient  operation  of  the 
Society’s  business  during  the  coming  year.  It 
is  not  to  be  assumed  that  all  sums  budgeted 
necessarily  will  be  utilized. 

As  requested  by  the  House  of  Delegates,  your 
Committee  is  listing  explanatory  footnotes  on 
accounts  which  show  a marked  difference  be- 
tween current  and  proposed  budgets. 

Your  Committee  has  included,  as  an  addendum, 
the  1977  dues’  assessment  for  the  fifty-two  state 
societies  as  published  by  the  AM  A. 


Recommendations 

(1)  That  the  Budget  for  1977-78  be  adopted  in 
the  total  sum  of  $1,022,904. 

Approved  (page  Tr  1 30) 

(2)  That  the  1978  assessment  be  adopted  at 
$120  per  capita,  with  no  provision  for  a con- 
tribution to  AMA-ERF.  The  dues’  assessment 
will  cover  a budget  allocation  to  the  Academy 
of  Medicine  of  New  Jersey,  for  the  ninth  con- 
secutive year,  which  eliminates  the  need  for 
special  assessment  therefor.  The  dues’  assess- 
ment will  also  cover  a budget  allocation,  for  the 
fourth  year,  to  the  Inter-Agency  Commission  on 
Emergency  Medical  Care  and  a budget  alloca- 
tion, for  the  second  year,  to  the  Foundation  of 
the  College  of  Medicine  and  Dentistry  of  New 
Jersey.  That  of  the  $120  per  capita  assessment, 
$5  and  $2.50  be  designated  respectively  for  the 
member's  Journal  subscription  and  Annual 
Meeting  registration;  and  that  the  full  amounts 
realized  asof  May  31,  1978,  be  applied  in  1978. 

Approved  ( page  Tr  130) 

(3)  That  a special  assessment  be  adopted  at 
$10  per  capita,  to  serve  as  a grant  to  the  New 
Jersey  Foundation  for  Health  Care  Evaluation; 
that  this  special  per  capita  assessment  be  set  in 
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addition  to  and  not  as  part  of  the  budgetary 
assessment;  and  that  both  be  paid  at  the  same 
time. 

Approved  (page  Tr  1 30) 


(4)  That  the  1978  assessment  be  set  at  $20  per 
capita  for  affiliate  and  associate  members  as  it 
was  for  1 977. 

Approved  ( page  Tr  130) 


Current 

Budget 

Proposed 

Budget 

Account 

1976-77 

Footnotes  1977-78 

A-  1 — Executive  Salaries 

$128,895.00 

(1) 

$ 145,327.00 

A-  2 — General  Staff  Salaries 

262,708.50 

(1) 

291,797.65 

A-  3 — Gen.  Exec.  Office  Expenses 

39,000.00 

(2) 

43,000.00 

A-  4— Executive  Travel 

4,700.00 

(3) 

6,200.00 

A-  5 — House  Maintenance 

36,800.00 

(4) 

42,600.00 

A-  6 — Treasurer 

11,800.00 

(5) 

14,200.00 

A-  7— Finance  & Budget 

75.00 

75.00 

A-  8 — Secretary 

1,700.00 

(6) 

500.00 

A-  9 — Salary  Taxes 

21,200.50 

(1) 

23,104.35 

A- 10— Insurance 

25,750.00 

(7) 

30.200.00 

A- 11  — House  Reserve 

12,800.00 

(8) 

20,000.00 

A-12— MSNJ  Pension  Plan 

5,200.00 

(9) 

7,200.00 

A-13—  MSNJ  Building  Loan 

12,240.00 

11,700.00 

A- 14—  MSNJ  Computerized  Record  Keeping 

23,500.00 

24,000.00 

C-  2— Legislation 

10,000.00 

(10) 

16,000.00 

C-  3 — Public  Health 

3,600.00 

3,800.00 

C-  4 — Public  Relations 

52.700.00 

(ID 

117,700.00 

C-  5 — Medical  Services 

750.00 

(12) 

1,300.00 

C-  6— Mental  Health 

1,700.00 

1,800.00 

D-  1 — President  & Pres.  Officers 

21,700.00 

(13) 

30,000.00 

D-  2— AM  A Delegates  

22,000.00 

(3) 

31.200.00 

D-  3 — MSNJ  Auxiliary 

8,195.00 

(14) 

9,700.00 

D-  4— Medical  Education 

40,800.00 

(15) 

30,900.00 

D-  5 — Conference  Groups 

500.00 

500.00 

D-  6— Membership  Director 

26.000.00 

(16) 

35,000.00 

D-  7 — Emergency  Medical  Care 

10.500.00 

(17) 

11.200.00 

D-  8 — Credentials 

1.200.00 

(12) 

1 .400.00 

D-l  1 — Med.  Def.  & Insurance 

900.00 

1.000.00 

D- 1 2 — Mem.  Inq.  & Complaint 

1,000.00 

1,000.00 

E-  1 — Board  of  Trustees 

10,000.00 

(12) 

11,500.00 

E-  2 — Contingent 

20,000.00 

(12) 

23,000.00 

E-  3 — Judicial  Council 

1 .000.00 

1,000.00 

E-  4 — Legal  Expense  & Reserve  Fund 

13,000.00 

13,000.00 

E-  5 — CMDNJ  — Foundation 

10,000.00 

10.000.00 

E-  6— Medical  Student  Loan  Fund 

6.000.00 

6,000.00 

E-  7— Authorized  Reimbursement  for 

Representatives  to  Meetings 

5,000.00 

(12) 

6,000.00 

E-  8— Physicians’  ReliefFund 

6,000.00 

(18) 

-0- 

Totals 

$858,914.00 

$1,022,904.00 

(1)  Increase  due  to  increments  granted  to  both  executive 
and  general  personnel. 

(4)  Increased  to  cover 
costs. 

higher 

utility  and  maintenance 

(2)  Increased  to  cover  higher  luncheon  cost,  leasing  of  a 
Xerox/Cheshire  730  Addressing  System.  IBM  Copier,  and 

(5)  Increased  to  cover 
Service  costs. 

higher 

Accounting  and  Auditing 

preventive  maintenance  agreements.  This  account  covers 

also  monthly  interest  payments  on  the  purchase  of  tele- 

(6)  Decreased  because  the  Constitution  Secretary  will  not 

phone  system,  second  of  five  years. 

be  sent  as  a representative  to  AMA  Convention  and  Clini- 
cal Meeting. 

(3)  Increased  because  the  1977  AMA  Convention  will  be 

held  in  San  Francisco  and  the  1977  AMA  Clinical  Meeting 

(7)  Increased  to  cover 

higher  expenses  anticipated  under 

will  be  held  in  Chicago. 

the  insurance  program  for  the  MSNJ  Personnel. 
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(8)  Increased  to  cover  anticipated  cost  of  interior  re- 
modeling of  MSNJ  Executive  Offices  to  meet  fire  and 
safety  standards. 

(9)  Increased  to  cover  higher  cost  in  Group  Life  Insurance 
as  provided  for  MSNJ  Pension  participants. 

(10)  Increased  to  cover  higher  expenses  associated  with 
MSNJ  providing  soft  dollar,  administrative  assistance  to 
JEMPAC. 

(1 1)  Increased  to  cover  higher  expenses  associated  with  the 
expanded  Public  Relations  programs. 

(12)  Increased  to  cover  higher  specific  expenses  charged  to 
this  account. 

(13)  Increased  to  cover  a $100  per  diem  allowance  pro- 
vided for  members  of  the  Executive  Committee  and/or 
those  officially  representing  MSNJ  approved  by  the 
Executive  Committee. 

(14)  Increased  to  cover  higher  expenses  anticipated  by  the 
MSNJ  Auxiliary  formerly  known  as  Woman’s  Auxiliary. 

(15)  This  account  provides  for  the  Medical  Education 
Committee,  with  the  concurrence  of  the  Board  of  Trustees. 


to  expend  up  to  $25,000  in  the  course  of  the  administrative 
year  (1977-78)  to  the  Academy  of  Medicine  of  New  Jersey 
for  post-graduate  educational  programs  and  activities,  on 
the  basis  of  need  reflected  in  the  fiscal  report  to  be  sub- 
mitted by  the  Academy  to  the  Committee  on  Finance  and 
Budget. 

(16)  Increased  to  cover  higher  anticipated  publishing  cost 
associated  with  the  1978-79  edition  of  the  Membership 
Directory. 

(17)  Increased  to  cover  higher  expenses.  Also  provides  the 
Inter-Agency  Commission  on  Emergency  Medical  Care 
with  an  allocation  for  1977-78  of  $10,000. 

(18)  No  allocation  is  provided  for  1977-78.  Based  on  an 
audit  by  IRS.  The  Physicians'  Relief  Fund  has  been  found 
to  be  in  violation  to  the  501-(C)-(6)  Non-Profit  status 
MSNJ  has  held  over  the  years. 

Filed  (page  Tr  130) 

It  was  the  recommendation  of  Reference  Committee  ''B" 
that  the  annual  reports  of  the  Treasurer  and  the  Com- 
mittee on  Finance  and  Budget  be  mailed  to  the  delegates 
with  the  other  annual  reports  prior  to  the  Annual  Meeting, 
when  technically  feasible. 


State  Societies  Dues  for  the  Year  1977* 


Below  are  the  fifty-two  State  Societies  in  the  order  from  the  highest  dues  assessment  down 
to  the  lowest: 


1.  Wisconsin 

$300.00 

27.  Maryland 

$155.00 

2.  W'yoming 

300.00 

28.  New  Hampshire 

150.00 

3.  District  of  Columbia 

295.00 

29.  New  York 

150.00 

4.  Idaho 

274.00 

30.  Oklahoma 

150.00 

5.  Nevada 

260.00 

31.  Pennsylvania 

150.00 

6.  Alaska 

250.00 

32.  West  Virginia 

150.00 

7.  Arizona 

250.00 

33.  Washington 

147.00 

8.  Oregon 

250.00 

34.  Michigan 

145.00 

9.  Arkansas 

225.00 

35.  Puerto  Rico 

140.00 

10.  Georgia 

225.00 

36.  New  Mexico 

135.00 

11.  Kentucky 

225.00 

37.  Illinois 

131.00 

12.  Minnesota 

225.00 

38.  Tennessee 

130.00 

13.  South  Carolina 

220.00 

39.  Florida 

125.00 

14.  Hawaii 

215.00 

40.  Kansas 

125.00 

15.  Iowa 

200.00 

41.  Alabama 

125.00 

16.  Louisiana 

200.00 

42.  North  Dakota 

125.00 

17.  Maine 

200.00 

43.  Mississippi 

125.00 

18.  South  Dakota 

200.00 

44.  Ohio 

125.00 

19.  Montana 

200.00 

45.  Nebraska 

120.00 

20.  Utah 

195.00 

46.  New  Jersey 

120.00 

21.  Colorado 

185.00 

47.  Massachusetts 

110.00 

22.  Indiana 

181.00 

48.  Virginia 

105.00 

23.  Delaware 

180.00 

49.  Connecticut 

100.00 

24.  Texas 

180.00 

50.  Vermont 

100.00 

25.  Rhode  Island 

175.00 

51.  North  Carolina 

95.00** 

26.  California 

165.00 

52.  Missouri 

90.00 

•Average  Dues  — $158.00 
Mean  Dues  — $165.00 

**New  members  pay  $145.00 
first  five  years 
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Medical  Defense  and  Insurance 

Paul  J.  Kreutz,  M.D.,  Chairman,  Elizabeth 

(Reference  Committee  “C”) 


Since  the  last  annual  report,  the  Committee 
has  approved,  and  E.  & W.  Blanksteen  is  pre- 
paring to  implement,  two  significant  improve- 
ments in  the  programs  that  they  administer: 

1.  As  soon  as  Insurance  Department  approval  is  received 
on  the  Disability  Income  Plan  extension,  additional  past- 
age  70  coverage  will  become  available  to  present  policy- 
holders whose  plans  currently  terminate  at  age  70.  When  the 
extension  of  coverage  is  approved  by  the  Insurance  Com- 
missioner, it  automatically  will  be  made  available  to  those 
reaching  age  70. 

2.  A revision  of  E.  & W.  Blanksteen’ s Major  Expense  plan 
was  approved,  to  take  effect  March  1st,  1978,  which  will 
make  available  physicians’  and  surgeons’  fee  coverage  (as 
an  option  to  the  Major  Expense  policy);  nurse  limits  will 
be  increased  65  percent,  and  the  under-Medicare  deductible 
will  be  reduced  from  $750  to  $200!  This  new,  revised  pro- 
gram will  be  offered  to  all  present  participants  on  a guar- 
anteed roll-over  basis  with  each  participant  under  the  age  of 
65  having  the  choice  of  whether  to  take  the  physicians’  and 
surgeons’  fee  option.  Members  over  65  will  receive  coverage 
identical  to  that  which  they  now  have,  with  the  increased 
nurse  limits. 

Accident  and  Health  Insurance 

The  Society’s  Accident  and  Health  Insurance 
programs  are  administered  by  the  E.  & W. 
Blanksteen  Agency,  Inc.,  who  has  just  com- 
pleted its  46th  year  of  service  to  our  members. 
This  comprehensive  disability  income  program 
now  affords  a monthly  benefit  up  to  54,600 
during  total  disability  due  to  injury  or  sickness. 
The  program  consists  of  two  parts:  The  Basic- 
Extended  Plan  and  the  Long  Term  Plan.  The 
plans  differ  primarily  in  the  length  of  time  bene- 
fits are  payable.  For  an  accident  disability,  the 
Basic  Plan  pays  up  to  five  years;  the  Basic- 
Extended  Plan  up  to  lifetime;  and  the  Long 
Term  Plan  up  to  lifetime.  For  a sickness  dis- 
ability, the  Bgsic  plan  pays  up  to  two  years;  the 
Basic-Extended  plan  up  to  seven  years;  and  the 
Long  Term  plan  up  to  age  65  and  beyond.  Both 
the  Basic-Extended  Plan  and  the  Long  Term 
plan  are  underwritten  by  the  Nationwide 
Mutual  Insurance  Company.  Members  may 
carry  up  to  54,600  of  which  up  to  52,000  may 
be  in  the  Basic  Plan  and  up  to  53,600  a month  in 
the  Long  Term  plan.  Lip  to  three  policies  are 


issuable  to  any  member  for  maximum  flexibil- 
ity. The  Company  will  rearrange  policies  and 
existing  coverage  to  accommodate  changing 
needs  within  the  three-policy  limit. 

Basic-Extended  Plan 

The  Basic  Disability  Plan  provides  as  much  as 
52.000  monthly  benefit.  Benefits  are  payable 
from  the  first  day  of  accident  total  disability 
for  as  long  as  five  years  and  the  eighth  day  of 
sickness  total  disability  for  as  long  as  two  years. 
Waiting  periods  of  30  or  60  days  are  available 
to  provide  reduced  premiums  for  those  whose 
circumstances  make  desirable  a plan  where 
benefits  could  begin  on  a later  date  than  first 
day  accident  and  eighth  day  sickness.  The  plan 
also  pays,  at  half  the  monthly  rate,  accident 
partial  disability  benefits  for  as  long  as  six 
months.  Also  included  in  the  plan  are  accidental 
death  and  dismemberment  benefits.  By  adding 
the  Extended  plan,  accident  total  disability 
benefits  may  be  extended  to  lifetime  and  sick- 
ness benefits  extended  for  an  additional  five 
years,  for  a total  of  seven  years.  There  are  4,523 
basic  policies  covering  our  members  with  some 
members  having  two  basic  policies.  It  is  the 
Administrator's  practice  to  combine  those  basic 
policies  into  one  whenever  members  revise  or 
increase  their  insurance  programs  so  as  to 
simplify  their  record-keeping. 

LongTerm  Professional  Income 
Protection  Plan 

Members  now  may  carry  up  to  53.600  under 
this  plan.  Benefits  are  payable  for  lifetime  for 
accident  total  disability  and  to  age  65  and  be- 
yond for  sickness  total  disability.  One  of  the 
chief  purposes  of  this  plan  is  to  provide  both 
accident  and  sickness  disability  benefits  to  the 
age  where  other  financial  arrangements  begin  to 
fall  into  place;  such  as  annuities,  life  insurance 
settlement  options,  and  social  security.  The  plan 
also  affords  six  months  of  accident  partial  dis- 
ability benefits  at  half  the  monthly  benefit  rate. 
Benefits  may  begin  from  the  31st,  61st,  91st  or 
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181st  day  of  disability,  with  appropriate  reduc- 
tions in  premium.  One  thousand  nine  hundred 
twenty-two  (1,922)  members  currently  partici- 
pate in  this  program  which  began  in  1965. 

It  is  possible  for  a member  to  have  the  various 
disability  plans  in  almost  any  combination  of 
monthly  benefit  and  plan  to  fit  personal  require- 
ments. The  ideal  goal  for  most  doctors  is  to  in- 
sure about  two-thirds  of  monthly  gross  income. 
More  monthly  benefit  than  this  is  unnecessary 
inasmuch  as  all  benefits  are  tax  free  for  Federal 
Income  Tax  purposes.  Members  who  apply  for 
the  Basic  Plan  within  their  new  member  periods 
are  issued  coverage,  within  certain  limits,  with- 
out regard  to  medical  history. 

All  of  our  accident  and  health  policies  have  the 
guaranteed  Conversion  Provision  Rider.  Brief- 
ly, this  rider  provides  that  if  Nationwide  were 
unilaterally  to  terminate  any  of  its  accident  and 
health  insurance  programs  for  members  of  the 
Society,  the  Company  is  committed  to  issue  a 
guaranteed  renewable  policy  for  the  same  bene- 
fits as  are  provided  for  in  the  doctor's  original 
policy. 

Major  Expense  Plan 

Our  Major  Expense  Plan  was  improved  (effec- 
tive March  1.  1975)  by  the  addition  of  the 
“quarter  million”  dollar  rider  extending  cover- 
age beyond  the  $25,000  limit  of  the  base  policy 
to  $250,000  for  members  below  Medicare  age. 

Until  $25,000  has  been  paid  on  any  claim,  the 
room  and  board  rate  is  $100  daily  for  intensive 
care  and  $50  for  all  other  accommodations.  The 
private  duty  nursing  benefit  takes  into  account 
as  covered  expense  $24  for  each  eight-hour  shift. 
(RN  or  LPN  in  the  hospital;  RN  at  home.) 
Also,  certain  services  and  supplies  both  in  and 
out  of  hospital  are  covered.  After  a $750  de- 
ductible for  each  benefit  period,  80  percent  of 
covered  expenses  is  paid  up  to  a maximum  of 
$25,000.  There  is  no  coordination-of-benefits 
provision  for  those  below  Medicare  age!  After 
the  base  policy  has  paid  $25,000  and  the  claim 
continues,  the  “quarter  million”  dollar  rider 
takes  over  with  expanded  coverage  (since 
primary  hospital  plans  may  be  exhausted  by  this 


time).  Hospital  room  and  board  coverage  is  now 
full  semi-private  cost  (up  to  double  for  intensive 
or  coronary  care  units)  and  covered  nursing 
charges  are  paid  in  full.  The  services  and  sup- 
plies covered  by  the  base  plan  continue  to  be 
covered  by  the  rider;  100  percent  of  covered 
expenses  is  reimbursed,  and  benefits  are  not 
reduced  because  of  other  non-government 
coverage. 

This  program  now  covers  2,441  members  with 
many  members  including  coverage  for  their 
wives  and  children.  New  members  to  the  Socie- 
ty may  obtain  coverage  under  the  Major  Ex- 
pense Plan  without  regard  to  medical  history, 
provided  they  apply  within  their  allotted  two- 
month,  new-member  period.  E.  & W.  Blank- 
steen  Agency,  Inc.,  administers  this  plan. 

Hospital-Money  Plan 

Our  Hospital-Money  Policy,  administered  by 
E.  & W.  Blanksteen  Agency,  Inc.,  provides  $20, 
$30,  $40,  $50,  or  $60  a day  for  each  day  of  hos- 
pital confinement  up  to  a maximum  of  365  days 
for  any  one  confinement.  It  can  cover  member, 
spouse,  and  dependent  children.  New  mem- 
bers are  able  to  obtain  the  $20  a day  program 
non-selectively  as  part  of  their  new-member 
privilege.  Benefits  under  this  plan  are  paid 
regardless  of  other  insurance  and  are  used  to 
supplement  the  benefits  provided  by  Blue  Cross, 
Major  Expense,  and  Major  Medical  plans.  It  is 
particularly  useful  to  provide  money  for  private- 
room  coverage  where  adequate  provision  is  not 
made  by  underlying  plans.  Two  hundred  ninety- 
two  (292)  members  participate  in  this  program. 

Overhead  Expense  Program 

Many  of  our  members  find  that  their  overhead 
expenses  have  become  quite  high,  with  employ- 
ees’ salaries,  rentals,  and  other  fixed  expenses 
pertaining  to  their  practice.  Our  Professional 
Overhead  Expense  Program  is  underwritten  by 
the  National  Casualty  Company  and  adminis- 
tered by  the  E.  & W.  Blanksteen  Agency,  Inc. 
It  provides  up  to  $2,500  monthly  benefit  begin- 
ning with  the  31st  day  of  total  disability  and 
lasting  as  long  as  two  full  years.  Currently  349 
members  are  covered  under  the  plan.  In  accor- 
dance with  IRS  regulations,  the  premiums 


VOL.  74-NUMBER  7-JULY  1977 


Tr  37 


under  this  program  are  considered  business 
expense  and  are  tax  deductible. 

Life  Insurance—  Nationwide  Life 

Insurance  Company  and  Bankers 

Life  Company  of  Des  Moines,  Iowa 

The  maximum  coverage  under  our  Life  Plan  is 
$250,000  with  the  $100,000  maximum  coverage 
Bankers  Life  Plan  available  in  addition  to  the 
$150,000  program  of  the  Nationwide  Life  In- 
surance Company  that  has  been  in  effect  for 
many  years.  Our  original  Nationwide  Life  In- 
surance Program  includes  not  only  the  member 
but  also  his  spouse  and  dependent  children 
(between  the  ages  of  15  and  21.  up  to  age  26  if 
a college  student),  as  well  as  employees.  An 
important  feature  of  this  expansion  is  that  each 
person  will  have  his  own  five  year  renewable 
and  convertible  term  policy,  and  it  is  not  neces- 
sary for  the  member  to  take  out  insurance  for 
himself  in  order  to  provide  coverage  for  a mem- 
ber of  his  family  or  an  employee.  This  added 
feature  enables  the  life  insurance  program  to 
serve  many  more  needs  of  our  members, 
especially  those  who  wish  to  provide  benefit 
programs  for  their  employees.  The  administra- 
tors are  E.  & W.  Blanksteen  Agency,  Inc. 

The  Nationwide  life  program  provides  each  in- 
sured person  with  a five  year  renewable  and 
convertible  term  policy  with  a guaranteed  con- 
version on  a non-medical  basis  to  permanent  life 
insurance  at  any  time.  The  program  now  pro- 
vides up  to  $150,000  of  coverage  for  members 
and  up  to  $50,000  of  coverage  for  spouse,  de- 
pendent children  and  employees.  All  coverage 
is  issued  in  the  form  of  convenient  units  of 
$10,000  with  waiver  of  premium  and  double 
indemnity  for  accidental  death  included  without 
premium  charge.  Since  inception  of  the  pro- 
gram. there  have  been  322  death  claims,  result- 
ing in  a total  pay-out  of  $3,496,900. 

As  a result  of  the  large  volume  of  insurance 
and  strong  participation  of  our  members  in  this 
program,  we  are  able  to  have  noncancellable 
term  life  insurance  at  a very  low  cost.  At  the 
present  time,  over  1.800  of  our  members  par- 
ticipate in  the  program  with  approximately 
$31,000,000  of  insurance  currently  in  force. 
This  plan  is  also  available  to  spouses,  children 


and  employees,  and  I 15  of  them  participate  in 
this  program. 

The  additional  $100,000  coverage  through  the 
Bankers  Life  Company  is  available  to  members 
whether  or  not  they  carry  insurance  under  the 
original  program.  This  will  make  possible  large 
amounts  of  insurance  without  the  necessity  of 
another  physical  examination  and  give  our 
members  even  greater  flexibility  in  establishing 
their  insurance  program.  The  net  cost  and 
structure  of  the  Bankers  Life  Program  is  quite 
similar  to  that  of  the  Nationwide  Life  Insur- 
ance Company  described  above. 

One  hundred  seventy-five  (175)  of  our  mem- 
bers have  so  far  applied  for  and  were  issued 
$7,112,500  of  insurance  protection  under  this 
new  plan. 

Six  Point,  High-Limit  Accident 
Insurance  Ptan 

Our  Six  Point,  High-Limit  Accident  Insurance 
Plan  with  the  Nationwide  Mutual  Insurance 
Company,  administered  by  E.  & W.  Blanksteen 
Agency.  Inc.,  provides  up  to  $200,000  for  acci- 
dental death  benefit  with  dismemberment  bene- 
fit. loss  of  sight,  exposure,  disappearance,  and 
even  a total  disability  feature,  at  less  than  the 
usual  cost  of  the  accidental  death  benefit  alone. 

Special  spouse  coverage  is  available  under  this 
policy  at  very  low  cost.  Seven  hundred  forty- 
five  (745)  of  our  members  participate  in  this 
program. 

Professionau  Corporations 

E.  & W.  Blanksteen  Agency.  Inc.,  our  adminis- 
trator for  the  Basic-Extended.  Long  Term  Pro- 
fessional Income  Protection  Plan,  Major  Ex- 
pense Plan.  Hospital-Money  Plan.  Six-Point 
High  Limit  Accident  Insurance  Plan.  Overhead 
Expense  Plan  and  Life  Insurance  Plan,  has  ad- 
vised that  all  the  programs  are  adaptable  for  use 
in  professional  corporations  with  necessary 
assignment  forms  available  upon  request. 

Recommendation 

That  the  E.  & W.  Blanksteen  Agency.  Inc.,  be 
continued  as  the  Official  Broker  for  MSNJ's 
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Accident  and  Health  Insurance,  Major  Expense 
Insurance,  Hospital-Money  Plan,  Life  Insur- 
ance, Six  Point  High-Limit  Accident  Insur- 
ance, and  Professional  Overhead  Expense  Plan. 

Approved  (page  Tr  133) 

Professional  Liability 

The  events  of  this  past  year  dealing  with  the 
professional  liability  program  have  been  re- 
counted in  a multiplicity  of  communications  to 
the  membership  and  consequently  need  no  dup- 
lication here. 

At  this  writing  4800  physicians  have  chosen 
to  purchase  their  professional  liability  insurance 
from  the  Medical  Inter-Insurance  Exchange  of 
New  Jersey.  That  company  is  soundly  financed 
and  well  staffed.  We  are  now  working  closely 
with  the  Exchange  and  the  New  Jersey  State 
Medical  Underwriters,  Inc.  to  develop  a formi- 
dable and  effective  claims’  review  and  defense 
system. 

Sound  management  concepts  and  some  innova- 
tive techniques  are  being  developed.  Coupled 
with  anticipated  legislative  reforms  and  a con- 
sistently increasing  physician  and  public  educa- 
tion effort,  we  are  hopeful  that  the  future  of  our 
professional  liability  program  will  reveal  a level- 
ing and  a departure  from  the  adverse  trending  of 
the  past. 

We  currently  are  awaiting  statistical  data  on 
rate  developments  for  the  next  policy  year.  Be- 
cause of  the  change  in  anniversary  dates  of  the 
policies,  it  is  impossible  to  present  rate  data 
for  the  February  1 , 1 978  issuance.  We  expect  to 
work  actively  on  that  problem  with  both  the 
Exchange  and  the  Underwriters  over  the  Spring 
and  Summer  and  will  report  to  the  members  of 
the  House  and  the  membership  in  the  Fall. 

A more  detailed  statistical  accounting  will  be 
contained  in  the  report  of  the  New  Jersey  State 
Medical  Underwriters,  Inc.,  which  is  also  before 
this  House  of  Delegates. 

Statewide  Blue  Cross/ 

Blue  Shield  Program 

The  Statewide  Blue  Cross/ Blue  Shield  program 


has  been  in  effect  since  1972  and  there  are  now 
almost  5,000  doctors  from  16  counties  partici- 
pating in  the  program.  The  coverage  is  also 
available  to  a doctor’s  full-time  employees,  if 
the  doctor  wishes  to  use  the  program  as  a fringe 
benefit  for  his  employees. 

The  program  provides  120-day  comprehensive 
Blue  Cross  coverage  and  a choice  of  the  500 
Series,  750  Series,  or  Prevailing  Fee  (UCR) 
Blue  Shield  schedules.  In  addition  to  these 
standard  benefits,  the  program  includes  the 
following  additional  benefits: 

1.  Unmarried  children  are  covered  until  the  end  of  the  year 
in  which  they  turn  age  23,  instead  of  age  19. 

2.  Coverage  under  the  program  may  be  continued  by  the 
surviving  spouse  and  dependent  children  of  a deceased  mem- 
ber. 

3.  The  full  semi-private  rate  is  paid  in  non-member  hos- 
pitals outside  New  Jersey,  instead  of  the  standard  $30  per 
day  payment. 

4.  There  is  120  days’  coverage  for  mental  conditions, 
tuberculosis,  alcoholism,  polio,  and  contagious  diseases, 
instead  of  the  standard  20  days. 

5.  The  program  provides  120  days  semi-private  care  per 
admission,  instead  of  120  days  per  benefit  year. 

The  program  is  administered  by  Donald  F. 
Smith  & Associates.  Coverage  is  available  to 
members  of  the  Society  without  regard  to  their 
previous  medical  history.  New  members  may 
join  within  two  months  of  becoming  a member 
and  present  members  may  join  during  one  of  the 
open  enrollment  periods  in  June  or  December. 
Coverage  will  become  effective  on  the  following 
July  1 and  January  1,  respectively. 

This  program  is  still  the  most  comprehensive 
method  of  providing  basic  health  care  insurance 
for  our  members  in  the  State  today. 

New  Blue  Cross/Blue  Shield  Group 
Major  Medical  Program 

The  new  group  major  medical  program  for  doc- 
tors became  available  on  January  1,  1977.  More 
than  1,400  doctors  and  their  families  became 
covered  on  that  date. 

This  new  program  is  designed  and  adminis- 
tered by  Donald  F.  Smith  & Associates.  It  is 
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truly  a group  insurance  program  and  offers 
many  of  the  advantages  which  were  formerly 
available  only  to  those  covered  under  employer- 
sponsored  plans.  Some  highlights  of  the  plan 
are: 

1.  The  maximum  payment  under  the  Plan  is  $50,000  per 
person  per  calendar  year,  except  for  out-of-hospital  treat- 
ment of  mental  conditions  which  is  limited  to  $1,000  per 
calendar  year.  There  are  unlimited  lifetime  benefits. 

2.  Physicians’  and  surgeons’  charges  are  covered  expenses. 

3.  Benefits  are  payable  when  covered  expenses  for  all  ill- 
nesses and  accidents  exceed  the  benefits  under  the  Medical 
Society’s  statewide  Blue  Cross/Blue  Shield  program,  plus  a 
cash  deductible  of  $100.  It  is  not  necessary  to  satisfy  a new 
cash  deductible  for  each  separate  accident  or  illness.  And, 
there  is  a maximum  of  two  deductibles  per  family  per  calen- 
dar year. 

4.  The  premium  rates  are  low  and  do  not  increase  with  age. 

5.  The  full  semi-private  hospital  room  and  board  rate  is  a 


covered  expense,  and  there  is  an  additional  allowance  for  a 
private  room. 

New  members  of  the  Society  will  be  able  to  join 
within  60  days  of  becoming  a member.  The  pro- 
gram will  be  available  only  to  present  members 
during  the  semi-annual  open  enrollment  periods 
in  June  and  December.  Coverage  will  become 
effective  on  the  following  July  1,  and  January 
I , respectively. 

Recommendation 

That  Donald  F.  Smith  and  Associates  be  con- 
tinued as  MSNJ's  Official  Broker  for  its  Blue 
Cross-Blue  Shield  Program  and  its  Blue  Cross- 
Blue  Shield  Group  Major  Medical  Program. 

Approved  (page  Tr  1 33) 

Filed  with  commendation  to  the  Chairman  (page  Tr  133) 


Medical  Education 

Arthur  Bernstein,  MLD.,  Chairman,  Maplewood 

(Reference  Committee  “D”) 


The  Committee  on  Medical  Education  now  has 
been  able  to  inspect  and  accredit  all  of  the  hos- 
pitals in  the  State  that  have  requested  this  ser- 
vice. Furthermore,  we  have  started  to  resurvey 
those  hospitals  who  had  one  or  two  year  accred- 
itations and  have  reevaluated  their  status.  As  a 
result  of  this  effort  there  are  very  few  areas  in 
the  State  where  accredited  programs  are  not 
being  held  on  a weekly  or  monthly  basis,  and  in 
many  hospitals  there  are  two,  three,  or  four 
accredited  programs  per  week. 

June  I.  1976,  saw  us  reach  our  deadline  for  the 
membership  to  achieve  150  hours  of  continuing 
medical  education  credit  over  a three-year 
period  in  order  to  retain  membership  in  The 
Medical  Society  of  New  Jersey.  Presently,  be- 
cause of  marked  delays  in  receiving  material 
from  the  AM  A due  to  computer  failure  the 
auditing  procedure  has  not  been  completed. 


As  of  February  1,  1977,  2,897  of  our  9,416 
members  are  not  accounted  for  as  yet.  We  are 
now  in  the  midst  of  confirming  by  direct  mail 
communication  the  status  of  these  physicians. 
LJnfortunately,  computer  breakdown  has 
caused  us  a very  marked  delay  in  implement- 
ing this  program  and  your  Committee  must 
apologize  to  the  entire  membership  for  this 
failure.  We  sincerely  hope  that  by  the  time  of 
the  Annual  Meeting  we  shall  have  a final  firm 
figure  which  will  be  authoritative. 

In  order  to  avoid  such  debacles  in  the  future, 
we  will  be  utilizing  our  own  computer  program 
which  will  make  it  much  easier  for  us  to  record 
each  physician's  attendance  as  we  go  along. 
Then  at  the  end  of  any  given  three-year  period 
we  will  have  all  of  the  information  we  need  at 
our  fingertips,  without  delays  and  communica- 
tion failures. 
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In  addition,  your  Committee  on  Medical  Edu- 
cation met  with  a representative  of  the  Aca- 
demy of  Family  Physicians  to  try  to  work  out 
a program  whereby  accreditation  of  a program 
by  the  Academy  of  Medicine  and/or  an  accred- 
ited hospital  program  also  would  receive  credit 
from  the  New  Jersey  Academy  of  Family  Phy- 
sicians. We  hope  that  it  will  come  to  fruition 
shortly,  thereby  avoiding  duplication  of  effort. 

Your  Committee  was  requested  by  Resolution 
#23  of  last  year's  House  of  Delegates  to  set  up 
a monitoring  system  of  fees  charged  for  pro- 
grams in  the  State  of  New  Jersey.  This  was  done 
and  we  will  investigate  any  of  those  that  seem 
to  be  out  of  line. 

The  Committee  on  Medical  Education  is  keep- 
ing a close  watch  on  the  new  accreditation  com- 
mittee that  is  being  set  up  by  the  AM  A called 
the  Liaison  Committee  on  Continuing  Medical 
Education,  which  is  a subcommittee  of  the  Co- 
ordinating Council  on  Medical  Education.  This 
will  consist  of  representatives  from  the  AMA, 
the  Association  of  American  Medical  Col- 
leges, American  Board  of  Medical  Specialties, 
American  Hospital  Association,  Council  of 
Medical  Specialty  Societies,  the  Federal  Gov- 


ernment, and  the  public.  The  various  state  med- 
ical societies  that  will  be  affected  by  this  new 
committee  are  attempting  to  form  a united 
group  in  order  to  secure  representation  of  the 
state  medical  societies  on  this  liaison  committee 
so  that  our  voices  will  be  heard.  This  is  still  in 
the  talking  stage. 

Your  Committee  has  maintained  strict  rules 
and  regulations  in  its  accreditation  of  hospitals 
and  their  programs.  There  has  been  a visible 
improvement  in  attendance,  attitude,  behavior, 
and  patient  care  in  the  accredited  hospitals. 
This  will  be  monitored  carefully  and  ultimately 
a report  on  the  actual  benefits  derived  will  be 
submitted. 

The  Chairman  wishes  to  thank  the  members  of 
the  Committee  for  their  diligence  in  attendance 
and  for  the  long  hours  spent  trying  to  unravel 
the  lists  of  people  who  truly  have  received  their 
credits  and  yet  are  not  on  the  AMA  lists.  They 
deserve  a “well  done”  from  the  entire  member- 
ship for  their  diligence  and  extra  work  in  order 
to  try  to  bring  this  task  to  a fruitful  conclusion. 

Filed,  with  commendation  to  the  chairman  and  members 
of  the  Committee  (page  Tr  1 34) 


Medical  Student  Loan  Fund 

William  Greifinger,  M.D.,  Chairman,  Newark 

(Reference  Committee  “B”) 


In  its  twenty  years  of  operation  the  Medical 
Student  Loan  Fund  has  granted  loans  totaling 
$492,144.35  including  $444.35  as  insurance 
payments,  bringing  the  net  loans  granted  to 
$491,700.00. 

To  date  the  Fund  has  issued  406  loans  to  251 
New  Jersey  medical  students.  One  hundred  and 
sixty-two  loans  have  been  repaid  in  full.  Seven- 
teen borrowers  are  presently  making  quarterly 
repayments  on  an  annual  basis. 


Forty-seven  requests  for  financial  assistance 
by  New  Jersey  medical  students  were  received 
during  the  1976-77  administrative  year,  and 
thirty-three  loans  in  the  amount  of  $1,500  each 
were  granted  for  a total  of  $49,500.  It  is  ex- 
pected that  this  trend  will  continue  for  some 
time. 

It  is  estimated  that  the  Fund  will  have  $43,000 
available  for  loans  for  the  1977-78  school  year 
to  accommodate  twenty-eight  students  at 


VOL.  74-NUMBER  7-JULY  1977 


Tr4I 


SI. 500  each.  Of  this  amount  $19,500  is  com- 
mitted to  thirteen  re-applicants.  $23,500  to 
sixteen  new  student  applications.  At  this  time 
we  have  ten  additional  eligible  applicants  that 
the  Medical  Student  Loan  Fund  cannot  con- 
sider for  financial  aid  for  the  fiscal  year  begin- 
ning June  1,  1977. 

This  report  does  not  reflect  all  the  anticipated 
applications  from  other  qualified  medical  stu- 
dents and  your  Committee  is  mindful  also  of 
the  ever-increasing  tuition  rates.  However,  at 
this  time,  it  does  not  feel  it  can  afford  to  in- 
crease the  $1 .500  yearly  loan  limit. 

Your  Committee  has  had  continued  encour- 
aging results  from  its  solicitation  of  past  loan 
recipients  now  serving  an  internship  or  resi- 
dency to  initiate  early  repayment  of  their  loans 
on  an  interest-free  basis.  This  year  fourteen 
loans  have  been  paid  in  full,  a total  of  $13,150. 
The  financial  activities  of  the  Fund  during  the 
year  are  included  in  the  report  of  the  Treasurer. 

Your  Committee  warmly  commends  Mr.  Lam- 
bert and  Mr.  Squreck  for  their  consistently 
efficient  administrative  assistance. 


Present  Location  of  Recipients  of  Loans 


The  1 12  graduates  are  located  as  follows: 

Interns—  1 in  New  Jersey  and  10  out-of-state 
Residents—  1 1 in  New  Jersey  and  41  out-of-state 
Armed  Service  — 4 Army  of  the  United  States, 

3  United  States  Navy,  and 
1 United  States  Air  Force 
Private  Practice  — 

2 Arizona 
1 Connecticut 
1 Massachusetts 

4 New  York 

5 Pennsylvania 
1 Texas 

1 Washington,  D.C. 

Students  presently  in  medical  school  — 19  seniors, 
13  juniors,  and  2 fifth  channel 
Current  student  loans  outstanding 
Medical  students  paid  in  full  (162  loans) 

Total  New  Jersey  medical  students 
(as  listed  earlier) 


3 California 
2 Florida 
15  New  Jersey 

1 Ohio 

2 South  Carolina 

3 Virginia 


11 

52 


41 

34 

146 

105 

251 


Contributions 

The  Committee  is  grateful  to  the  many  con- 
tributors to  the  Fund,  and  takes  this  occasion 
to  acknowledge  their  support.  A list  of  Con- 
tributors since  the  last  report  follows: 


( 1 )  General  Fund: 


The  Medical  Society  of  New  Jersey,  Board  of  Trustees; 
MSNJ's  Auxiliary  Executive  Board;  MSNJ's  Auxiliary 
Fellowettes;  County  Medical  Societies:  Burlington.  Cape 
May,  Mercer,  Passaic,  and  Warren;  County  Auxiliaries: 
Atlantic,  Bergen,  Burlington.  Camden,  Cape  May,  Essex, 
Gloucester,  Hudson.  Mercer,  Middlesex.  Passaic,  Union, 
and  Warren;  American  College  of  Obstetricians  and  Gyne- 
cologists, Dr.  and  Mrs.  Alexander  Bertland,  Dr.  and  Mrs. 
James  Brennan,  “The  Becks,"  Goldie  Beck.  Dr.  and  Mrs. 
Robert  Cornwell.  Mr.  Henry  F.  Decker.  Mrs.  Don  A. 
Epler.  Dr.  and  Mrs.  David  Eckstein.  Dr.  and  Mrs.  Philip 
Fiscella,  Mr.  and  Mrs.  K.  M.  Guthrie,  Dr.  and  Mrs.  Elmer 
L.  Grimes,  Dr.  and  Mrs.  Clifford  Gorden  and  Family,  Mrs. 
J.  Goldberg,  Dr.  and  Mrs.  Arthur  F.  Gross,  Dr.  and  Mrs. 
John  A.  Ianacone,  Dr.  and  Mrs.  Joseph  R.  Jehl,  Dr.  and 
Mrs.  John  F.  Kustrup.  Dr.  and  Mrs.  Samuel  J.  Lloyd.  Mrs. 
Helen  B.  Lifland.  Dr.  and  Mrs.  Nicholas  E.  Marchione, 
Mrs.  Carl  Maxwell,  Dr.  and  Mrs.  Edward  McCartin,  Mrs. 
Marcella  Mulligan.  Mr.  and  Mrs.  G.  Musaria,  N.J. 
Optometric  Association,  Dr.  and  Mrs.  Paul  H.  Pettit.  Dr. 
and  Mrs.  Joseph  Scarano,  Dr.  and  Mrs.  J.  Scillieri,  Dr. 
and  Mrs.  A.  Semet  and  Family,  Charlotte  Semet,  Harriet 
Schwartz,  Mrs.  Mildred  Tarchiani.  Dr.  and  Mrs.  Irving 
Weiss,  Edward  A.  Wolfson  Family,  Yardley-Makefield 
Lions  Club. 


(2)  In  Memory  Of: 


Abraham  H.  Apter,  M.D..  Sotiris  A.  Athans,  M.D..  John 
J.  Bedrick,  M.D.,  Ugo  Boccaletti,  M.D..  Joseph  J.  Bono, 
M.D.,  Luther  S.  Bradley,  M.D..  Mrs.  Alton  E.  Bythewood, 
Alfred  J.  D' Agostini,  M.D.,  Henry  B Decker,  M.D., 
William  B Farran.  Paul  J.  Finegan,  M.D.,  Mrs.  Barbara 
Fitts,  Mrs.  John  Fitzgerald.  Frank  S.  Forte.  M.D.,  Frank 
A.  Frankovic,  Robert  Y.  Garrett.  Jr.,  Augustus  G.  Goetz, 
Albert  S.  Harden,  M.D.,  Vincent  Halbert,  Dr.  Emmett 
Hay,  Gerhard  R.  Hirschfield.  M.D.,  Alexander  A.  Intro- 
caso,  M.D..  Eleanor  Ivers.  Walter  L.  Jordan,  M.D..  Ralph 
Jungali.  Dorothy  Klughaupt,  M.D..  Ruth  S.  Knott.  Frank 
Kren,  M.D..  Steven  Girard  Lax,  Albert  T.  Lemay,  M.D., 
David  B.  Levine.  M.D..  Mrs.  Caroline  Litz,  Dr.  J.  Francis 
Mahoney,  Louis  Markowitz,  M.D..  Lawrence  P.  Marron, 
Mrs.  Katherine  McGuigan.  John  J.  McGuire.  M.D., 
Walter  Miller,  William  Missonellie.  M.D..  Harry  A. 
Moscoe.  M.D..  Dr.  Rade  R.  Musulin,  James  E.  Neri,  Dr. 
Irving  Okin,  Mrs.  Felomenna  Oltremare,  John  H.  Reiners, 
Jr.,  Eugene  V.  Robertson,  M.D.,  Wilbert  Sachs,  M.D., 
Michael  Silver.  M.D.,  Irving  Solomon.  Jack  Wagenbren- 
ner,  Marc  J.  Wallace.  M.D..  Jacob  Warren.  M.D..  John  L. 
Wikoff.  M.D..  Walter  M.  Winters.  M.D..  David  Wolfson. 


(3)  In  Honor  Of: 


The  Medical  Society  of  New  Jersey.  Board  of  Trustees; 
Jerome  Bellet,  M.D.,  Thomas  Cavaliere.  Dr.  Harvey 
Cohen.  Dr.  Jane  Colfay,  Mrs.  Frank  Doggett.  Jr..  Dr.  E. 
Eisenstein,  Matthew  C.  Kartch.  M.D.,  Dr.  Joseph  Mayner. 
Herbert  Rosenthal.  M.D.,  S.  Sanders.  M.D.,  Bernard 
Simon,  M.D..  Mr.  and  Mrs.  Louis  Stark.  Robert  Steinfeld. 
M.D.,  Mrs.  Lucius  Tarchiani.  Abraham  Topchik,  M.D.. 
Irving  Weiss.  M.D..  MSNJ's  Auxiliar\  Executive  Board, 
Past  Presidents. 
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Distribution  of  Loans 


County  of 

1976-77 

Residence 

Medical  School 

Students 

1975-76 

March  31,1 f 

Atlantic 

Hahnemann 

3 

$ 3,000 

N.J.  Medical 

1 

1,000 

Pittsburgh 

I 

2,000 

Temple 

1 

1,000 

Tufts 

1 

4,000 

Bergen 

Albert  Einstein 

1 

1,500 

$ 1,500 

Boston 

1 

1,000 

Creighton 

1 

1,000 

Hahnemann 

3 

5,000 

Jefferson 

3 

6,000 

1,500 

Loyola-Stritch 

1 

3,000 

Med.  Coll.  Pa. 

1 

3,000 

N.J.  Medical 

10 

14,000 

1,500 

N.Y.  Medical 

3 

5,500 

Rutgers 

2 

1,500 

1,500 

St.  Louis 

2 

3,000 

Tufts 

1 

3,000 

U.  of  Pa. 

1 

1,500 

1,500 

Burlington 

Duke 

1 

4,000 

Georgetown 

1 

1,500 

1,500 

Hahnemann 

2 

2,500 

1,500 

Jefferson 

3 

9,500 

Med.  Coll.  Pa. 

I 

1,500 

Camden 

Albert  Einstein 

1 

1,500 

Hahnemann 

5 

8,000 

1,500 

Jefferson 

3 

6,500 

Michigan 

I 

2,000 

N.J.  Medical 

2 

2,700 

Temple 

5 

7,500 

Tufts 

1 

1,500 

1,500 

Cumberland 

Jefferson 

1 

2,000 

Essex 

Albany 

1 

4,000 

Bern 

1 

2,000 

Creighton 

2 

3,000 

3,000 

Duke 

1 

2,000 

Emory 

1 

1,500 

Georgetown 

3 

4,000 

Hahnemann 

4 

9,500 

Howard 

1 

300 

Jefferson 

1 

3,000 

N.J.  Medical 

24 

48,900 

3,000 

N.Y.  Medical 

2 

2,000 

Stanford 

1 

3,000 

St.  Louis 

1 

500 

Temple 

1 

1,000 

Tufts 

2 

1,500 

3,000 

Wisconsin 

1 

1,500 

Gloucester 

Hahnemann 

1 

1,000 

Temple 

1 

2,000 

Virginia  U. 

1 

1,000 

Hudson 

Boston 

1 

3,000 

CMDNJ  5th  Channel 

1 

1,500 

Georgetown 

1 

1,000 

George  Washington 

1 

3,000 

Hahnemann 

1 

1,500 

Harvard 

I 

1,000 
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Howard 

1 

400 

Med.  Coll.  Pa. 

1 

1,500 

N.J.  Medical 

22 

37,650 

N.Y.  Medical 

1 

1,000 

Pittsburgh 

1 

3,000 

St.  Louis 

1 

2,000 

Hunterdon 

Hahnemann 

1 

1.500 

1.500 

Rutgers 

1 

1,500 

Mercer 

CMDNJ  5th  Channel 

2 

3.000 

Georgetown 

2 

4.500 

Hahnemann 

4 

6.000 

1,500 

Howard 

1 

1,000 

Johns  Hopkins 

1 

1,000 

Louisville  U. 

I 

4.500 

Meharry 

1 

250 

Mississippi 

1 

3,000 

N.J.  Medical 

5 

9,500 

N.Y.  Medical 

1 

1.500 

Pennsylvania  U. 

1 

1.000 

Rutgers 

1 

1.500 

St.  Louis 

1 

700 

Tufts 

1 

3,000 

Wisconsin 

1 

1.500 

Middlesex 

Georgetown 

2 

1,500 

1.500 

Hahnemann 

1 

4,000 

Loyola-Stritch 

1 

1,500 

N.J.  Medical 

2 

3,000 

N.Y.  Medical 

2 

4,500 

Rutgers 

1 

3,000 

Wisconsin 

' 1 

1,500 

Monmouth 

Albert  Einstein 

1 

1,500 

Bowman  Gray 

1 

1,500 

Columbia 

1 

2,000 

Duke 

1 

3,000 

Georgetown 

1 

1,000 

Hahnemann 

1 

1,500 

Jefferson 

2 

6,000 

Loyola-Stritch 

1 

4.500 

Marquette 

2 

3,500 

Med.  Coll.  Pa. 

I 

1,500 

N.J.  Medical 

3 

10,000 

N.Y.  Medical 

1 

4,000 

Temple 

1 

2,000 

Up-State  N.Y. 

1 

1,000 

Morris 

Albany 

1 

1.500 

Case  Western 

1 

1,000 

Dartmouth 

1 

1,000 

Duke 

1 

1,000 

George  Washington 

1 

1.500 

Loyola-Stritch 

1 

1,500 

Michigan 

I 

1.500 

N.J.  Medical 

3 

7,500 

Tufts 

1 

1,500 

Ocean 

Med.  Coll.  Pa. 

1 

3.000 

Rutgers 

1 

3.000 

SUNY-Downstate 

1 

1.500 

Tufts 

1 

3,000 

Passaic 

Jefferson 

1 

3,000 

N.Y.  Medical 

2 

1.000 

1,500 

Wisconsin 

2 

3.000 
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Salem 

Duke 

Jefferson 

Somerset 

Georgetown 
N.Y.  Medical 
Temple 

Western  Reserve 

Union 

CMDNJ  5th  Channel 

Florida 

Georgetown 

Hahnemann 

Jefferson 

N.J.  Medical 

N.Y.  University 

Wisconsin 

18  Counties 

40  Medical  Schools 

Total  loans  granted  3/31/77 

1 

1,500 

1 

3,000 

1 

1,000 

1 

2,000 

1 

3,000 

1 

1,000 

1 

1,500 

1 

1,000 

2 

3,000 

1,500 

3 

4,000 

1,500 

3 

4,500 

3,000 

12 

20,800 

2 

4,500 

1 

3,000 

251 

$442,200 

$ 49,500 

$491,700 


Recommendations 

(a)  That  the  House  of  Delegates  concur  in  the 
recommendation  of  the  Finance  and  Budget 
Committee  — approving  a budget  appropriation 
of  six  thousand  dollars  in  lieu  of  a special  per 
capita  assessment  for  1977-78  in  support  of 
the  Medical  Student  Loan  Fund. 

Approved  ( page  Tr  130) 

(b)  That  the  MSNJ  membership  be  urged  to 


continue  their  active  support  by  sending  con- 
tributions to  the  Fund. 

Approved  ( page  Tr  1 30) 

(c)  That  The  Medical  Society  of  New  Jersey 
Auxiliary  be  requested  to  make  the  Fund  its 
number  one  project  next  year. 

Approved  ( page  Tr  130) 

Filed  (page  Tr  130) 


Publication 

Daniel  B.  Roth,  M.D.,  Chairman,  Teaneck 

(Reference  Committee  “B”) 


The  communication  needs  of  our  members  and 
our  Society  are  being  met  by  an  increasingly 
larger  Journal.  The  total  number  of  pages  in- 
cluded in  the  past  year  represents  the  addition 
of  an  entire  issue  when  compared  with  the  page 
count  of  only  a few  years  ago. 

The  Journal  continues  to  receive  large  numbers 
of  manuscripts  of  variable  quality— some  excel- 
lently written,  but  some  less  eloquent.  The 
Manuscript  Review  Board  has  done  a superb 


job  of  reviewing  the  material  so  that  our  coveted 
pages  are  getting  the  best  use.  Book  reviewers 
are  to  be  commended  for  their  contribution  to 
The  Journal.  The  participation  in  our  publica- 
tion of  these  two  groups  means  that  it  is  truly  a 
product  in  which  many  of  the  Society’s  mem- 
bers are  involved. 

The  most  troublesome  task  facing  The  Journal 
continues  to  be  the  management  of  finances. 
Two  factors  should  enable  the  increasing  adver- 
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tising  revenues  to  match  increasing  production 
costs  in  the  forthcoming  fiscal  year— lighter 
weight  inside  paper  stock  will  minimize  spiral- 
ing paper  mill  costs  and  the  use  of  economical 
web  presses  will  lower  presswork  charges. 

We  would  like  to  call  attention  to  the  recogni- 
tion given  to  The  Journal  of  The  Medical  Socie- 
ty of  New  Jersey,  in  preliminary  commentary 
by  the  faculty  of  the  recent  Sandoz  Medical 
Journalism  Workshop,  as  one  of  the  three  best 


state  society  journals  with  circulations  over 
3,000.  Final  judgment  in  the  Sandoz  Awards 
will  be  announced  later  this  year. 

Special  commendation  goes  to  Dr.  Arthur 
Krosnick  for  the  increasingly  excellent  quality 
of  our  publication.  Acknowledgment  is  made 
also  to  the  assistant  editor,  the  advertising 
manager,  and  their  associates. 

Filed  (page  Tr  131) 


Revision  of  Constitution  and  Bylaws 

Hillel  M.  Ben- Asher,  M.D.,  C hairman,  Morristown 

(Reference  Committee  on  Constitution  and  Bylaws) 


Proposed  Constitution  of  the 
Medical  Society  of  New  Jersey 

Article  I — Title 

The  name  of  this  organization  is  the  “Medical 
Society  of  New  Jersey.” 

Article  II  — Purposes 

The  purposes  of  this  Society  are  to  promote  the 
betterment  of  the  public  health  and  the  science 
and  art  of  medicine,  to  enlighten  public  opinion 
in  regard  to  the  problems  of  medicine,  and  to 
safeguard  the  rights  of  the  practitioners  of 
medicine. 

Article  III  — Component  Societies 

County  medical  societies  that  hold  charters 
from  this  Society  shall  be  known  and  referred 
to  as  component  societies.  There  shall  be  no 
more  than  one  component  society  in  any  county 
of  this  State. 

Article  IV  — Members 

This  Society  is  composed  of  individual  members 
of  component  societies  who  are  entitled  to  full 
privileges  and  others  as  provided  in  the  Bylaws. 


Article  V — House  of  Delegates 

The  House  of  Delegates  shall  be  the  legislative 
and  policy-making  body  of  this  Society  and 
shall  consist  of  Fellows,  Officers,  and  Delegates 
as  prescribed  in  the  Bylaws. 

Article  VI  — General  Officers 

The  general  officers  of  this  Society  shall  be  the 
elected  officers  and  elected  trustees  as  defined  in 
the  Bylaws.  Their  terms  of  office  and  qualifica- 
tions shall  be  provided  in  the  Bylaws. 

Article  VII  — Trustees 

The  Board  of  Trustees  is  composed  of  those 
elected  officers  so  designated  in  the  Bylaws 
and  the  elected  trustees,  and  shall  constitute 
the  executive  body  of  the  Society  at  such  times 
as  the  House  of  Delegates  is  not  in  session.  Its 
duties  are  those  prescribed  by  law  governing 
trustees  of  corporations  and  as  may  be  pre- 
scribed in  the  Bylaws. 

Article  V III  — Sections 

The  House  of  Delegates  or  the  Board  of  Trust- 
ees may  provide  for  the  division  of  the  scientific 
work  of  this  Society  into  sections  whenever  the 
necessity  therefor  arises. 
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Article  IX  — Meetings 

The  House  of  Delegates  and  the  Scientific  Sec- 
tions shall  meet  at  least  annually  and  at  such 
other  times  as  are  deemed  necessary  by  the 
House  or  the  Board  of  Trustees  as  provided  in 
the  Bylaws. 

Article  X — Funds,  Dues,  and  Assessments 

Funds  shall  be  raised  by  dues  and  assessments 
on  the  membership  as  approved  by  the  House  of 
Delegates  as  provided  in  the  Bylaws. 

Article  XI  — Councils  and  Committees 

Councils  and  Committees  shall  be  established 
by  the  House  of  Delegates  or  the  Board  of 
Trustees  as  provided  in  the  Bylaws. 

Article  XII  — Amendments  to  the  Constitution 

This  Constitution  may  be  amended  in  the  fol- 
lowing manner: 

1.  Submission  in  writing  of  an  amendment  pro- 
posed by  the  Board  of  Trustees,  by  the  Judicial 
Council,  or  by  a component  society  to  the 
Secretary  of  this  Society  not  later  than  Decem- 
ber 31  of  the  year  prior  to  the  Annual  Meet- 
ing. 

2.  Transmission  by  the  Secretary  of  the  pro- 
posed amendment  within  ten  (10)  days  to  the 
Standing  Committee  on  Revision  of  Constitu- 
tion and  Bylaws  and  to  each  component  society. 

3.  Publication  of  the  proposed  amendment  in 
The  Journal  at  least  sixty  (60)  days  before  said 
meeting. 

4.  Submission  of  the  report  of  the  Standing 
Committee  on  Revision  of  Constitution  and  By- 
laws concerning  the  proposed  amendment  at 
the  first  session  of  the  House  of  Delegates  and 
referral  to  the  appropriate  reference  com- 
mittee for  hearing  and  study. 

5.  Report  of  the  reference  committee  to  the 
final  session  of  the  House  of  Delegates  for 
appropriate  action. 


6.  Acceptance  by  a two-thirds  (2/3)  vote  of  the 
House  of  Delegates  present  and  voting  at  that 
final  session. 

Adopted  (page  Tr  1 27) 


Bylaws 

Chapter  I — Membership 
Section  1 — Composition 

(a)  This  Society  shall  be  composed  of  Fellows. 
Officers.  Delegates,  members,  and  associate 
members  of  component  societies  in  good 
standing,  and  emeritus  members.  Honorar\ 
members  may  be  elected,  but  they  shall  not  be 
members  of  the  corporate  body.  Affiliate  mem- 
bership may  be  granted  but  recipients  may 
neither  vote  nor  hold  office. 

(b)  — Fellows 

The  Fellows  are  the  Past-Presidents  of  this 
Society. 

Any  member  of  this  Society,  not  already  a Fel- 
low. who  is  elected  President  of  the  American 
Medical  Association,  shall,  at  the  completion 
of  his  term,  become  a Fellow  of  this  Society. 

(Sole:  The  "immediate  past-president"  is  that  living  past- 
president  between  whom  and  the  president  no  succeeding 
living  past-president  intervenes.) 

(c)  — Officers 

The  Officers  shall  be  a President,  a President- 
Elect.  a First  Vice-President,  a Second  Vice- 
President.  a Secretary,  a Treasurer,  the  elected 
members  of  the  Board  of  Trustees,  and  the 
Judicial  Councilors. 

(d)  — Members  of  Component  Societies 

All  members  of  component  societies  in  good 
standing  are  hereby  constituted  members  of  this 
Society  and  are  entitled  to  full  privileges. 

Associate  members  of  component  societies  in 
good  standing  are  hereby  constituted  associate 
members  of  this  Society,  but  they  may  not  vote 
or  hold  office. 
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(e)  — Emeritus  Members 


Section  2 — List  of  Members 


Emeritus  members  shall  be  physicians  who  have 
been  members  in  good  standing  of  a component 
society  and  who  by  reason  of  age  or  infirmity 
have  retired  from  the  active  practice  of  medi- 
cine; or  members  of  this  Society  who  have  been 
disabled  by  reason  of  military  service.  Nomina- 
tion shall  be  submitted  by  the  component  so- 
cieties and  emeritus  membership  shall  be  con- 
ferred by  a majority  vote  of  the  House  of  Dele- 
gates. Emeritus  members  shall  have  all  the 
privileges  of  membership  except  the  right  to 
vote  and  hold  office,  and  their  respective  com- 
ponent societies  shall  not  be  assessed  for  such 
members  provided  they  are  carried  as  emeritus 
members  in  said  component  societies.  Emeritus 
members  shall  not  be  included  in  the  member- 
ship of  a component  society  when  computing 
the  number  of  delegates  to  which  such  society 
is  entitled.  Active  practice  shall  be  deter- 
mined by  policy  decision  of  the  Board  of  Trust- 
ees or  the  House  of  Delegates. 

(0  — Honorary  Members 

Anypersons  other  than  members  of  the  Medical 
Society  of  New  Jersey  may  be  nominated  by  the 
Board  of  Trustees  for  election  as  Honorary 
Members.  Nominees  shall  be  elected  by  a two- 
thirds  (2/3)  vote  of  the  House  of  Delegates  dur- 
ing any  session.  Honorary  members  shall  not  be 
members  of  the  corporate  body  and  at  no  time 
may  the  number  of  living  honorary  members  ex- 
ceed twenty-five  (25). 

(g)  — Affiliate  Members 

Affiliate  members  shall  be  physicians  who  have 
been  active  members  for  at  least  five  consecu- 
tive years  but  who  no  longer  practice  in  New 
Jersey.  Applications  for  affiliate  membership 
shall  be  directed,  through  the  component  med- 
ical society,  to  the  Standing  Committee  on 
Medical  Defense  and  Insurance  of  the  Medical 
Society  of  New  Jersey  for  consideration  and  ac- 
tion. Affiliate  members  shall  be  eligible  to  con- 
tinue all  insurance  coverages  offered  by  the 
Societv  The  dues  for  affiliate  members  shall 
be  established  by  the  House  of  Delegates  on 
recommendation  of  the  Committee  on  Finance 
and  Budget. 


(a)  The  term  member  or  membership  unless 
otherwise  qualified  shall  refer  to  those  mem- 
bers having  full  privileges,  including  the  right 
to  vote  and  hold  office. 

(b)  Five  (5)  days  before  the  first  of  March  the 
treasurer  of  each  component  society  shall  for- 
ward to  the  Treasurer  of  this  Society  a complete 
list,  with  names  and  addresses,  of  all  paid  up 
and  exempt  members  in  good  standing  in  this 
Society,  at  the  same  time  remitting  the  assess- 
ment covering  such,  membership. 

Not  later  than  the  first  day  of  March  in  each 
year,  the  secretary  of  each  component  society 
shall  send  to  the  Secretary  of  this  Society  a cur- 
rent list  of  associate,  emeritus,  and  honorary 
members;  members  elected,  deceased,  and  those 
who  have  resigned  or  moved  from  the  county 
since  the  last  report  was  submitted.  Where 
members  have  transferred  or  have  been  re- 
ceived on  transfer,  the  name  of  the  county  or 
state  society  to  or  from  which  they  have  trans- 
ferred must  be  given. 

Immediately  after  December  31  of  each  year, 
the  Secretary  of  this  Society  shall  notify  each 
component  society  of  the  number  of  delegates  to 
which  it  is  entitled  during  the  next  succeeding 
year  in  the  House  of  Delegates,  based  on  the 
number  of  active  members  recorded  in  the  office 
of  the  Secretary  on  that  date.  Associate  mem- 
bership shall  not  be  included  in  such  computa- 
tion. 

Not  later  than  the  first  day  of  April  in  each 
year,  the  secretary  of  each  component  society 
shall  send  to  the  Secretary  of  this  Society  a 
complete  list  of  the  delegates  and  alternate  dele- 
gates to  this  Society,  together  with  the  names  of 
the  delegate  and  alternate  delegate  to  the 
Nominating  Committee. 

(c)  — Ineligibility 

No  person  w ho  is  under  sentence  of  suspension 
or  expulsion  from  any  component  society,  or 
whose  name  has  been  dropped  from  its  roster, 
shall  be  entitled  to  any  of  the  rights  or  privileges 
of  this  Society  until  relieved  of  such  disability. 
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(d)  — Rules  of  Conduct 

The  “Principles  of  Medical  Ethics”  adopted  by 
the  American  Medical  Association  shall  govern 
the  conduct  of  members  in  all  categories  of  the 
Medical  Society  of  New  Jersey  in  their  relations 
to  each  other  and  to  the  public. 

Chapter  II  — Meetings 
Section  1 — Delegates 

Delegates  shall  be  chosen  by  and  from  the  com- 
ponent societies,  and  shall  be  members  of  this 
Society  and  of  the  House  of  Delegates  for  the 
period  of  time  for  which  they  are  elected,  sub- 
ject to  continuance  of  good  standing  in  their 
respective  component  society,  and  further  sub- 
ject to  their  respective  component  society’s  con- 
tinuing in  good  standing  in  this  Society. 

(a)  — Apportionment  and  Election 

Unless  otherwise  stipulated  by  the  House  of 
Delegates,  each  component  society  shall  be  en- 
titled to  such  delegate  apportionment  as  equit- 
ably and  proportionately  determined  by  the 
Secretary  of  the  Medical  Society  of  New  Jer- 
sey in  the  interest  of  maintaining  the  total  mem- 
bership of  the  House  so  that  it  does  not  exceed 
four  hundred  (400)  members,  to  be  elected  at 
any  meeting  prior  to  March  31  by  a majority 
ballot  of  the  members  present.  The  term  of 
office  of  each  delegate  shall  be  for  three  (3) 
administrative  years  and  shall  begin  on  April 
first  next  following  his  election.  Each  com- 
ponent society  shall  be  entitled  to  at  least  three 
(3)  delegates. 

(b)  — Reapportionment 

In  the  event  of  geographic  subdivision  of  any  of 
the  existing  counties  of  New  Jersey,  and  the 
creation  of  an  additional  component  society,  the 
delegates  from  the  old  and  the  new  component 
societies  shall  be  apportioned  on  the  basis  above 
provided. 

(c)  — Delinquency 

In  the  event  that  a component  society  becomes 
delinquent  to  this  Society,  its  entire  delega- 
tion shall  lose  its  status  for  the  period  of  such 
delinquency. 


(d)  — Vacancy 

A vacancy  shall  exist  in  the  delegation  of  any 
component  society  whenever  one  (1)  of  its  dele- 
gates ceases  to  be  in  good  standing,  or  neglects 
to  attend  a majority  of  the  sessions  of  the  House 
of  Delegates  at  two  (2)  consecutive  meetings 
(annual  or  special).  When  such  a vacancy 
occurs,  the  component  society  shall  fill  the  un- 
expired term. 

(e)  — Alternates 

Each  component  society  shall  elect,  at  any 
meeting  prior  to  March  31  of  the  fiscal  year, 
alternate  delegates  in  number  equal  to  the  num- 
ber of  regular  delegates.  A regular  delegate, 
if  unable  to  attend  any  meeting  of  the  House  of 
Delegates,  shall  so  inform  the  secretary  of  his 
component  society  who  shall  arrange  the  assign- 
ment of  the  delegate’s  credentials  to  an  alter- 
nate. An  alternate,  when  serving,  shall  have  all 
the  rights  and  privileges  of  a regular  delegate. 

A regular  delegate,  if  unable  to  attend  a ses- 
sion of  any  meeting  of  the  House  of  Delegates, 
may  inform  the  secretary  of  his  component 
society  who  shall  arrange  the  assignment  of  the 
delegate’s  credentials  to  an  alternate.  An  alter- 
nate, when  registered  and  seated  in  the  House  of 
Delegates  shall  retain  his  seat  during  the  re- 
mainder of  the  meeting. 

Section  2 — House  of  Delegates  — Meetings 

(a)  — Composition 

The  House  of  Delegates  shall  be  the  legislative 
body  of  this  Society,  and  shall  consist  of  the 
Fellows,  Officers,  and  Delegates. 

(b)  — Speaker  and  Vice-Speaker 

The  President  shall  have  the  power  to  appoint  a 
Speaker  of  the  House  of  Delegates  at  each 
annual  meeting.  The  Speaker  shall  be  a member 
of  this  Society,  and  his  sole  duty  shall  be  to  pre- 
side at  the  sessions  of  the  House  of  Delegates. 
He  shall  not  have  the  power  to  appoint  com- 
mittees. 

The  President  shall  also  have  the  power  to 
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appoint  a Vice-Speaker  of  the  House  of  Dele- 
gates at  each  annual  meeting.  The  Vice-Speak- 
er shall  be  a member  of  this  Society,  and  his 
duty  shall  be  to  assist  the  Speaker  in  presiding 
at  the  sessions  of  the  House  of  Delegates.  He 
shall  not  have  the  power  to  appoint  committees. 

(c)  The  House  of  Delegates  shall  meet  on  the 
first  day  of  the  annual  meeting  of  this  Society, 
but  may  meet  in  advance  of  or  after  adjourn- 
ment of  the  annual  meeting.  Sessions  may  be 
adjourned  from  time  to  time,  as  may  be  neces- 
sary, but  shall  be  so  arranged  as  not  to  conflict 
with  the  general  sessions  and  section  meetings. 
Unless  otherwise  ordered  by  the  House  of  Dele- 
gates, all  its  sessions  shall  be  in  closed  ses- 
sion. Closed  session  shall  include  Officers,  dele- 
gates, registered  members,  and  guests  invited 
by  the  Chair. 

(d)  The  annual  meeting  of  the  House  of  Dele- 
gates shall  consist  ordinarily  of  three  (3)  ses- 
sions. Except  as  otherwise  provided,  the  princi- 
pal business  of  these  sessions  shall  be:  First 
Session:  presentation  of  annual  reports,  intro- 
duction of  resolutions,  introduction  of  new  busi- 
ness, and  assignment  of  same  to  reference  com- 
mittees; Second  Session:  report  of  Nominating 
Committee  and  election;  Third  Session:  presen- 
tation of  and  action  upon  reports  of  reference 
committees,  unfinished  business,  and  inaugura- 
tion of  newly  elected  Officers. 

(e)  Consent  of  two-thirds  (2/3)  of  the  delegates 
present  and  voting  shall  be  required  for  the  in- 
troduction of  new  business  at  the  last  session  of 
the  House  of  Delegates  during  the  annual  meet- 
ing, except  when  presented  by  the  Board  of 
Trustees  or  the  Committee  on  Finance  and  Bud- 
get. All  new  business  so  presented  shall  require 
a three-fourths  (3/4)  affirmative  vote  of  the 
delegates  present  and  voting  for  adoption  of 
new  business  so  presented. 

(0  — Credentials 

Each  delegate  shall  present  to  the  Reference 
Committee  on  Credentials  a certificate  bearing 
the  Seal  of  this  Society  and  the  signature  of  its 
Secretary.  A delegate  will  not  be  permitted  to 
register  or  sit  as  a member  of  the  House  of 


Delegates:  (1)  without  such  certificate,  (2)  if 
his  assessment  has  not  been  paid,  or  (3)  if  his 
component  society  has  not  paid  its  annual  per 
capita  assessment. 

(g)  — Quorum 

A quorum  shall  consist  of  at  least  ten  per  cent 
(10%)  of  the  membership  of  the  House  of  Dele- 
gates representing  at  least  ten  per  cent  (10%) 
of  the  delegation  of  each  of  seven  (7)  component 
societies. 

(h)  — Voice,  Vote,  and  Discussion 

(1)  Only  members  of  the  House  of  Delegates 
shall  have  the  right  of  vote.  The  privilege  of 
voice  may  be  extended  by  the  House  at  its  dis- 
cretion, to  other  members  and  guests. 

(2)  The  presiding  officer,  with  the  consent  of 
the  House  of  Delegates,  shall  be  empowered  to 
limit  discussion. 

(i)  — Authority 

The  House  of  Delegates  shall  have  the  power  to: 

Prescribe  the  duties  of  its  Officers  and  its  mem- 
bers, fix  their  compensation,  if  any; 

Assess  from  time  to  time  an  annuity  upon  the 
component  societies  in  the  ratio  of  their 
membership  respectively; 

Adopt  such  rules  and  regulations  for  the  due 
management  of  this  Society  and  the  several 
component  societies  as  may  be  deemed  neces- 
sary; 

Issue  charters  to  county  societies  applying  for 
affiliation  with  this  Society; 

Revoke  the  charter  of  any  component  society 
whose  actions  are  in  conflict  with  the  letter 
of  spirit  of  the  Constitution  and  Bylaws,  upon 
the  recommendation  of  the  Judicial  Council. 

Chapter  III  — Board  of  Trustees 

(a)  The  Board  of  Trustees  shall  be  the  execu- 
tive body,  and  shall  be  composed  of  the  Im- 
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mediate  Past-President,  President,  President- 
Elect,  two  (2)  Vice-Presidents,  Secretary,  and 
Treasurer  (by  virtue  of  their  offices),  and 
elected  Trustees— at  least  two  (2)  from  each 
judicial  district  for  a membership  up  to  one 
thousand  (1,000);  each  judicial  district  shall  be 
entitled  to  one  (1)  additional  Trustee  for  each 
additional  one  thousand  (1,000)  members,  or 
major  fraction  thereof,  computed  as  of  Decem- 
ber 31. 

(b)  — Organization 

At  the  first  meeting  of  the  Board  of  Trustees 
following  each  annual  meeting  of  the  House  of 
Delegates,  the  President  shall  appoint  with  the 
advice  and  consent  of  the  Board  of  Trustees,  a 
chairman  of  the  Board.  The  chairman  shall 
name  the  membership  of  all  committees  of  the 
Board  of  Trustees.  Meetings  shall  be  called  by 
the  chairman,  but  any  four  (4)  Trustees  may  — 
in  writing  and  for  stated  reason  — require  the 
chairman  to  call  a meeting.  Notices  of  meet- 
ings shall  be  mailed  at  least  seven  (7)  days  in 
advance  of  the  meeting  date.  Nine  (9)  Trustees 
shall  constitute  a quorum.  The  Secretary  of  the 
Society  shall  serve  as  Secretary  of  the  Board. 

(c)  — Executive  Committee 

The  President,  President-Elect,  First  and  Sec- 
ond Vice-Presidents,  Immediate  Past-President, 
and  the  Chairman  of  the  Board  of  Trustees  shall 
compose  the  Executive  Committee.  It  shall  act 
on  emergency  measures  when  time  does  not 
permit  a meeting  of  the  Board  of  Trustees.  Any 
action  thus  taken  shall  be  subject  to  formal 
action  of  the  Board  of  Trustees  at  its  next  meet- 
ing. 

(d)  — Powers 

The  Board  of  Trustees  shall  exercise  general 
supervision  over  the  affairs  of  this  Society,  shall 
have  authority  to  act  between  annual  meetings, 
and  shall  perform  the  following  functions: 

Make  recommendations  to  the  House  of  Dele- 
gates; 

Assign  business  to  and  advise  in  the  delibera- 
tions of  committees; 


Supervise  the  work  of  the  Committee  on  Pub- 
lication and  appoint  an  editor  and  such  other 
assistants  as  the  publication  of  The  Journal 
may  require; 

Make  suitable  provision  for  the  efficient  con- 
duct of  the  business  of  this  Society; 

Engage  counsel  as  necessary  and  negotiate  fees 
for  services  to  be  rendered; 

Determine  all  salaries; 

Pass  upon  all  recommendations  for  expendi- 
tures in  excess  of  budgetary  appropriations; 

Bond  the  Treasurer,  the  Chairman  of  the  Com- 
mittee on  Finance  and  Budget,  and  other 
necessary  personnel; 

Fill  vacancies  in  all  offices  and  elected  com- 
mittees unless  otherwise  provided  in  the  Con- 
stitution and  Bylaws. 

(e)  — Property 

The  Board  of  Trustees  shall  have  sole  authority 
to  lease,  sell,  or  otherwise  convey  or  dispose  of 
any  or  all  property  of  this  Society,  both  personal 
and  real. 

(0  — Committee  on  Finance  and  Budget 

Three  (3)  Trustees  shall  serve  on  the  Committee 
on  Finance  and  Budget. 

(g)  — Annual  Report 

The  Board  of  Trustees  shall  render  annually  to 
the  House  of  Delegates  a summary  of  its  ac- 
tivities. 


Chapter  IV  — Judicial  Council 

(a)  The  Judicial  Councilors  collectively  shall 
comprise  the  Judicial  Council  which  shall  be  the 
judicial  body  of  this  Society.  The  House  of 
Delegates  shall  organize  five  (5)  councilor  dis- 
tricts within  the  State.  It  shall  elect  one  (1) 
Judicial  Councilor  from  among  the  membership 
of  each  of  the  five  (5)  districts. 
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(b)  — Councilors 

The  Councilors  collectively,  shall  be  known  as 
the  Judicial  Council,  and  shall  constitute  the 
supreme  judicial  body  of  this  Society.  The 
Councilors  shall  elect  their  own  chairman. 

(c)  — Meetings 

The  Judicial  Council  shall  meet  as  soon  after 
the  annual  meeting  of  the  House  of  Delegates 
as  is  convenient  for  the  purpose  of  reorganiza- 
tion. Thereafter,  the  Judicial  Council  shall  meet 
as  often  as  may  be  necessary  to  transact  its 
business  at  the  call  of  the  chairman  or  at  the  re- 
quest of  any  three  (3)  councilors.  Three  (3) 
members  shall  constitute  a quorum. 

(d)  — Duties  of  the  Judicial  Council 

The  duties  of  the  Judicial  Council  shall  be  as 
follows: 

1.  To  sit  as  an  appellate  tribunal  and  to  hear 
and  determine  any  and  all  appeals  properly 
brought  before  it  from  any  county  judicial  com- 
mittee. 

2.  To  interpret  and  rule  upon  all  questions  of 
an  ethical  nature  that  shall  confront  the  House 
of  Delegates  or  any  other  board  or  committee 
of  this  Society. 

[3.  To  adjudicate  all  disputes  or  controversies 
arising  within  the  Medical  Society  of  New 
Jersey;] 

By  action  of  the  House,  upon  recommendation  of  the 
Reference  Committee,  paragraph  3 was  deleted—  thereby 
causing  paragraphs  4,  5,  and  6 to  be  renumbered  3,  4, 
and  5.  (page  Tr  127) 

3.  To  receive  inquiries,  complaints,  or  accusa- 
tions from  any  source  concerning  the  profes- 
sional conduct  or  ethical  deportment  of  mem- 
bers of  this  Society  for  immediate  reference  to 
the  appropriate  county  judicial  committee. 

By  action  of  the  House  upon  recommendation  of  the 
Reference  Committee,  paragraph  3 was  amended  by  the 
addition  of  the  following  sentence:  “The  jurisdiction  of  the 
Judicial  Council  extends  to  all  members  in  all  categories  of 
membership  within  the  Medical  Society  of  New  Jersey 
(page  Tr  127) 


4.  To  receive,  consider  and  rule  on  any  mat- 
ter of  discipline  concerning  any  member  or 
members  of  this  Society  brought  to  it  on  appeal 
from  a county  judicial  committee. 

5.  To  make  and  promulgate  from  time  to  time 
such  rules  and  regulations  as  in  its  opinion  may 
be  necessary  to  insure  the  proper  functioning  of 
the  Judicial  Council  and  the  various  county 
judicial  committees  with  reference  both  to  the 
substance  and  procedure  of  hearings  conducted 
by  the  Judicial  Council  and  such  county  judicial 
committees.  Upon  receipt  of  such  rules  and 
regulations  by  the  various  county  judicial  com- 
mittees, the  members  of  said  committees  shall 
be  bound  thereby. 

Chapter  V — Officers 
Section  1 — Term  of  Office 

(a)  The  Officers,  except  the  Judicial  Coun- 
cilors, the  Secretary  and  Treasurer  and  the 
elected  members  of  the  Board  of  Trustees,  shall 
hold  office  for  one  (1)  year,  or  until  their  suc- 
cessors are  elected  and  installed. 

(b)  Notwithstanding  any  other  provision  of  this 
Constitution  or  Bylaws,  the  elected  Trustees, 
the  Secretary,  the  Treasurer,  and  the  members 
of  the  Judicial  Council  shall  serve  no  more  than 
three  (3)  three  (3)  — year  terms  in  any  of  the 
above-mentioned  offices  or  combination  there- 
of. 

Section  2 — Election 

The  Officers  shall  be  elected  by  ballot  at  the  sec- 
ond session  of  the  House  of  Delegates  at  the  an- 
nual meeting.  No  member  shall  be  eligible  for 
more  than  one  (1)  office  at  the  same  time,  ex- 
cept the  President,  the  President-Elect,  the  First 
and  Second  Vice-Presidents,  the  Secretary,  and 
the  Treasurer,  who  by  virtue  of  such  offices  are 
at  the  same  time  members  of  the  Board  of 
Trustees.  A vacancy  in  office,  except  that  of 
President-Elect,  occurring  between  annual 
meetings  may  be  filled  by  the  Board  of  Trustees 
until  the  next  regular  election  for  the  term  and 
office  being  filled. 

Section  3 — Rights  and  Duties  of  Officers 

(a)  — The  President 
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The  President  shall  preside  at  all  meetings  of 
this  Society  and  at  all  sessions  of  the  House  of 
Delegates,  unless  he  shall  have  appointed  a 
Speaker  as  provided  in  the  Bylaws. 

He  shall  appoint  committee  members  as  pro- 
vided in  these  Bylaws,  and  he  shall  be  an  ex- 
officio  member  of  all  committees  except  the 
Nominating  Committee  and  Judicial  Council. 

He  shall  be  the  official  spokesman  of  this  So- 
ciety, and  shall  perform  such  other  duties  and 
functions  as  custom  and  parliamentary  usage 
may  require. 

(b)  — The  President-Elect  and  the  Vice-Presi- 

dents 

The  President-Elect  and  the  Vice-Presidents 
shall  assist  the  President  in  the  discharge  of  his 
duties  and  functions. 

In  the  absence  or  disability  of  the  President, 
his  duties  and  functions  shall  devolve  upon  the 
other  presidential  officers  in  the  order  of  their 
seniority. 

In  case  of  vacancy  in  the  office  of  President,  by 
death,  resignation,  or  removal,  the  President’s 
functions  and  duties  shall  devolve  upon  the 
other  presidential  officers  in  the  order  of  their 
seniority,  the  President-Elect  becoming  Presi- 
dent automatically.  The  office  of  President- 
Elect  shall  then  remain  vacant  until  the  next 
regular  election  of  the  House  of  Delegates.  In 
case  a vacancy  in  the  office  of  President  recurs 
after  being  filled  by  the  President-Elect,  the 
presidency  shall  devolve  upon  the  Vice-Presi- 
dents, in  the  order  of  their  seniority.  Such 
service  on  the  parts  of  a presidential  officer  for 
a partial  term  as  President  shall  not  affect  or 
diminish  the  regular  presidential  tenure. 

(c)  — The  Secretary 

The  Secretary  shall  be  the  official  custodian  of 
the  Constitution  and  Bylaws  and  of  the  records 
of  this  Society  and  its  House  of  Delegates. 

He  shall  attend  all  annual  or  special  meetings  of 
this  Society  and  all  sessions  of  its  House  of 


Delegates;  and  he  shall  keep  proper  records 
thereof. 

He  shall  issue  official  notice  of  all  meetings, 
annual  or  special,  of  this  Society  or  of  its  House 
of  Delegates. 

He  shall  notify  Honorary  Members  of  their 
election. 

He  shall  require  and  receive  from  the  secretaries 
of  the  component  societies,  a list  of  their  repre- 
sentatives in  the  House  of  Delegates  and  on  the 
Nominating  Committee,  and  shall  publish  such 
lists  as  the  House  of  Delegates  or  Board  of 
Trustees  may  direct. 

He  shall  require  and  receive  from  the  secre- 
taries of  the  component  societies,  a list  of  their 
officers  immediately  following  election,  and  a 
list  of  their  committee  chairmen. 

He  shall  be  the  sole  custodian  of  the  Official 
Seal  of  this  Society  and  shall  affix  it  to  such 
documents  as  the  Bylaws  may  require,  or  the 
House  of  Delegates,  the  Board  of  Trustees,  or 
the  President  may  direct. 

He  shall  conduct  such  formal  official  cor- 
respondence in  the  corporate  name  of  this  So- 
ciety as  the  House  of  Delegates,  the  Board  of 
Trustees,  or  the  President  may  direct. 

He  shall  submit  to  the  House  of  Delegates  an 
annual  report  of  the  work  of  his  office. 

He  shall  furnish  to  the  Board  of  Trustees  or  the 
President  such  information  as  may  be  necessary 
for  this  Society’s  business. 

He  shall  perform  such  other  functions  as  are 
specified  in  the  Constitution  and  Bylaws. 

He  shall  be  entitled  to  reimbursement  for  ex- 
penses incurred  in  fulfillment  of  duties  imposed 
by  the  Bylaws,  or  authorized  by  the  House  of 
Delegates,  or  the  Board  of  Trustees. 

(d)  — The  Treasurer 

The  Treasurer  shall  be  under  bond,  at  the  ex- 
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pense  of  this  Society,  in  such  amount  as  may  be 
required  by  the  Board  of  Trustees. 

He  shall  demand  and  receive  all  funds  due  this 
Society,  and  shall  preserve  all  funds  of  this 
Society. 

He  shall  receive  requests  and  donations,  and 
maintain  a complete  record  thereof. 

He  shall  not  pay  money  out  of  the  treasury  ex- 
cept (1)  in  amounts  as  provided  in  the  annual 
budget,  upon  voucher  of  the  officer  or  com- 
mittee responsible  for  the  expenditure,  or  (2) 
in  amounts  as  provided  by  resolution  of  the 
Board  of  Trustees  and  for  which  a voucher  has 
been  prepared.  All  such  vouchers  shall  be 
approved  and  signed  by  the  chairman  of  the 
Committee  on  Finance  and  Budget. 

He  shall  render  at  each  annual  meeting  of  this 
Society  a full  statement  of  all  transactions  of 
the  Treasurer’s  office. 

He  shall  notify  the  proper  office  or  committee 
chairman  whenever  ninety  per  cent  (90%)  of  the 
annual  appropriation  for  any  office  or  com- 
mittee has  been  expended. 

He  shall  collect  and  enter  proper  credits  for  per 
capita  assessments  received  from  component 
societies. 

He  shall  perform  such  other  duties  as  may  be 
assigned  by  the  House  of  Delegates  or  the 
Board  of  Trustees. 

He  shall  submit  his  accounts  for  audit  at  such 
times  as  the  House  of  Delegates  or  the  Board  of 
Trustees  may  order. 

(e)  — Term  of  Office 

All  Officers  shall  assume  office  at  the  close  of 
the  last  session  of  the  House  of  Delegates  of  the 
annual  meeting  at  which  they  are  elected. 

(0  — Resignation  or  Removal 

Any  Officer  of  this  Society  may  resign.  He  may 
be  removed  from  office  by  action  of  the  House 


of  Delegates,  if  found  guilty  by  that  body  of 
neglect  of  duty,  improper  conduct,  or  violation 
of  the  Constitution  and  Bylaws.  A two-thirds 
(2/3)  vote  of  the  delegates  present  and  voting 
shall  be  required  to  effect  such  removal. 

Chapter  VI  — Other  Delegates  and 
Representatives 

Delegates  and  Alternate  Delegates  to  other 
medical  organizations  shall  be  elected  in  accor- 
dance with  the  provisions  of  these  Bylaws. 

(a)  — American  Medical  Association 

The  terms  of  office  of  Delegates  and  Alternate 
Delegates  shall  begin  on  January  first  of  the 
year  following  their  election,  and  shall  continue 
for  two  (2)  years,  ending  on  the  second  Decem- 
ber 31  thereafter. 

By  action  of  the  House  upon  recommendation  of  the 
Reference  Committee  the  following  sentence  was  added  to 
sub-paragraph  (a):  "A  member  may  be  elected  to  this 
office  any  number  of  times  until  he  or  she  reaches  age  65." 
(page  Tr 127) 

In  the  absence  of  any  Delegate,  any  Alternate 
Delegate  shall  be  eligible  to  serve. 

[No  member  shall  serve  more  than  three  two- 
year  terms  as  an  AMA  Delegate.  Likewise,  no 
member  shall  serve  more  than  three  two-year 
terms  as  an  Alternate  Delegate.] 

In  conformity  with  action  taken  by  the  House  by  an  addi- 
tion to  the  first  paragraph  under  (a),  the  above  paragraph 
is  deleted. 

(b)  — Other  Medical  Organizations 

When  representation  has  been  recommended 
by  the  Board  of  Trustees  and  approved  by  the 
House  of  Delegates,  such  Delegates  and  Alter- 
nate Delegates  shall  be  elected  for  terms  of 
one  (1 ) year. 

(c)  — Representatives 

Official  representatives  from  this  Society  to 
other  organizations  shall  be  appointed  by  the 
Board  of  Trustees  or  by  the  President  with  the 
approval  of  the  Board  of  Trustees.  Their  func- 
tions and  terms  shall  not  exceed  those  set  forth 
in  their  official  notice  of  appointment. 
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Chapter  VII  — Meetings 

(a)  — Annual  Meeting 

The  annual  meeting  shall  be  held  at  a time  and 
place  fixed  by  the  House  of  Delegates  or  the 
Board  of  Trustees. 

(b)  — Special  Meetings 

Special  meetings  of  this  Society  or  of  the  House 
of  Delegates  shall  be  called  by  the  President 
upon  the  request  of  the  Board  of  Trustees,  or 
upon  the  request  of  the  House  of  Delegates 
while  in  session,  or  upon  the  written  petition  of 
at  least  five  per  cent  (5%)  of  the  membership  of 
this  Society  representing  at  least  ten  per  cent 
(10%)  of  the  membership  of  each  of  four  (4)  or 
more  component  societies. 

(c)  — Rules  of  Order 

The  deliberations  of  this  Society  shall  be  gov- 
erned by  parliamentary  usage  as  contained  in 
the  latest  revision  of  Sturgis'  “Standard  Code  of 
Parliamentary  Procedure,”  when  not  in  conflict 
with  the  Constitution  and  Bylaws. 

(d)  — Registration  and  Identification 

Each  delegate  and  member  in  any  category  in 
attendance  at  an  annual  or  special  meeting  of 
this  Society  shall  properly  complete  an  official 
registration  card  which  he  shall  present  at  the 
registration  desk.  Failing  to  do  so,  he  shall  be 
considered  absent.  Upon  verification  by  the 
Reference  Committee  on  Credentials  of  his 
right  to  register,  he  shall  receive  a certificate 
or  badge  designating  his  status. 

(e)  — General  Sessions  and  Section  Meetings 

( 1 )  — General  Sessions 

All  registered  members  may  attend  and  par- 
ticipate in  the  proceedings  and  discussions  of 
the  general  sessions  and  section  meetings.  Upon 
invitation  other  registrants  may  attend.  The 
general  sessions  shall  be  for  the  presentation  of 
the  addresses  of  the  President,  President-Elect, 
invited  guests,  and  scientific  papers  and  timely 
discussions,  as  provided  in  the  official  program. 


These  sessions  shall  be  presided  over  by  the 
President,  President-Elect,  or  one  of  the  Vice- 
Presidents. 

(2)  — Section  Meetings 

(a)  Section  meetings  shall  be  for  the  presenta- 
tion of  scientific  papers  and  discussions  related 
to  the  sections  designated  and  as  provided  in  the 
program. 

(b)  Each  section  shall  have  a chairman  and  a 
secretary,  who  shall  serve  for  one  (1)  meeting, 
after  which  the  secretary  shall  become  the  chair- 
man for  the  next  meeting  of  the  section.  The 
secretary  for  the  next  meeting  shall  be  selected 
during  the  business  meeting,  for  which  at  least 
ten  (10)  minutes  shall  be  scheduled  in  the  pro- 
gram for  each  section  meeting. 

(c)  The  chairman  shall  preside  at  the  section 
meeting.  The  section  program  shall  be  prepared 
under  the  guidance  of  the  chairman,  with  the 
final  program  subject  to  the  approval  of  the 
Committee  on  Annual  Meeting. 

(d)  At  a regularly  scheduled  session  meeting 
committees  may  be  established  for  scientific 
investigations  of  special  interest  or  of  impor- 
tance to  the  profession  or  public.  No  expense 
to  this  Society  shall  be  incurred  in  connection 
therewith  unless  authorized  by  the  House  of 
Delegates  and  approved  by  the  Board  of  Trust- 
ees. 

(3)  — Length  of  Addresses 

No  address  or  paper,  with  the  exception  of  those 
delivered  by  the  President,  President-Elect,  and 
invited  guest  speakers,  shall  take  more  than 
twenty  (20)  minutes  for  presentation;  and  no 
discussor  shall  speak  longer  than  five  (5)  min- 
utes, nor  more  than  once,  on  any  subject,  un- 
less by  permission  of  the  presiding  officer. 

(4)  — Ownership  of  Papers 

All  papers  and  reports  presented  to  this  Society 
shall  become  its  property,  and  when  read  shall 
be  deposited  with  the  Secretary.  Permission  to 
publish  such  papers  in  The  Journal  of  this 


VOL.  74-NUMBER  7-JULY  1977 


Tr  55 


Society  or  in  other  medical  journals  may  be 
granted  by  the  Committee  on  Publication. 

(5)  — Guests 

Upon  invitation  extended  by  this  Society  or  any 
of  its  members,  any  person  may  become  a guest 
during  the  annual  meeting.  Physician  guests  are 
entitled  to  attend  the  general  sessions  and 
section  meetings.  Non-physician  guests  may 
attend  the  general  sessions,  but  may  attend  a 
section  meeting  only  with  the  permission  of  the 
presiding  officer  of  that  section. 


Chapter  VIII  — Procedure  of  Election 
Section  1 — Nominating  Committee 

(a)  Each  component  society  shall  elect,  at  any 
meeting  prior  to  March  31  of  the  fiscal  year, 
one  (1)  of  its  elected  delegates  to  serve  as  a 
member  of  the  Nominating  Committee  at  the 
next  annual  meeting  of  this  Society.  At  the 
same  time,  each  component  society  shall  elect 
one  ( 1 ) of  its  elected  delegates  to  serve  as  the 
alternate  member  of  the  Nominating  Commit- 
tee. 

(b)  The  elected  member  of  the  Nominating 
Committee,  or  in  his  absence  the  alternate 
member  of  the  Nominating  Committee,  shall 
present  his  credentials  to  the  Secretary  be- 
fore the  scheduled  meeting  of  the  Nominating 
Committee. 

(c)  The  Immediate  Past-President  of  this  So- 
ciety shall  be  a member  of  the  Nominating 
Committee  representing  the  Fellows  and  shall 
serve  as  Chairman. 

(d)  The  nominating  delegates,  or  their  alter- 
nates, and  the  representative  of  the  Fellows 
shall  comprise  the  Nominating  Committee. 
The  Committee  shall  be  required  to  meet  at 
least  forty  (40)  days  prior  to  the  opening  ses- 
sion of  the  Annual  Meeting  of  the  House  of 
Delegates.  Its  report  of  nominations  for  the 
offices  being  filled  shall  be  mailed  with  the 
advance  materials  to  the  delegates  and  shall  be 
printed  in  the  Membership  Newsletter  and  The 
Journal  prior  to  the  Annual  Meeting. 


Section  2 — Procedure  of  Nomination 

(a)  The  chairman  of  the  Nominating  Com- 
mittee shall  be  the  Immediate  Past- 
President  of  this  Society,  or,  in  the  event  he  is 
unable  or  unwilling  to  serve,  a member  desig- 
nated by  the  Fellows.  The  committee  shall  elect 
one  (1)  of  its  own  members  to  serve  as  Secre- 
tary, who  shall  call  the  roll  of  accredited  mem- 
bers of  the  committee  as  certified  by  the  Secre- 
tary of  this  Society. 

The  chairman  shall  read  to  the  committee  this 
section  of  the  Bylaws  (Chapter  VIII,  Section  2) 
before  proceeding  to  any  other  business. 

(b)  The  Secretary  of  this  Society  shall  furnish 
to  the  committee  such  information  as  is  neces- 
sary for  the  proper  conduct  of  its  business,  in- 
cluding a list  of  all  offices  to  be  filled. 

(c)  The  Nominating  Committee  meeting  shall 
be  conducted  in  accordance  with  Sturgis'  “Stan- 
dard Code  of  Parliamentary  Procedure.”  No 
candidate  shall  be  considered  by  the  Nominat- 
ing Committee  unless  a curriculum  vitae  in  con- 
formity with  the  form  utilized  by  MSNJ  for 
those  seeking  elective  office  is  available  to  the 
Nominating  Committee. 

(d)  A majority  vote  of  the  members  present 
shall  nominate. 


Section  3 — Report  and  Election 

(a)  The  report  of  the  Nominating  Committee, 
the  submission  of  nominations  from  the  floor  by 
members  of  the  House  of  Delegates— if  any  — 
and  the  election  shall  constitute  the  principal 
business  of  the  second  session  of  the  House  of 
Delegates. 

(b)  All  elections  shall  be  by  ballot,  and  a ma- 
jority of  the  votes  cast  shall  be  necessary  to 
elect. 

(c)  In  the  event  that  no  candidate  has  re- 
ceived a majority  of  the  votes  cast,  the  name  of 
the  candidate  receiving  the  least  number  of 
votes  shall  be  dropped.  Balloting  shall  be  re- 
peated until  an  election  is  made. 
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(d)  When  an  incumbent  elected  officer,  as  de- 
fined in  Chapter  V,  Section  2 of  the  Bylaws,  is 
elected  to  serve  as  an  officer  in  another  capaci- 
ty, the  presiding  officer  shall  then  declare  the 
previous  elective  office  vacant.  This  vacancy 
shall  then  be  filled  immediately  by  nomination 
from  the  floor  and  election  by  the  House  of 
Delegates. 

(e)  The  President-Elect  shall  advance  to  the 
office  of  President  without  process  of  nomina- 
tion and  election. 

Chapter  IX  — Administrative  Councils  and 
Committees 

Section  1 — Classification 

There  shall  be  Administrative  Councils,  Stand- 
ing Committees,  Reference  Committees,  and 
Special  Committees. 

Section  2 — Qualifications,  Selections  and 
Terms  of  Members 

(a)  Only  regular  members  of  the  Medical  So- 
ciety of  New  Jersey  may  serve  on  an  adminis- 
trative council  or  committee. 

(b)  Reference  Committee  members  shall  be 
appointed  by  the  President  and  must  be  mem- 
bers of  the  House  of  Delegates  elected  by  their 
respective  component  societies. 

(c)  The  President  shall  designate  the  Chair- 
man and  Vice-Chairman  of  each  administrative 
council  and  the  various  committees.  The  Presi- 
dent shall  be  an  ex-officio  member  of  all  admin- 
istrative councils  and  committees  except  the 
Nominating  Committee  and  the  Judicial  Coun- 
cil. 

(d)  Unless  otherwise  stipulated  in  these  Bylaws 
or  in  the  action  creating  a special  committee, 
the  term  of  service  thereon  shall  be  limited  to 
three,  three-year  terms.  Interim  appointments 
and  unexpired  terms  are  not  to  be  computed  in 
determining  the  tenure  of  any  member. 

(e)  Members  of  councils  and  committees  who 
have  failed  to  discharge  their  duties  in  a satis- 
factory fashion  may  be  removed  by  the  Board 
of  Trustees  and  the  President  may  fill  the  result- 
ing vacancy. 


Section  3 — Administrative  Councils, 
Standing  Committees  and  Special  Committees 

(a)  The  administrative  councils  and  standing 
committees  shall  be  as  listed  below.  In  addi- 
tion to  projects  of  their  own  initiations,  they 
shall  perform  such  functions  and  duties  as  are 
assigned  to  them  by  the  Board  of  Trustees  and 
the  House  of  Delegates.  Their  recommenda- 
tions shall  be  subject  to  the  approval  of  the 
Board  of  Trustees. 

1.  Council  on  Legislation 

The  Council  on  Legislation  shall  consist  of 
twelve  members,  six  of  whom  shall  be  elected  by 
the  House  of  Delegates  and  six  to  be  appointed 
by  the  President.  There  shall  be  at  least  one 
elected  and  one  appointed  member  from  each 
judicial  district.  The  Chairman  of  the  Board  of 
Trustees  shall  be  an  ex-officio  member  of  the 
Council  on  Legislation. 

2.  Council  on  Medical  Services 

The  Council  on  Medical  Services  shall  consist 
of  twelve  members,  six  of  whom  shall  be  elected 
by  the  House  of  Delegates,  and  six  appointed  by 
the  President.  There  shall  be  at  least  one  elected 
and  one  appointed  member  from  each  judicial 
district.  The  President-Elect  shall  serve  as  an 
ex-officio  member  of  the  Council  on  Medical 
Services. 

3.  Council  on  Mental  Health 

The  Council  on  Mental  Health  shall  consist  of 
twelve  members,  six  of  whom  shall  be  elected 
by  the  House  of  Delegates,  and  six  appointed 
by  the  President.  There  shall  be  at  least  one 
elected  and  one  appointed  member  from  each 
judicial  district.  The  Immediate  Past-President 
shall  be  an  ex-officio  member  of  the  Council 
on  Mental  Health. 

4.  Council  on  Public  Health 

The  Council  on  Public  Health  shall  consist  of 
twelve  members,  six  of  whom  shall  be  elected  by 
the  House  of  Delegates,  and  six  appointed  by 
the  President.  There  shall  be  at  least  one 
elected  and  one  appointed  member  from  each 
judicial  district.  The  First  Vice-President 
shall  be  an  ex-officio  member  of  the  Council  on 
Public  Health. 
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5.  Council  on  Public  Relations 

The  Council  on  Public  Relations  shall  consist 
of  twelve  members  six  of  whom  shall  be  elected 
by  the  House  of  Delegates,  and  six  appointed 
by  the  President.  There  shall  be  at  least  one 
elected  and  one  appointed  member  from  each 
judicial  district.  The  Second  Vice-President 
shall  be  an  ex-officio  member  of  the  Council  on 
Public  Relations. 

6.  Committee  on  Annual  Meeting 

The  Committee  on  Annual  Meeting  shall  con- 
sist of  six  members,  three  of  whom  shall  be 
elected  by  the  House  of  Delegates,  and  three 
appointed  by  the  President.  The  Secretary  shall 
be  an  ex-officio  member  of  this  Committee. 

7.  Committee  on  Credentials 

The  Committee  on  Credentials  shall  consist  of 
seven  members,  six  of  whom  shall  be  appointed 
by  the  President.  The  seventh  member  shall  be 
the  Secretary  of  the  Society  who  also  shall  serve 
as  Chairman  of  this  Committee. 

8.  Committee  on  Finance  and  Budget 

The  Committee  on  Finance  and  Budget  shall 
consist  of  six  members,  three  elected  by  and 
from  the  House  of  Delegates,  and  three  elected 
by  and  from  the  Board  of  Trustees.  The  Com- 
mittee shall  control  the  expenditure  of  funds 
and  the  development  of  the  Annual  Budget  for 
submission  to  the  House  of  Delegates.  The 
Treasurer  shall  be  an  ex-officio  member  of  this 
Committee. 

9.  Committee  on  Medical  Defense  and 

insurance 

The  Committee  on  Medical  Defense  and  Insur- 
ance shall  consist  of  six  members,  three  of 
whom  shall  be  elected  by  the  House  of  Dele- 
gates, and  three  appointed  by  the  President. 
The  Secretary  shall  serve  as  an  ex-officio  mem- 
ber of  this  Committee. 

10.  Committee  on  Medical  Education 

The  Committee  on  Medical  Education  shall 
consist  of  six  members,  three  of  whom  shall  be 
elected  by  the  House  of  Delegates,  and  three 
appointed  by  the  President. 


1 1.  Committee  on  Medical  Student  Loan  Fund 

The  Committee  on  Medical  Student  Loan  Fund 
shall  consist  of  five  members  appointed  by  the 
President. 

12.  Committee  on  Physicians’  Relief  Fund 

Item  12.  "Committee  on  Physicians'  Relief  Fund"  was 
deleted  in  accordance  with  IRS  ruling  that  the  Fund  was  in 
violation  of  501-(c)-(6)  Non-Profit  Status  of  MSNJ.  (See 
pages  Tr  35,  Tr  86,  and  Tr  131)  The  following  paragraphs 
thus  are  renumbered  as  follows: 

12.  Committee  on  Publication 

The  Committee  on  Publication  shall  consist  of 
three  members  elected  by  the  House  of  Dele- 
gates. The  President-Elect,  the  Secretary,  and 
the  Editor  of  The  Journal  shall  be  ex-officio 
members  of  the  Committee  on  Publication. 

13.  Committee  on  Revision  of  Constitution 

and  Bylaws 

The  Committee  on  Revision  of  Constitution 
and  Bylaws  shall  consist  of  six  members  ap- 
pointed by  the  President.  The  Secretary  shall 
be  an  ex-officio  member  of  the  Committee. 

14.  Advisory  Committee  to  the  Auxiliary 

The  Advisory  Committee  to  the  Auxiliary  shall 
consist  of  six  members,  three  of  whom  shall 
be  elected  by  the  House  of  Delegates,  and 
three  appointed  by  the  President. 

15.  Special  Committees 

Special  Committees  may  be  created  by  the 
House  of  Delegates  or  the  Board  of  Trustees. 
They  shall  be  appointed  by  the  President.  Their 
function  and  duration  shall  be  clearly  de- 
fined. 

16.  Reference  Committees 

Such  Reference  Committees  as  are  deemed 
necessary  by  the  President  shall  be  appointed 
by  him.  All  business  coming  before  the  con- 
sideration of  the  House  of  Delegates  must  first 
be  considered  by  the  appropriate  Reference 
Committee  unless  the  House  of  Delegates  con- 
stitutes itself  as  a committee  of  the  whole. 

Reference  Committees  shall  have  plenary  jur- 
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isdiction  on  the  items  referred  to  them.  Their 
reports  are  subject  to  the  final  approval  of  the 
House  of  Delegates.  They  may  not,  however, 
make  amendments  or  alterations  to  reports  that 
are  solely  informative  in  nature  and  do  not  call 
for  specific  approval  of  the  House. 

Chapter  X — Finance 
Section  1 — Annual  Assessment  (Dues) 

By  action  of  the  House,  upon  recommendation  of  the 
Reference  Committee,  the  word  "Dues''  in  parentheses  will 
follow  "Annual  Assessment."  ( page  Tr  127) 

(a)  By  the  first  day  of  January  in  each  year, 
each  component  society  shall  be  officially  in- 
formed of  the  per  capita  assessment  levied  by 
the  House  of  Delegates.  Payment  of  this  assess- 
ment shall  be  forwarded  to  the  Treasurer  of  this 
Society  not  later  than  five  (5)  days  before  the 
first  of  March,  together  with  a list  of  the  mem- 
bers for  whom  such  payment  is  made. 

(b)  Per  capita  assessments  shall  apply  in  the 
same  manner  immediately  upon  the  admission 
or  reinstatement  of  members,  except  that  for 
a new  member  admitted  after  September  first 
of  any  calendar  year,  only  one-half  C/2)  of  the 
regular  per  capita  assessment  shall  be  levied. 
Every  member  for  whom  the  per  capita 
assessment  is  paid  shall  be  entitled  to  receive 
such  publications  as  may  be  issued  by  this  So- 
ciety for  its  members. 

(c)  If  a member  has  not  paid  his  annual  assess- 
ment by  June  first,  his  name  shall  be  dropped 
from  the  membership  rolls. 

(d)  The  annual  assessment  of  a component 
society  shall  not  be  less  than  the  per  capita 
assessment  of  at  least  ten  (10)  members,  the 
smallest  number  to  whom  a charter  may  be 
granted  to  form  a component  society. 

(e)  This  assessment  shall  not  be  levied  against 
any  member  in  good  standing  if: 

(1)  he  shall  have  attained  the  age  of  seven- 
ty (70)  years;  or 

(2)  he  is  serving  with  the  armed  forces  of 
the  United  States;  or 

(3)  he  is  a member  emeritus;  or 


(4)  the  payment  of  the  assessment  would 
be  a financial  hardship  by  reason  of  physi- 
cal disability  or  illness.  A member  also 
may  be  excused  from  payment  of  the  as- 
sessment because  of  financial  hardship  for 
other  reasons,  but  these  reasons  must  be 
set  forth  annually  by  the  Secretary  of  the 
member’s  component  society. 

Section  2 — Per  Capita  Assessment 

(a)  At  the  call  of  the  chairman  of  the  Com- 
mittee on  Finance  and  Budget,  officers  and 
committee  chairmen  shall  submit  an  itemized 
estimate  of  the  amount  of  money  necessary  for 
their  official  or  committee’s  activities  during 
the  next  fiscal  year. 

(b)  The  Committee  on  Finance  and  Budget 
shall  then  proceed  to  consider  and  determine  the 
amount  of  money  to  be  raised  by  the  per  capita 
assessment  to  be  levied  on  the  component  so- 
cieties. 

(c)  The  recommendations  of  the  Committee  on 
Finance  and  Budget  shall  be  reported  to  the 
House  of  Delegates  at  the  first  session  of  that 
body,  together  with  any  recommendations  of 
the  Board  of  Trustees  after  review. 

(d)  The  House  of  Delegates  may  approve, 
amend,  or  reject  the  report,  but  final  action  on  it 
shall  not  be  taken  until  the  last  session  of  that 
body. 

Section  3 — Annual  Budget 

(a)  No  officer  or  committee  may  spend  more 
money  than  the  amount  allowed  in  the  budget. 
The  Board  of  Trustees  may,  however,  apportion 
to  any  officer  or  committee,  on  application,  any 
unexpended  balance  from  other  items,  provided 
that  the  total  annual  budget  voted  by  the  House 
of  Delegates  is  not  thereby  exceeded. 

(b)  The  Board  of  Trustees  shall  have  the  power 
to  authorize  the  expenditure  of  funds  in  excess 
of  budgetary  appropriations  in  accordance  with 
these  Bylaws. 

Section  4 — Fiscal  Year 

The  fiscal  year  of  this  Society  shall  extend  from 
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the  first  day  of  June  through  the  thirty-first  day 
of  May.  The  audit  report,  budget  estimates,  and 
appropriations  shall  likewise  be  for  the  same 
period. 

Section  5 — Special  Assessments 

Special  assessments  other  than  those  necessary 
to  fund  the  Annual  Budget  may  be  considered 
by  the  House  of  Delegates  at  any  meeting  of  the 
House  of  Delegates  and  if  adopted  by  the  House 
shall  become  the  obligation  of  all  dues-paying 
members  in  such  forms  and  amounts  as  the 
House  shall  declare.  Unless  otherwise  stipulated 
by  the  House,  delinquency  in  regard  to  a special 
assessment  shall  be  treated  in  the  same  fashion 
as  delinquency  in  the  annual  assessment. 

Chapter  XI  — Component  Societies 
Section  1 — Charters 

(a)  County  medical  societies  of  this  State  that 
shall  adopt  principles  of  organization  in  accord 
with  the  Constitution  and  Bylaws  of  this  Society 
may,  upon  application  to  the  House  of  Dele- 
gates, be  granted  a charter,  and  thereby  become 
a component  society  in  affiliation  with  the  Med- 
ical Society  of  New  Jersey  as  hereinafter  pro- 
vided. 

(b)  Charters  may  be  issued,  under  the  seal  of 
this  Society  and  signed  by  the  President  and  the 
Secretary,  to  county  societies  having  at  least 
ten  (10)  members.  There  shall  be  only  one  (1) 
component  society  chartered  in  each  county. 
Upon  recommendation  of  the  Judicial  Council, 
the  House  of  Delegates  may  revoke  the  charter 
of  any  component  society  whose  actions  are  in 
conflict  with  the  letter  or  spirit  of  the  Con- 
stitution and  Bylaws. 

Section  2 — Qualifications  of  Members 

(a)  Component  societies  shall  have  the  respon- 
sibility to  judge  the  qualifications  of  an  appli- 
cant for  any  type  of  membership  and  alone  shall 
have  the  power  to  elect  him.  but  election  thereto 
shall  be  contingent  upon  clearance  of  each  eli- 
gible applicant's  formal  credentials  as  satisfac- 
tory by  the  Committee  on  Credentials  of  this 
Society. 

(b)  To  be  eligible  for  membership,  the  applicant 
must: 


[ (1)  hold  a degree  in  medicine  or  osteop- 
athy acceptable  to  this  Society  obtained 
from  a professional  school  approved  by 
this  Society  at  the  time  of  his  graduation;] 

By  action  of  the  House,  upon  recommendation  of  the 
Reference  Committee,  paragraph  1 was  deleted,  thereby 
causing  paragraphs  2,  3,  4,  and  5 to  be  renumbered  1,  2, 
3,  and  4 . (page  Tr  128) 

(1)  be  fully  licensed  to  practice  medicine 
and  surgery  by  the  New  Jersey  State  Board 
of  Medical  Examiners; 

(2)  be  legally  registered  under  that  license 
in  a county  of  New  Jersey; 

(3)  be  of  good  moral  and  ethical  standing; 
and 

(4)  not  support,  or  practice,  or  claim  to 
practice  any  exclusive  system  of  medicine. 

(c)  When  a physician  applies  to  a component 
society  for  membership  in  any  category,  or  for 
membership  by  transfer  from  another  state,  the 
secretary  of  the  component  society  shall  for- 
ward the  name  and  address  of  the  applicant  to 
the  biographic  department  of  the  American 
Medical  Association  for  such  information  as 
may  be  on  file  relative  to  the  applicant's  record. 

(d)  All  records  of  formal  actions  concerning 
new  and  transfer  members  shall  be  compiled  on 
forms  to  be  supplied  by  the  Committee  on  Cre- 
dentials. 

(e)  In  order  to  retain  active  membership  in  this 
Society  the  member  must  hold  a current  Cer- 
tificate in  Continuing  Medical  Education  from 
MSNJ's  Committee  on  Medical  Education. 
This  certificate  will  be  bestowed  upon  mem- 
bers who  complete  acceptable  programs  of  con- 
tinuing education  for  a total  of  150  hours  in  a 
given  three-year  period.  This  program  is  to  be 
administered  by  the  Committee  on  Medical 
Education  in  accordance  with  policy  approved 
by  the  Board  of  Trustees  and  affirmed  by  the 
House  of  Delegates.  The  Committee  on  Medi- 
cal Education  may,  with  the  approval  of  the 
Board  of  Trustees,  and  for  good  cause  shown, 
grant  specific  exemptions  to  this  subsection. 
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Section  3 — Transfers 

An  applicant  for  membership  by  transfer  who 
holds  membership  in  a component  society  in 
this  or  another  state  society  and  whose  creden- 
tials have  been  formally  approved  may  be 
elected  to  membership  without  a probationary 
period,  at  the  discretion  of  the  component  so- 
ciety. 

Section  4 — Associate  Members 

(a)  Associate  members  shall  be  those  physi- 
cians admitted  to  component  societies  who 
otherwise  comply  with  Section  2 of  this  Chapter 
but  are  not  licensed  to  practice  medicine  and 
surgery  in  New  Jersey  but  are  serving  in 
approved  internship  or  residency  programs. 

(b)  Associate  members  shall  have  such 
privileges  in  component  societies  as  the 
constitution  and  bylaws  of  the  respective 
societies  may  provide,  except  the  right  to  vote 
and  hold  office. 

(c)  The  dues  for  associate  members  shall  be  es- 
tablished by  the  House  of  Deletgates  on  recom- 
mendation of  the  Committee  on  Finance  and 
Budget. 

Section  5 — Jurisdiction 

(a)  Ordinarily  a physician  will  hold  member- 


ship in  the  component  society  of  the  county  in 
which  he  practices.  However,  with  the  permis- 
sion of  that  component  society,  he  may  for  rea- 
sons of  convenience  be  a member  of  some  other 
component  society. 

(b)  No  physician  may  be  a member  of  two  (2) 
component  societies  at  the  same  time. 

Section  6 — Resignations 

Resignations  of  members  will  be  accepted  as  a 
matter  of  course  if  all  financial  obligations  of 
the  member  to  this  Society  and  the  appropriate 
component  society  have  been  met  and  there  are 
no  unresolved  complaints  pending  before  the 
judicial  mechanism. 

Chapter  XII  — Amendments  to  the  Bylaws 

These  Bylaws  may  be  amended  on  the  approval 
of  two-thirds  (2/3)  of  the  House  of  Delegates 
present  and  voting  at  any  meeting  of  the  House 
of  Delegates.  A proposed  amendment  shall  not 
be  acted  on,  however,  until  it  has  been  con- 
sidered and  reported  on  by  the  Standing  Com- 
mittee on  Revision  of  Constitution  and  Bylaws. 
Amendments  to  the  Bylaws  shall  be  considered 
only  during  the  report  of  the  Reference  Com- 
mittee on  Constitution  and  Bylaws. 

Adopted  asamended  (page  Tr  127) 
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MSNJ  Auxiliary  Advisory 

W illiam  J.  Roe,  M.D.,  Chairman,  Englewood 

(Reference  Committee  “H”) 


At  its  July  1976  meeting  the  Board  of  Trustees 
approved  the  Proposed  Program  of  the  Medical 
Society  of  New  Jersey  Auxiliary  for  1976-77 
as  submitted.  There  was  no  need  for  a formal 
meeting  of  this  Committee  during  the  course  of 
the  administrative  year. 

Administrative  and  routine  duties  as  outlined 
in  the  Bylaws  of  the  Medical  Society  of  New 
Jersey  Auxiliary  were  accomplished.  Full  min- 
utes are  preserved  in  the  archives. 

Actions  felt  to  be  significant  or  of  a general  in- 
terest are  as  follows: 

(1 ) Priorities  included  emphasis  on  membership 
and  legislation,  community  and  family  health, 
health  manpower  careers,  and  improving  health 
education  in  the  school  system. 

(2)  Adopted  the  recommendation  of  the  Medi- 
cal Society’s  Committee  on  Medical  Student 
Loan  Fund  to  make  this  Fund  a priority  project 
for  1976-77.  Through  the  untiring  efforts  of  the 
Auxiliary's  Medical  Student  Loan  Fund  chair- 
man and  the  county  auxiliaries  a substantial 


contribution  has  been  made  to  the  Medical 
Student  Loan  Fund. 

(3)  Co-sponsored  the  state-wide  eye  health 
screening  program. 

(4)  Auxilians  volunteered  and  worked  on  the 
swine  Hu  inoculation  program  in  their  respec- 
tive counties. 

(5)  Conducted  a Fall  Workshop  which  consisted 
of  “mini  workshops”  and  Dr.  Donald  Noone’s 
presentation  of  a leadership  conference. 

(6)  Legsline  program  continued;  Participated  in 
— Legislation  Seminar,  Washington,  D.C.; 
AMA  Education  Research  Foundation  Work- 
shop in  Chicago. 

(7)  Maintained  liaison  with  the  Medical  Soci- 
ety’s own  Medical  Student  Loan  Fund,  Council 
on  Legislation,  JEMPAC,  and  the  College  of 
Medicine  and  Dentistry. 

Filed  ( page  Tr  141) 
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Administrative  Council 


Legislation 

Meyer  L.  Abrams,  M.D.,  Chairman,  Cherry  Hill 

(Reference  Committee  “E”) 


This  report  presents  a summary  of  the  ultimate 
status  of  legislative  measures  of  primary  con- 
cern to  the  Society  in  the  1976-77  Legislature. 

The  Council’s  operations,  together  with  a cumu- 
lative report  of  MSNJ  official  positions  on  cur- 
rent legislation,  are  reflected  regularly  in  offi- 
cial bulletins  dispatched  to  State  Legislative 
Keymen  and  to  component  societies,  and  in 
items  published  in  the  Membership  Newsletter 
and  The  Journal.  The  minutes  of  the  meetings 
of  the  Board  of  Trustees  include  full  reports  of 
the  Council’s  actions  taken  in  regular  meetings. 

The  Council  on  Legislation  continues  its  estab- 
lished policy  of  inviting  an  official  representa- 
tive from  each  specialty  society  to  all  Council 
meetings. 

Although  a notice  announcing  the  date  of  each 
of  the  Council’s  meetings  is  sent  to  all  MSNJ’s 
official  intermediaries  with  New  Jersey  special- 
ty societies,  the  attendance  of  those  representa- 
tives at  the  Council  meetings  remains  small. 
The  Council  urges  that  more  representatives 
attend  its  meetings  so  that  it  may  have  the  bene- 
fit of  the  timely  thinking  of  specialty  societies 
concerning  proposed  legislation  affecting  the 
specialty  fields. 

The  Council  on  Legislation  agreed  that  in  order 
to  fortify  our  stand  on  legislative  bills  and  make 
our  position  known  throughout  the  Society  that 
it  be  a standing  policy  to  invite  the  chairman  of 
each  Council  and  Standing  Committee  to 
attend  the  legislative  meetings  and  to  give  them 
the  right,  if  they  cannot  attend,  to  select  a rep- 
resentative. 

Of  the  bills  reported  to  the  House  in  1976,  the 
following  were  signed  into  law: 

ACTIVE  SUPPORT 

S-1249  — To  appropriate  $600,000  to  the  College  of  Medi- 
cine and  Dentistry  for  the  South  Jersey  medical 
program. 


APPROVED 

S-152  — To  define  “dwelling”  in  the  law  prohibiting  the 
use  of  lead  paint  to  include  day-care  centers  and 
nursery  schools. 

DISAPPROVED 

A-1455  — To  amend  the  “New  Jersey  Medical  Assistance 
and  Health  Services  Act,”  to  increase  criminal 
penalties  and  to  provide  for  recovery  of  excessive 
reimbursements. 

The  following  bills  of  medical  interest  were  in- 
troduced in  the  1976  Legislature,  but  too  late  to 
be  reported  to  the  1976  House  of  Delegates: 

S-1472  — Mental  Health  Treatment 

This  bill  is  one  of  an  impending  package  of  four, 
which  are  to  be  evolved  as  a result  of  a special 
committee  study.  It  deals  with  the  topic  of  assur- 
ing that  confined  patients  receive  care  and  treat- 
ment more  than  mere  custody.  It  would  create 
within  Institutions  and  Agencies: 

1.  Mental  Treatment  Standards  Committee 
which  will  consist  of  9 members;  two  of  whom 
would  be  certified  psychiatrists.  The  other  7 
could,  indeed,  be  non-physicians.  The  Committee 
shall  prepare  a “Manual  of  Adequate  Standards 
for  Treatment  of  the  Mentally  111  in  State  and 
County  Mental  Institutions”,  which  will  in- 
clude, but  not  be  limited  to,  definitive  minimum 
treatments. 

2.  Patient  Treatment  Review  Board  — two  of  the 
five  members  would  be  MD’s.  The  Board  would 
receive,  hear,  and  investigate  complaints  from 
patients  concerning  inadequate  treatment  and 
would  recommend  to  the  Commissioner  of  Insti- 
tutions and  Agencies  action  to  compel  adequate 
treatment. 

Obviously,  this  bill  is  far-reaching  and  could 
have  a devastating  impact.  DISAPPROVED, 
because  although  the  concept  of  “assuring  that 
confined  patients  receive  care  and  treatment 
(rather  than)  mere  custody”  is  laudable,  the  pro- 
posed membership  of  the  Mental  Treatment 
Standards  Committee  does  not  assure  sufficient 
psychiatric  participation  to  accomplish  the  pro- 
posed objective.  Further,  the  Quality  Assurance 
Programs  of  the  Joint  Commission  on  Accredi- 
tation of  Psychiatric  Facilities  and  the  PSRO’s 
may  be  expected  to  solve  the  problem. 

S-1512  — Professional  Boards 

This  bill  provides  for  one  public  member  for 
every  5 regular  members  on  the  licensing  boards. 
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(Would  eliminate  the  public  and  executive  de- 
partment member  whose  appointment  is  cur- 
rently provided  for  in  P.L.  1971,  c. 60  (C.45: 1 - 
2.2).)  The  State  Board  of  Medical  Examiners 
would  be  reduced  to  13  MD’s,  1 DO,  1 chiro- 
practor, 1 podiatrist,  1 bio-analytical  laboratory 
director,  plus  the  2 public  members.  AP- 
PROVED 

S-1540  — Cancer  Research 

Provides  for  a l£  per  package  tax  on  cigarettes. 
Money  to  be  disbursed  by  the  Commissioner  of 
Health  to  institutes  operated  by  the  College  of 
Medicine  and  Dentistry  of  New  Jersey  and  Rut- 
gers University  and  others.  APPROVED 

S- 1 595  — Payment  of  Defense  Costs  and  Attorney's  Fees 
for  Frivolous  Suits  Against  Certain  Profession- 
als. This  bill  does  not  directly  affect  the  medical 
profession.  However,  it  would  permit  architects, 
engineers,  contractors,  and  land  surveyors  who 
are  improperly  named  in  suits  to  recover  the  costs 
of  defense  when  the  court  upon  motion  finds  the 
action  to  be  “frivolous  or  vexatious.”  (With  a 
subtle  amendment  to  include  physicians,  a signif- 
icant step  forward  could  be  made  to  temper  the 
rate  of  claim  assertion  in  medical  professional 
liability  actions.)  CONDITIONAL  APPROV- 
AL— if  the  bill  is  amended  to  include  physicians 
then  change  to  ACTIVE  SUPPORT. 

*S-1674  — Menza,  el  al.  — Mental  Health 

Creates  within  Institutions  and  Agencies  a Divi- 
sion of  Mental  Health  Legal  Counseling  and  As- 
sistance. The  substantive  action  of  the  bill  goes 
beyond  that  title,  however,  since  Division  per- 
sonnel will  become  involved  in  rendering  advice 
to  patients  in  any  matter  related  to  diagnosis, 
treatment,  and  care,  including  consents,  denials, 
facility  transfers,  etc.  ACTION  DEFERRED , 
pending  further  information  from  the  Council 
on  Mental  Health. 

*S- 1 675  — Menza,  et  al.  —Competency  to  Stand  Trial 

This  bill  is  designed  to  produce  a format  detail- 
ing when  an  individual  is  competent  to  stand 
criminal  trial.  Along  with  its  companion  bill 
S-1676  which  addresses  the  issue  of  culpability, 
it  produces  a drastic  departure  from  existing  case 
law  and  would  recognize  the  theoretical  defense 
of  “irresistible  impulse.” 

A major  difficulty  is  that  both  bills  equate  the 
psychiatrist  and  the  psychologist  and  would  re- 
strict participation  as  “experts”  to  those  disci- 
plines. ACTION  DEFERRED,  pending  further 
information  from  the  Council  on  Mental  Health. 

*S-1676  — Menza,  et  al.  — Criminal  Responsibility 

(See  S-I675  for  description.)  ACTION  DEFER- 
RED. pending  further  information  from  the 
Council  on  Mental  Health. 

*S- 1 677  — Menza,  et  a!.— Involuntary  Civil  Commitment 
The  final  component  of  a four-bill  package,  this 
proposal  again  equates  psychiatrists  and  psy- 
chologists and  excludes  all  other  medical  and 
surgical  disciplines. 


Another  glaring  defect  is  that  mental  disorders 
produced  by  a primary  disease  process  such  as 
alcohol  or  drug  dependence  are  not  considered 
grounds  for  an  involuntary  commitment  pro- 
ceeding under  this  bill.  ACTION  DEFERRED. 
pending  further  information  from  the  Council  on 
Mental  Health. 

S- 1 679  — McGahn  — Optometric  Referrals  to  Ophthal- 
mologists 

This  bill  redefines  optometry  to  require  the  op- 
tometrists to  refer  certain  patients  for  opthalmo- 
logical  studies.  A major  defect  in  this  bill  is  that 
in  any  one  of  the  six  listed  occasions  a physician 
other  than  an  ophthalmologist  might,  indeed, 
be  a more  proper  referral.  CONDITIONAL 
APPROVAL,  subject  to  submitted  amendments 
to  the  bill. 

A-1953  — Transportation  of  Radioactive  Materials 

Amends  Title  26  to  prohibit  the  transportation 
of  radioactive  materials  without  the  prior  ap- 
proval of  the  Commissioner  of  Environmental 
Protection. 

Threshold  limits  are: 

a)  Plutonium  isotopes  exceeding  2 grams  or 
20  curies; 

b)  U-235  exceeding  25  atomic  per  cent  of  the 
total  uranium  content  where  the  U-235  content 
exceeds  one  kilogram; 

c)  Any  actinides  exceeding  20  curies; 

d)  Mixed  fission,  waste  products;  spent  fuel  ele- 
ments exceeding  20  curies;  and 

e)  Any  quantity  of  radioactive  material  defined 
as  a “Large  Quantity”  in  10  CFR  Part  71. 
ACTION  DEFERRED,  pending  a final  report 
from  the  Radiological  Society. 

A- 1973  - Living  Will 

Provides  that  persons  over  18  may  execute  legal 
documents  directing  that  in  the  event  of  a termi- 
nal illness  no  maintenance  medical  treatment 
may  be  utilized  to  prolong  life. 

"Terminal  illness”  is  certified  to  in  writing  by  the 
attending  physician. 

Physicians  certifying  terminal  illness  or  relying 
upon  the  instruction  of  the  executed  document 
are  immune  from  civil  or  criminal  liability  if  act- 
ing in  good  faith.  NO  ACTION 

A- 1999  — Blue  Shield  Coverage  of  Alcoholism 

Requires  MSP  to  offer  group  contractees  option- 
al riders  for  coverage  of  alcoholism  treatment. 
APPROVED 

A-2001  — Blue  Cross  Coverage  of  Alcoholism 

Requires  HSP  to  offer  group  contractees  option- 
al riders  for  coverage  of  alcoholism  treatment. 
APPROVED 

A-2021  — Generic  Substitution  and  Advertising  of  Pre- 
scription Drugs 

Allows  for  the  generic  substitution  of  prescribed 
*For  MSNJ's  final  position  see  page  Tr  67 
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items  where  the  physician  fails  to  indicate  "do 
not  substitute.”  The  physician  would  be  at  all 
times  in  control  of  the  prescription  process.  Also 
amends  current  law  prohibiting  the  advertising  of 
drug  products.  APPROVED 

•A-2032  — Physician-Dentist  Loan  Redemption  Plan 

Makes  available  to  CMDNJ  students  a loan  re- 
demption formula  for  service  in  areas  of  the  State 
designated  by  the  Department  of  Health  as  un- 
derserved—1 yr.,  30%;  2 yr.,  30%;  3 yr.,  25%  — 
85%  is  the  total  write-off  permitted.  ACTION 
DEFERRED,  pending  amendments  now  being 
made  to  this  bill. 

A- 2054  — Radiologic  Technologists 

Outside  of  a change  in  terminology  from  techni- 
cian to  “technologist”  the  significant  changes  in 
current  law  are: 

1.  Restricts  training  programs  to  the  hospital 
setting; 

2.  Eliminates  the  issuance  of  limited  certificates 
for  chest  radiography. 

ACTION  DEFERRED,  pending  recommended 
changes  in  the  wording  of  the  bill  to  be  submitted 
by  the  Radiological  Society. 

A-2058  — Jersey  City  Medical  Center 

Appropriates  $4  million  for  the  support  of  the 
Jersey  City  Medical  Center.  APPROVED 

A-2107  — New  Jersey  Dental  Practice  Act 

Amends  the  existing  Dental  Practice  Act.  A 
major  problem  area  is  paragraph  15  which  allows 
dentists  to  conduct  physical  evaluations  of  “the 
patient  in  connection  with  dental  treatment,  and 
may  sign  a death  certificate  when  death  has  oc- 
curred in  connection  with  dental  practice.”  NO 
ACTION  if  amendment  is  effected;  DISAP- 
PROVAL. if  amendment  is  not  effected. 
(Amendment  — deletes  that  portion  of  the  bill 
referring  to  a dentist  signing  the  death  certifi- 
cate.) 

A-21 10  — Department  of  Health,  Division  of  Consumer 
Health  Services 

Legislates  a Division  which  exists  under  current 
law  by  action  of  the  commissioner.  Transfers  all 
inspection  authority  vis-a-vis  sanitary  conditions 
of  government  facilities  to  the  Division. 

Other  changes  related  to  due  process  in  inspect- 
ing retail  food  establishments  are  also  included. 
APPROVED 

A-2204  — This  bill  grants  immunity  from  liability  to  public 
entities,  public  employees,  and  volunteer  per- 
sonnel (including  physicians)  participating  in 
the  A/New  Jersey/76  Immunization  Program. 
APPROVED 

Filed  (page  Tr  1 35) 

Note:  Reference  Committee  "E"  felt  that  legislative  com- 
mittees frequently  are  not  provided  sufficient  and  accurate 


information  from  physicians  which  could  influence  pending 
legislation  in  a more  favorable  way.  There  is  a disconcert- 
ing absence  of  physicians  at  legislative  hearings.  It  was 
recommended  that  more  effective  leadership  be  estab- 
lished in  promoting  attendance  at  such  hearings  by  in- 
formed members  of  the  Society. 

Supplemental  #1 

The  following  is  the  official  position  of  bills 
previously  reported  as  Action  Deferred: 

S-93  — To  authorize  the  State  Board  of  Higher  Educa- 

tion to  contract  with  Fairleigh  Dickinson  Uni- 
versity School  of  Dentistry  for  acceptance  of 
New  Jersey  students.  APPROVED 

S-100  —To  amend  the  Practicing  Psychology  Licensing 
Act  in  several  respects  concerning  membership 
on  the  Board,  license  fees,  and  continuing  educa- 
tion requirements.  DISAPPROVED,  because  no 
licensing  board  should  be  composed  purely  of 
licensed  practicing  professionals. 

S-318  — To  provide  for  the  involuntary  commitment  of 
persons  believed  to  be  mentally  ill.  NO  ACTION 

S-324  — To  require  county  mental  health  boards  to  create 
the  position  of  mental  health  administrator.  NO 
ACTION 

S-327  — To  permit  health  insurance  coverage,  other  than 
group  and  blanket,  for  outpatient  treatment  of 
the  mentally  ill.  DISAPPROVED,  because  the 
bill  does  not  indicate  clearly  the  scope  of  cover- 
age or  eligible  providers. 

S-328  — To  permit  group  and  blanket  health  insurance 
coverage  for  outpatient  treatment  for  the  men- 
tally ill.  DISAPPROVED,  because  the  bill  does 
not  indicate  clearly  the  scope  of  coverage  or 
eligible  providers. 

S-329  — To  permit  hospital  service  corporations  to  make 
coverage  available  for  outpatient  treatment  of 
the  mentally  ill.  DISAPPROVED,  because  the 
bill  does  not  indicate  clearly  the  scope  of  cover- 
age or  eligible  providers. 

S-485  — To  prohibit  the  addition  of  fluorides  to  any 
municipal  water  supply  where  total  fluorides 
from  all  sources  in  the  environment  exceed  an 
average  of  1.2  milligrams  per  day  per  person  and 
to  require  the  Department  of  Environmental 
Protection  to  survey  all  areas  of  the  State  for 
environmental  fluorides  content.  APPROVED 

S-615  — To  require  all  group  health  insurance  policies  to 
provide  benefits  at  least  equal  in  value  to  60  days 
hospitalization  for  mental  health  illness.  DIS- 
APPROVED, because  the  wording  used  would 

•For  MSNJ’s  final  position  see  page  Tr  68 
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create  only  the  facade  of  coverage.  It  is  virtually 
impossible  to  say  that  a given  psychiatric  dis- 
order is  subject  to  “favorable  modification  by 
short  term  treatment.” 

S-870  — To  create  and  establish  a risk  register  for  handi- 
capped and  high-risk  children  in  the  Department 
of  Health.  DISAPPROVED,  because  this  bill 
would  be  very  costly  to  implement,  with  limited 
value  to  the  public. 

S-902  — To  authorize  the  State  Board  of  Pharmacy  to 
give  consideration  to  the  geographical  needs  in 
granting  licenses  to  applicants  and  to  permit 
establishment  of  minimum  and  maximum  prices 
for  prescription  drugs.  NO  A CTION 

S-903  — To  establish  a permanent  Mental  Health  Over- 
sight Commission.  DISAPPROVED,  because 
current  PSRO,  JCAH,  and  state  licensing  stan- 
dards more  than  adequately  insure  proper  care. 

S- 11 39  — To  revise  the  law  regulating  the  practice  of 
dentistry  and  dental  hygiene.  DISAPPROVED, 
because  this  bill  would  grant  the  Division  of  Con- 
sumer Affairs  unparalleled  regulatory  discretion 
over  the  utilization  and  training  of  dental  assis- 
tants, qualifications  for  specialized  practice  in 
dentistry,  and  licensing  requirements.  It  would 
(in  violation  of  constitutional  rights)  mandate 
that  all  dentists  be  required  to  service  medicaid 
patients  and  the  discretionary  exercise  of  penal 
power  by  the  Board  and  Division  of  Consumer 
Affairs  has  been  made  mandatory.  In  addition  of 
expansion  of  powers  conferred  by  particular 
sections  of  the  act,  “the  Board  is  empowered  to 
do  any  and  all  things  which  may  be  appropriate 
to  achieve  the  objectives  contemplated  by  the 
New  Jersey  Dental  Practice  Act,  or  which  may 
be  useful  in  executing  any  of  the  duties,  powers 
or  functions  of  the  Board.”  Such  an  uncontrolled 
delegation  of  authority  presents  an  opportunity 
for  abuse  by  administrative  agencies. 

S- 1 423  — To  revise  penalties  for  driving  while  intoxicated; 

to  reduce  .15%  to  .10%  alcohol  in  defendant's 
blood  to  presume  intoxication;  to  provide  for  a 
program  of  alcohol  education  or  rehabilitation. 
APPROVED 

A- 1 250  — To  require  all  group  health  insurance  policies  to 
provide  benefits  at  least  equal  in  value  to  60  days 
hospitalization  and  $1,000  or  50  percent  of 
mental  health  expenses  under  major  medical 
coverage.  DISAPPROVED,  because  without 
definitive  cost  data  it  is  unwise  to  broaden  the 
scope  of  insurance  coverages  by  legislative  man- 
date. 

A- 1251  — To  require  all  group  hospital  service  contracts  to 
provide  benefits  at  least  equal  in  value  to  60  days 
hospitalization  as  a result  of  mental  illness.  DIS- 
APPROVED. because  without  definitive  cost 
data  it  is  unwise  to  broaden  the  scope  of  insur- 
ance coverages  by  legislative  mandate. 

A- 1252  To  require  all  group  medical  service  contracts  to 
provide  benefits  of  at  least  $1,000  or  50  percent 


of  mental  health  expenses  under  major  medical 
coverage.  DISAPPROVED,  because  without 
definitive  cost  data  it  is  unwise  to  broaden  the 
scope  of  insurance  coverages  by  legislative  man- 
date. 

A- 1 827  — To  remove  the  licensing  requirement  for  ophthal- 
mic technicians.  CONDITIONAL  APPROVAL. 
provided  the  State  Board  of  Examiners  of  Oph- 
thalmic Dispensers  includes  an  Ophthalmologist 
as  one  of  its  members. 

On  the  afternoon  of  January  1 1,  1977,  the  Sec- 
ond Annual  Session  (1977)  of  the  197th  New 
Jersey  Legislature  was  opened.  As  the  Legisla- 
ture presently  is  constituted,  the  Senate  has  40 
members.  The  Senate  is  made  up  of  10  Repub- 
licans, 29  Democrats,  and  one  Independent.  The 
Assembly  has  80  members,  of  whom  31  are 
Republicans  and  48  are  Democrats.  One  As- 
sembly seat  is  vacant. 

By  means  of  legislative  bulletins  the  Society’s 
official  positions  on  all  current  State  Legislation 
are  regularly  called  to  the  attention  of  legis- 
lators as  well  as  component  societies,  cooper- 
ating agencies,  county  keymen,  and  county 
society  secretaries  and  executive  secretaries. 

The  Society  has  adopted  the  following  regular 
range  of  official  positions  concerning  proposed 
legislation: 

ACTIVE  SUPPORT  . . . All-out  support  of  the  measure. 

ACTIVE  OPPOSITION  . . . All-out  opposition  for  the 
measure 

CONDITIONAL  APPROVAL  ...  To  indicate  that  the 
approval  of  the  Society  is  conditional  subject  to  the  elimi- 
nation of  the  unsatisfactory  elements  of  the  bill  that  are 
pointed  out. 

APPROVAL  . . . Commended  as  satisfactory,  but  not 
actively  supported. 

DISAPPROVAL  . . . Rejected  as  unsatisfactory  but  not 
actively  opposed. 


Current  State  Legislation 

The  Council  offers  this  Supplemental  Report  #1 
covering  items  dealt  with  since  the  compilation 
of  its  Annual  Report. 

Filed  (page  Tr  1 35) 
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S-1674  — Menza,  et  al.  — Mental  Health  — Creates  within 
Institutions  and  Agencies  a Division  of  Mental 
Health  Legal  Counseling  and  Assistance.  The 
substantive  action  of  the  bill  goes  beyond  that 
title,  however,  since  Division  personnel  will 
become  involved  in  rendering  advice  to  patients 
in  any  matter  related  to  diagnosis,  treatment,  and 
care  including  consents,  denials,  facility  trans- 
fers, etc.  DISAPPROVED,  because  persons 
neither  capable  of  rendering  mental  health  ser- 
vices nor  legally  licensed  to  do  so  will  be  render- 
ing decisions  in  diagnosis  and  treatment.  Cur- 
rently developing  PSRO  and  quality  assurance 
programs  are  well  suited  to  protect  and  foster 
appropriate  patient  care. 

S-I675  — Menza,  et  al.  —Competency  to  Stand  Trial  — 
This  bill  is  designed  to  produce  a format  detailing 
when  an  individual  is  competent  to  stand  criminal 
trial.  Along  with  its  companion  bill  S-1676 
which  addresses  the  issue  of  culpability  it  pro- 
duces a drastic  departure  from  existing  case  law 
and  would  recognize  the  theoretical  defense  of 
“irresistible  impulse."  DISAPPROVED,  be- 
cause the  different  background  training  and 
clinical  experience  of  the  psychiatrist  and  the 
psychologist  result  in  two  different  kinds  of 
expertise  which  cannot  be  equated  either  in  terms 
of  the  diagnosis  or  treatment  of  illness. 

S-1676  — Menza,  et  al.  —Criminal  Responsibility — This 
bill  is  designed  to  produce  a change  in  the 
definition  of  Criminal  Responsibility.  It  pro- 
duces a drastic  departure  from  existing  law  and 
would  recognize  the  defense  of  “irresistible 
impulse.”  This  bill,  as  its  companion  bill  S-1675. 
would  equate  the  psychiatrist  and  the  psychol- 
ogist and  would  restrict  expert  testimony  to  those 
two  disciplines.  DISAPPROVED  (same  as 
S-1675) 

S-1677  — Menza,  et  al.  — Involuntary  Civil  Commitment  — 
(Because  of  extensive  Senate  Committee  amend- 
ments it  is  suggested  that  the  Board  of  Trustees 
refer  this  bill  back  to  the  Council  on  Legislation 
for  further  consideration). 

S-1687  — Dunn  — Good  Samaritan  Act  — This  bill  would 
amend  the  Good  Samaritan  Act  to  grant  im- 
munity to  persons  participating  in  mobile 
intensive  care  teams.  APPROVED 

S-1706  — Beadleston  — Early  Detection  of  Hypothyroidism 
— This  bill  provides  for  a screening  process  for 
hypothyroidism  in  newborns.  The  State  Depart- 
ment of  Health  is  to  institute  and  conduct  all 
necessary  laboratory  tests.  ACTION  DE- 
FERRED. pending  further  information  from  the 
Council  on  Public  Health. 

S-1719  — Menza— An  Act  Establishing  A Mental  Treat- 
ment Standards  Committee  — The  proposed 
committee  will  consist  of  7 New  Jersey  residents, 
one  psychiatric  social  worker,  2 psychiatrists, 
one  psychiatric  nurse,  the  Director  of  the  Divi- 
sion of  Mental  Health  and  Hospitals,  one  admin- 
istrator of  a community  mental  health  facility, 
and  one  licensed  psychologist.  The  Committee 


shall  prepare  a recommended  “Manual  of 
Adequate  Standards  for  Treatment  of  the  Men- 
tally III  in  State  Mental  Institutions.”  The 
standards  recommended  by  the  Committee 
shall  be  expressed  in  as  objective  terms  as 
possible.  This  also  creates  a Patient  Treatment 
Review  Board,  consisting  of  one  psychiatrist, 
one  non-psychiatrist  M.D.,  one  licensed  psy- 
chologist, one  psychiatric  R.N.,  and  one  licensed 
attorney.  The  Board  shall  review  patient  com- 
plaints and  recommend  such  action  as  may  be 
necessary  to  compel  adequate  treatment. 
ACTION  DEFERRED,  pending  further  in- 
formation from  the  Council  on  Mental  Health. 

S-1720  — Hagedorn,  et  al  — Creates  a commission  to 
inquire  and  study  the  spiraling  costs  of  hospital 
care  and  to  evaluate  the  effectiveness  and  existing 
cost  containment.  There  is  no  provision  for 
physician  representation.  APPROVED,  with 
recommendation  to  the  sponsor  that  at  least 
one  physician  be  appointed  to  the  Commission. 

S-174  7 — Russo  — Smoking  Within  Health  Care  Facili- 
ties—Requires  health  care  facilities  to  adopt 
policies  regulating  smoking,  i.e.,  designated 
areas  and  prohibitions  — public  posting.  AP- 
PROVED 

S-1748  — Russo  — An  Act  concerning  the  Practice  of 
Medicine  and  Surgery  — Amends  the  existing 
advertising  statutes  to  allow  physicians  to  place 
reasonable  signs  within  proximity  of  their  offices, 
but  not  necessarily  on  the  same  building.  AP- 
PROVED 

S-I75I  — Martindell  — Living  Will  — Provides  that  persons 
over  18  may  execute  legal  documents  directing 
that  in  the  event  of  a terminal  illness  no  main- 
tenance medical  treatment  may  be  utilized  to 
prolong  life.  “Terminal  Illness”  is  certified  to  in 
writing  by  the  attending  physician.  Physicians 
certifying  terminal  illness  or  relying  upon  the 
instruction  of  the  executed  document  are  immune 
from  civil  or  criminal  liability  if  acting  in  good 
faith.  NO  ACTION 

S-1758  — Skevin,  McGahn,  et  a/. —Cancer  Incidence 
Registry  — Declares  cancer  to  be  a reportable 
disease  under  the  Public  Health  Council  Statutes 
and  requires  the  maintenance  of  a cancer  in- 
cidence registry.  APPROVED 

S-I80I  — Russo— Motor  Vehicles— Provides  that  all 
drivers  of  motor  vehicles  have  given  implied 
consents  to  blood  and  urine  chemical  tests  to 
determine  the  presence  of  drugs  or  alcohol  in 
the  individual's  system.  Refusal  to  consent  to  the 
test  involves  an  automatic  suspension  of  driving 
privileges.  APPROVED 

S-3022  — James  Wallwork — Computerized  Axial  Tomog- 
raphy Unit— Requires  physicians  in  private 
practice  to  acquire  a Certificate  of  Need  in  order 
to  purchase  a CAT  Scanner.  ACTIVE  OPPO- 
SITION. because  this  bill  poses  an  infringement 
upon  the  private  practice  of  medicine. 
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S-3034  — Skevin,  McGahn,  el  al.  —Cancer  Detection  — 
Authorizes  the  Commissioner  of  Health  to 
develop  a program  for  the  detection,  diagnosis 
and  treatment  of  cancer,  including  research. 
Also  provides  for  a “training  program  for  para- 
medics in  cancer  detection.”  Appropriates 
$500,000.  APPROVED 

S-3035  — Skevin,  McGahn,  el  al.  — Establishes  a “Cancer 
Control  Act.”  Authorizes  the  Commissioner  of 
Health  and  Environment  with  the  approval  of  the 
“Cancer  Control  Council”  (no  physician  repre- 
sentation—nor  scientific  for  that  matter)  to 
regulate  the  manufacture,  sale,  and  labeling  of 
products  which  have  a carcinogenetic  effect. 
Appropriates  $500,000.  ACTION  DEFERRED, 
pending  further  information  from  the  Committee 
on  Cancer  Control. 

S-3055  — McDonough  — Professional  Liability  (Same  as 
A-2375)— This  bill  was  drafted  by  the  Mon- 
mouth-Ocean  Medical  Society  project.  It  con- 
tains a number  of  very  favorable  concepts  which 
have  thus  far  proved  to  be  unacceptable  to  the 
legislature,  i.e.,  an  absolute  two-year  occurrence 
on  the  Statute  of  Limitations,  a limitation  on 
pain  and  suffering  compensation  which  is 
recoverable  only  when  caused  by  a willful  or 
grossly  negligent  act,  a limitation  on  punitive 
damages  of  $100,000. 

Other  areas  of  difficulty  are: 

(1)  All  providers  of  health  care  must  carry 
professional  liability  insurance  (limits  are  not 
specified). 

(2)  Only  when  insurance  covering  liability  is 
reasonably  available  as  determined  by  the 
Commissioner  shall  a provider  be  liable  for 
malpractice.  (No  Court,  Legislature,  or  Regula- 
tor would  allow  this  clause  to  be  operative.) 

(3)  Standards  are  directly  correlated  to  PSRO 
geographic  areas.  Changes  in  PSRO  areas 
would  result  in  different  standards  and  Federal 
repeal  or  amendment  of  PSRO  may  result  in 
chaos.  Also  physicians  practicing  in  more  than 
one  PSRO  area  would  have  a multiplicity  of 
standards  with  which  to  comply.  ACTION  DE- 
FERRED, pending  the  outcome  of  the  current 
legislative  session.  (It  was  recommended  that  a 
letter  be  addressed  to  the  Monmouth  and  Ocean 
County  Medical  Societies  explaining  the  Socie- 
ty’s position  on  this  bill) 

S-3123  — Russo  — Clarifies  the  Good  Samaritan  Act  to 
clearly  cover  a call  on  an  in-hospital  emergency. 
APPROVED 

S-3125  — Imperiale,  Davenport,  Buehler,  Bedell  — Tradi- 
tionally, the  most  complete  and  extensive  courses 
of  instruction  in  emergency  services  had  been  the 
“Five  Point"  system  conducted  by  the  American 
Red  Cross,  the  National  Safety  Council  and 
others.  Recently  a program  of  emergency  train- 
ing services  has  been  implemented  by  the  State 
which  combines  the  elements  of  the  “Five  Point” 
system  into  one  program.  This  State  certification 
has  now  been  accepted  by  first  aid,  rescue  and 
ambulance  squads  to  the  point  of  exclusion  of  the 


“Five  Point”  system.  This  bill  would  equate  the 
two  programs.  APPROVED 

S-3140  — Martindell  — This  bill  addresses  the  problem  of 
the  high  cost  of  many  prescription  drugs  by  a 
twofold  approach.  It  provides  for  the  dispensing 
by  pharmacists  of  lower-priced,  generic  sub- 
stitutes for  prescribed  drugs  in  a strictly  regulated 
manner,  and  authorizes  the  advertising  of  pre- 
scription drug  prices.  APPROVED 

A-I659  — Bassano  — To  require  females  to  take  serological 
tests,  prior  to  issuance  of  a marriage  license,  to 
determine  if  they  ever  had  rubella.  DISAP- 
PROVED. because  this  type  of  legislation  is 
unwarranted,  at  this  time,  since  in  view  of  recent 
innoculations,  only  17  reported  instances  of 
rubella-associated  birth  defects  occurred  in  the 
U.S.  last  year. 

A-2032  — To  establish  a Physician-Dentist  Loan  Redemp- 
tion Program  for  students  of  the  College  of 
Medicine  and  Dentistry  and  to  appropriate 
$20,000  for  administrative  costs.  CONDI- 
TIONAL APPROVAL,  pending  suggested 
amendments. 

A-2242  — Visotcky—  Requires  prescribes  of  medications 
to  indicate  whether  or  not  the  nature  of  a drug 
should  be  indicated  on  the  label  and  whether  or 
not  a generic  equivalent  can  be  dispensed.  AP- 
PROVED 

A-2283  — Lefante  — Chiropractic  — Creates  an  independent 
board  of  chiropractic  examiners— five  licensed 
chiropractors  and  one  public  member.  Would 
remove  jurisdiction  of  the  State  Board  of  Medi- 
cal Examiners.  This  bill  does  not  alter  the  scope 
of  chiropractic  licensure.  ACTIVE  OPPOSI- 
TION, because  the  bill  establishes  a separate 
licensing  board  without  demonstrating  the  need 
therefor. 

A-2356  — Froude- Restrictive  Covenants- Precludes  phy- 
sicians and  professional  services'  corporations 
from  having  an  enforceable  restrictive  covenant 
upon  termination  of  employment  or  withdrawal 
from  a partnership.  APPROVED 

A-2375  —Maguire,  el  al.  — Professional  Liability  (Same  as 
S-3055)  — This  bill  was  drafted  by  the  Mon- 
mouth-Ocean Medical  Society  project.  It  con- 
tains a number  of  very  favorable  concepts  which 
have  thus  far  proved  to  be  unacceptable  to  the 
legislature,  i.e.,  an  absolute  two-year  occurrence 
on  the  Statute  of  Limitations,  a limitation  on 
pain  and  suffering  compensation  which  is  re- 
coverable only  when  caused  by  a willful  or  grossly 
negligent  act.  a limitation  on  punitive  damages 
of  $100,000. 

Other  areas  of  difficulty  are: 

(1)  All  providers  of  health  care  must  carry  pro- 
fessional liability  insurance  (limits  not  specified). 

(2)  Only  when  insurance  covering  liability  is 
reasonably  available  as  determined  by  the  Com- 
missioner shall  a provider  be  liable  for  mal- 
practice. (No  Court.  Legislature,  or  Regulator 
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would  allow  this  clause  to  be  operative.) 

(3)  Standards  are  directly  correlated  to  PSRO 
geographic  areas.  Changes  in  PSRO  areas 
would  result  in  different  standards  and  repeal  or 
amendment  of  PSRO  may  result  in  chaos.  Also 
physicians  practicing  in  more  than  one  PSRO 
area  would  have  multiplicity  of  standards  with 
which  to  comply.  ACTION  DEFERRED, 
pending  the  outcome  of  the  current  legislative 
session.  (It  was  recommended  that  a letter  be 
addressed  to  the  Monmouth  and  Ocean  County 
Medical  Societies  explaining  the  Society’s 
position  on  this  bill) 

A-2409  —Newman  — Grants  injured  and  ill  employees  the 
right  to  select  their  own  physicians  under  the 
Workmen’s  Compensation  Act.  APPROVED 

A-2419  —Doyle  — This  bill  extends  implied  consent  to 
blood  specimens  in  situations  when  the  police  so 
request  and  the  "operator  is  unconscious.” 
APPROVED 

A-3055  — Froude  — Medicaid  Reimbursement  — Amends 
the  Medicaid  law-  to  provide  that  providers  who 
are  private  practitioners  shall  not  be  reim- 
bursed at  a different  rate  than  providers  who  are 
“nonprofit  agencies."  APPROVED 

A-3043  — Pellecchia— Medicaid  Eligibility  — Extends  Med- 
icaid coverage  to  the  medical  needy  (those  with 
an  income  1-1/3  above  categorical  public  as- 
sistance). Also  amends  the  law  to  enable  the 
Division  of  Medical  Assistance  to  assess  and 
collect  incorrect  or  illegal  payments  and  penalties 


(currently  a function  of  the  courts).  CONDI- 
TIONAL APPROVAL,  pending  further  clari- 
fication of  the  bill  regarding  legal  safeguard 
amendments  i.e.  due  process,  rights  of  individ- 
uals. etc. 

A-3067  — Martin,  el  al.  — Physician-Dentist  Loan  Redemp- 
tion-Permits New  Jersey  students  who  are 
willing  to  serve  in  areas  designated  by  the  Com- 
missioner of  Health  as  “medically  underserved” 
to  redeem  as  much  as  85%  of  their  accumulated 
loan  indebtedness  for  3 years  of  service.  There  is 
an  awesome  amount  of  power  placed  in  the  hands 
of  the  Commissioner  in  regard  to  manpower 
distribution.  Some  of  the  provisos  of  this  Act,  if 
not  carefully  implemented,  may  run  counter  to 
the  1964  Civil  Rights  Act  and  the  U.S.  Constitu- 
tion. DISAPPROVED,  in  favor  of  A-2032. 

A-3068  -Jackman -Optometry- Declares  as  a violation 
of  the  licensing  act  the  location  of  an  optometric 
practice  in  such  proximity  to  an  optical  estab- 
lishment in  a manner  which  confuses  the  con- 
sumer as  to  the  independence  of  the  optometric 
practice.  NO  ACTION 

ACR-189  — Proposes  to  amend  the  New  Jersey  Constitu- 
tion to  provide  that  a majority  of  the  members  of 
the  professional  boards  shall  be  members  of  the 
public  and  not  engaged  in  the  practice  of  the 
profession  being  regulated.  (Does  not  affect  the 
State  Board  of  Bar  Examiners  or  the  State 
Supreme  Court.)  CONDITIONAL  APPROV- 
AL. provided  all  professions  requiring  licensure 
are  included. 


Filed  ( page  Tr  1 35) 
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Administrative  Council 


Medical  Services 

Victor  H.  Boogdanian,  M.D.,  Chairman,  New  Brunswick 

(Reference  Committee  “F”) 


The  Council  is  charged  with  the  responsibility  of 
studying  and  evaluating  matters  relevant  to 
maintenance  and  advancement  of  standards  and 
character  of  medical  practices  in  New  Jersey, 
and  of  investigating  the  economic  and  social 
aspects  of  medical  care. 

Ad  Hoc  Committee  on  Nutrition 

As  a follow  up  to  the  survey  of  the  fifty  hos- 
pitals in  New  Jersey  that  have  major  roles  in  the 
teaching  of  dietitians,  nurses,  and  physicians, 
the  recommendations  of  the  Inter-Agency 
Steering  Committee  were  published  in  Nutri- 
tion Today.  This  same  report  will  be  published 
in  The  Journal  in  the  near  future. 

A grant  has  been  prepared  to  explore  nutritional 
standards  in  hospitals.  With  this  in  mind,  the 
Council  on  Medical  Services  approved  the  hold- 
ing of  an  informational  meeting  between  the  Ad 
Hoc  Committee  on  Nutrition  and  representa- 
tives from  food  service  providers. 

Payment  by  Blue  Shield  for  Medical 

Consultation  in  Consultant's  Office- 
Resolution  #30 

This  resolution  was  referred  by  the  1975  House 
of  Delegates  for  consideration.  Blue  Shield  has 
agreed  to  conduct  a pilot  study  to  ascertain  the 
feasibility  of  providing  such  a coverage  on  a 
statewide  basis.  This  pilot  study  would  enable 
Blue  Shield  to  develop  structural  guidelines  to 
insure  against  misuse  of  this  service,  if  pro- 
vided statewide.  Blue  Shield  is  now  setting  up 
a one-year  pilot  study  in  Union  County,  allow- 
ing consultations  in  physicians’  offices,  which 
would  enable  them  to  make  a more  complete  es- 
timation on  any  savings  resulting  from  such  a 
program. 

Journal  Insert—  Survey  of  Membership 
The  Council  is  in  the  process  of  working  up  a 


survey  concerning  which  subjects  the  member- 
ship thinks  the  Council  should  explore. 

Computerized  Axial  Tomography  Units 

The  Council  on  Medical  Services  recommended 
to  the  Board  of  Trustees  that  The  Medical 
Society  of  New  Jersey  urge  Commissioner  Fin- 
ley to  keep  the  Proposed  Standards  for  Axial 
Tomography  as  flexible  as  possible. 

Rubella  Immunization—  A-1659 

It  was  reported  that  there  were  17  cases  of  chil- 
dren afflicted  by  rubella-connected  birth  de- 
fects in  the  nation  last  year.  After  further  inves- 
tigation, the  Council  strongly  urged  that  The 
Medical  Society  of  New  Jersey  not  approve  A- 
1659,  requiring  females  to  take  serological  tests 
to  detect  Rubella  prior  to  issuance  of  a mar- 
riage license. 

The  Role  of  Fiscal  Intermediary  in 
Reviewing  Medical  Cases 

The  Council  was  asked  to  investigate  the  me- 
chanism of  rejection  by  Medicare  fiscal  inter- 
mediary agents  of  full  payment  to  patients  for 
physicians'  charges.  While  agreeing  the  inter- 
spersion  of  third  party  decisions  between  patient 
and  physician  relationships  are  not  desirable, 
the  Council  recognized  the  reality  of  the  present 
Medicare  law  and  its  interpretation  and  imple- 
mentation by  the  fiscal  intermediary  charged 
with  administering  it.  After  hearing  the  se- 
quence of  administrative  levels  at  which  ad- 
verse decisions  were  made,  the  Council  was  con- 
vinced that  these  decisions  were  not  made  ar- 
bitrarily or  capriciously,  nor  by  non-medical 
personnel.  Note  was  also  made  of  the  appeal 
mechanism  available  to  physicians  for  in- 
dividual cases  for  the  appropriate  third  party 
complaint  committee  and/or  the  peer  review 
committee.  Admittedly,  the  time  and  effort 
necessary  to  pursue  correction  of  a presumed 
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inequity  may  seem  wasteful,  to  both  the  phy- 
sician and  the  third  party.  At  the  present  time, 
however,  it  is  a necessary  burden  and  the  only 


forum  we  have  to  resolve  differences  among 
professionals. 

Filed  (page  Tr  137) 


Special  Committee  to  Council  on  Medical  Services 


Occupational  Health,  Workmen's  Compensation, 
and  Rehabilitation 

Elmer  J.  Elias,  M.D.,  Chairman,  Trenton 

(Reference  Committee  “F”) 


The  Committee  resolved  a complaint  from  a 
labor  union  against  an  employer  to  the  satis- 
faction of  all  concerned.  The  Committee  also 
considered  the  following  items:  the  investigation 
of  coverage  for  rehabilitation  services  for 
those  who  are  covered  only  by  Blue  Cross;  the 


hiring  of  handicapped  people;  non-child-proof 
tops  on  medications.  These  matters  are  under 
continuing  study. 

Filed  (page  Tr  137) 
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Administrative  Council 


Mental  Health 

Roberts.  Garber,  M.D.,  Chairman,  Belle  Mead 

(Reference  Committee  “F”) 


The  bulk  of  our  Council’s  time  and  energy  was 
primarily  invested  this  year  in  discussing  the 
content  of  the  so-called  “Master  Plan  for  Men- 
tal Health— State  of  New  Jersey,”  as  prepared 
by  its  Commission.  Shortly  following  its  ap- 
pearance, there  became  evident  a flurry  of  leg- 
islative bills  to  implement  many  of  the  pro- 
posals which  required  considerable  study. 

Our  Council  remains  unanimous  in  its  opposi- 
tion to  the  Mental  Health  Reform  Plan  which 
suddenly  has  been  decreed  “The  Road  Map  for 
the  State  of  New  Jersey’s  Mental  Health”  for 
years  to  come.  It  is  apparent  that  the  cart  has 
been  placed  before  the  horse.  In  addition,  many 
of  the  Committee's  suggestions  already  have 
been  implemented  by  the  Department  of 
Human  Services;  yet  they  continue  to  solicit 
reactions  and  rebuttals  from  various  statewide 
organizations. 

We  have  prepared  our  own  rebuttal  to  this  re- 
port and,  with  the  grateful  assistance  of  a grant 
from  the  Board  of  Trustees,  hope  to  hire  a pro- 
fessional staff  person  to  do  the  final  editorial 
work. 


Of  great  concern  to  us,  as  with  all  medical  pro- 
fessionals, is  Senate  Bill  #1677  which  would  re- 
move all  physicians  (excepting  psychiatrists) 
from  the  privilege  of  completing  a commitment 
blank  for  the  involuntary  admission  of  a 
patient  to  a psychiatric  facility.  It  would  stipu- 
late that  only  psychiatrists,  or  a psychiatrist  and 
a psychologist,  could  commit  a patient.  We  are 
unalterably  opposed  to  the  bill  since  family 
practitioners,  emergency  room  physicians,  in- 
ternists et  at.  would  be  prevented  from  promptly 
placing  acutely  disturbed  patients  into  a hos- 
pital setting. 

For  the  third  straight  year,  our  Council  remains 
frustrated  by  the  failure  of  the  New  Jersey  State 
Board  of  Medical  Examiners  to  act  on  our  pro- 
posal for  a model  bill  to  deal  with  the  impaired 
physician. 

Finally,  our  concern  for  the  future  role  of  the 
Council  appears  diminished  with  the  anticipated 
simultaneous  loss  of  four  long-term  members 
who  can  serve  no  longer. 

Filed  (pageTr  137) 
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Administrative  Council 


Public  Health 

Frederick  C.  Steller,  M.D.,  Chairman,  Spring  Lake 

(Reference  Committee  “G”) 


The  Council  on  Public  Health  and  its  many 
Committees  had  regularly  scheduled  meetings 
during  the  year  — with  good  representation  — to 
review  the  many  topics  under  consideration. 

At  our  1976  Annual  Meeting  a resolution  was 
passed:  “To  assist  the  Public  Health  Depart- 
ment in  the  implementation  of  the  Swine  Flu 
Program.”  The  Council  did  assist  the  Public 
Health  Department  and  forwarded  to  the  Board 
of  Trustees  certain  guidelines  for  our  members 
to  follow  in  the  administration  of  the  vaccine. 


The  Council  reviewed  the  referral  from  the 
Board  of  Trustees  in  requesting  the  Commis- 
sioner of  the  Board  of  Education  to  submit  to 
the  Society  a list  of  school  physicians.  Such  a 
request  was  forwarded.  We  were  informed  that 
the  New  Jersey  State  Department  of  Educa- 
tion has  no  such  list.  Upon  a second  referral 
from  the  Board,  the  Council  forwarded  a simi- 
lar request  to  the  Association  of  School  Physi- 
cians; to  date  there  has  been  no  answer. 

Filed  ( page  Tr  1 39) 


Special  Committees  to  Council  on  Public  Health 

Cancer  Control 

Roy  T.  Forsberg,  M.D.,  Chairman,  Elizabeth 

(Reference  Committee  “G”) 


The  Committee  on  Cancer  Control  met  on  Sep- 
tember 22,  1976  with  Miss  Katharine  Heintz, 
Special  Assistant  to  the  Governor  representing 
his  Cabinet  Committee  on  Cancer  Control.  We 
had  offered  the  Society’s  support  on  all  levels 
for  whatever  help  was  needed  from  us  for  the 
State  of  New  Jersey.  We  have  awaited  with  an- 
ticipation contact  from  the  Governor’s  office 
for  their  cooperation  but  this  has  not  been 
forthcoming. 


The  Chairman  of  this  Committee  has  been  ap- 
pointed by  our  President,  John  Madara,  to 
represent  The  Medical  Society  of  New  Jersey 
on  the  Scientific  Advisory  Committee  of  the 
Cancer  Institute  of  New  Jersey.  There  is  no  re- 
port to  this  committee  at  this  time  as  we  are 
now  in  the  process  of  setting  policy. 


Filed  (page  Tr  139) 
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Child  Health 


Glenn  P.  Lambert,  M.D.,  Chairman,  Flemington 

(Reference  Committee  “G”) 


The  Committee  met  in  December,  1976,  with 
Dr.  Earl  F.  Hoerner,  Chairman  of  the  Amateur 
Hockey  Association  of  the  United  States  Safety 
and  Protective  Equipment  Committee,  in  an 
effort  to  establish  a Medical  Advisory  Group  in 
Sports  Medicine,  bringing  together  interested 
physicians,  athletic  trainers,  school  principals, 
superintendents,  and  athletic  coaches  to  deal 
with  a wide  range  of  aspects  of  athletics  in  sec- 
ondary schools.  The  committee  recommended 
that  a working  advisory  committee  be  formed, 
composed  of  representatives  from  the  Society 
as  well  as  other  groups  such  as  the  Coaches' 
Association,  Trainers'  Association,  and  con- 
sumers' groups  who  act  as  catalyst,  making  it- 
self available  to  identify  problems  and  answer 
questions  relative  to  the  medical  aspects  of 
school  sports. 

In  response  to  Resolution  #19  passed  by  the 
House  of  Delegates  at  the  1976  annual  meeting, 
the  Commissioner  of  the  State  Department  of 
Education  was  advised  of  the  Society's  develop- 


ment of  an  advisory  committee  of  physicians 
knowledgeable  in  health,  education,  and  nutri- 
tion. A response  indicated  the  establishment  of 
a liaison  representative  who  would  interact  with 
the  Society’s  committee,  with  particular  em- 
phasis on  health  and  nutritional  programs  for 
New  Jersey  Schools. 

Other  activities  of  the  Committee  included 
recommending  to  the  Assistant  Commissioner 
of  the  State  Department  of  Health,  Dr.  Martin 
Goldfield,  that  the  perinatal  screening  pro- 
grams for  hypothyroidism  be  undertaken  and 
also,  that  serious  consideration  be  given  for 
screening  for  other  inborn  areas  of  metabolism 
that  currently  are  remediable  by  dietary  man- 
agement, particularly  galactosemia  and  maple 
syrup  urine  disease.  The  other  area  of  activity 
is  the  participation  of  one  of  the  Committee 
members  on  the  advisory  council  of  the  Depart- 
ment of  Education. 

Filed  (page  Tr  1 39) 


Conservation  of  Hearing  and  Speech 

Aris  M.  Sophocles,  M.D.,  Chairman,  Trenton 

(Reference  Committee  “G”) 


In  its  first  year  as  a separate  committee  follow- 
ing approval  by  the  Delegates  of  The  Medical 
Society  of  New  Jersey  at  the  Annual  Meeting 
in  1976,  the  Committee  has  met  on  two  occa- 
sions, showing  enthusiasm  and  vigor.  The  mem- 
bers of  the  Committee  are  primarily  otolaryn- 
gologists, in  most  cases  heavily  involved  with 
otology,  with  one  member  especially  active  in 
the  fields  of  plastic  surgery  as  well  as  general 
otolaryngology  and  ophthalmology.  Our  objec- 
tive is  to  make  the  best  possible  contribution  to 
the  field  of  communication. 


Our  limitations  in  the  field  of  speech  pathology, 
and  thereby  conservation  of  speech,  became  ap- 
parent and  guest  lecturers  and  new  members 
for  the  Committee  have  been  sought  in  order 
to  broaden  the  expertise  of  committee  members. 

The  Committee  again  has  tackled  the  project  of 
screening  of  hearing  in  the  public  school  sys- 
tems as  presented  to  the  New  Jersey  Senate  in 
bill  S-851  and  introduced  by  Senator  McGahn. 
Some  contacts  have  been  made;  however  up  to 
this  point  there  is  no  evidence  of  momentum 
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in  its  progress  toward  becoming  a reality. 

The  Committee  is  also  interested  in  the  matter 
of  presenting  a scientific  exhibit  at  the  1977 
Annual  Meeting  and  the  cooperation  of  repre- 
sentatives of  the  local  chapter  of  the  American 
Speech  and  Hearing  Association  has  been  ob- 
tained. It  is  indeed  a pleasure  to  have  the  as- 
sistance of  these  devoted  professionals  in  the 
preparation  of  an  exhibit  depicting  the  various 
activities  through  which  conservation  of  hearing 
and  speech  can  be  accomplished. 


Recommendations 

1.  We  ask  that  every  physician,  and  especially 
those  involved  in  school  health,  insist  that  the 
local  schools  carry  out  annual  screening  of 
hearing;  and 

Approved  (pageTr  139) 

2.  That  speech  pathologists  be  included  in  all 
school  special  services  teams  for  the  improve- 
ment of  the  child's  ability  to  communicate. 

Approved  ( page  Tr  139) 
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Conservation  of  Vision 

Alfonse  A.  Cinotti,  M.D.,  Chairman,  Jersey  City 

(Reference  Committee  “G”) 


The  20th  Annual  Eye  Health  Screening  Pro- 
gram was  held  during  the  week  of  September 
12,  1976.  A total  of  93  hospital  centers  partici- 
pated in  the  program.  The  number  of  patients 
screened  was  10,949,  of  which  5,099  had  a posi- 
tive test  finding.  The  testing  included  visual 
impairment,  ophthalmoscopy,  external  condi- 
tions, and  tonometry. 

Of  those  screened,  589  had  positive  tonometry 
tests.  A follow-up  of  these  cases  by  the  New 
Jersey  State  Commission  for  the  Blind  and 
Visually  Impaired  reveals  that  131  of  the  589 


tonometry-positives  were  diagnosed  as  having 
glaucoma;  29  cases  were  borderline;  and  213 
were  negative.  The  Commission,  in  addition  to 
letters,  phone  calls,  and  home  visits,  is  still 
attempting  to  follow-up  the  remaining  216 
cases. 

Since  its  inception,  this  program  has  screened 
188,018  patients,  of  which  approximately  1,400 
patients  with  glaucoma  have  been  found,  as  well 
as  numerous  other  conditions. 

Filed  ( page  Tr  1 39) 


Environmental  Health 

Richard  H.  Musgnug,  M.D.,  Chairman,  Cherry  Hill 

(Reference  Committee  “G”) 


The  Committee  met  at  the  1976  Annual  Meet- 
ing in  Cherry  Hill  to  consider  supporting  a reso- 
lution before  the  House  of  Delegates  calling  for 
a moratorium  on  the  building  of  nuclear  power 
plants  in  our  State.  The  resolution  was  dis- 


cussed by  the  Committee  members  and  our  in- 
vited guest.  Dr.  Salasin,  Chairman  of  the  Coun- 
cil on  Public  Health,  and  we  voted  unanimously 
to  support  the  resolution  in  whatever  way  pos- 
sible. 
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We  also  discussed  the  problems  of  air  and  water 
pollution  and  the  State  rating  as  the  number 
one  state  in  the  country  for  the  incidence  of 
cancer.  In  an  attempt  to  develop  a line  of  com- 
munication with  the  agencies  within  the  State 
who  should  be  most  directly  concerned  with 
this  rating  and  its  implication,  we  arranged 
a joint  meeting  with  members  of  the  Environ- 
mental Protection  Agency  and  the  New  Jersey 
State  Department  of  Health. 

At  this  meeting  we  met  with  Glenn  Paulsen  and 
Peter  Preuss  from  the  EPA  and  Mr.  Zanna 
from  the  Department  of  Health.  Dr.  Paulsen 
distributed  copies  of  the  Agency’s  report  to  the 
Governor  dated  May,  1976  entitled  “Cancer 
and  the  Environment”  and  a memo  regarding 
the  Agency’s  Environmental  Protection  Cancer 
Program.  It  was  pointed  out  that  the  Gover- 
nor’s Cabinet  Committee  on  Cancer  Control 
is  seeking  additional  funding  for  a more  com- 
prehensive program  in  this  area. 

Suggestions  were  made  to  both  Departments 
that  the  Medical  Society  would  appreciate 
closer  lines  of  communication  with  these  agen- 
cies so  that  we  could  be  part  of  the  decision- 


making process.  For  example,  one  of  the  rec- 
ommendations of  the  Governor’s  Blue  Ribbon 
Cabinet  Committee  was  to  develop  a cancer- 
incidence  registry  in  the  State.  We  pointed  out 
to  Dr.  Paulsen  that  there  are  currently  45  can- 
cer registries  operating  in  New  Jersey  hospitals. 

We  also  suggested  that  The  Medical  Society  of 
New  Jersey  could  be  informed  better  regarding 
their  activities  if  these  agencies  would  consider 
publishing  some  of  their  pertinent  reports  re- 
garding environmental  health,  cancer  programs, 
and  others  in  The  Journal,  MSNJ. 

At  various  times  during  the  year  Dr.  Seymour 
Charles  has  represented  us  by  giving  testimony 
before  the  Clean  Air  Council.  Both  Dr.  Charles 
and  Dr.  Musgnug  have  been  appointed  to  the 
Ad  Hoc  Committee  studying  the  problems  of 
nuclear  power  plants  in  the  State. 

We  have  also  asked  the  EPA  to  keep  us  posted 
on  their  toxic  substances,  program  and  the 
problem  of  sludge  dumping  off  the  Jersey  coast. 

Filed  (page  Tr  139) 


Maternal  and  Infant  Welfare 

Edward  Foord,  M.D.,  Chairman,  Burlington 

(Reference  Committee  “G”) 


The  Committee  met  on  November  21,  1976 
and  completed  a detailed  review  of  the  remain- 
ing cases  for  1975.  It  was  the  consensus  of  the 
Committee  that  the  majority  of  cases  were  non- 
preventable,  however,  approximately  thirty 
percent  had  received  little  or  no  prenatal  care. 
In  a few  cases  regarded  as  possibly  prevent- 
able, there  were  socio-economic  factors  in- 
volved pointing  to  patient  responsibility.  The 
Committee  emphasized  that  while  many  pa- 
tients of  either  category  had  received  little  or  no 
prenatal  care,  once  hospitalized,  they  received 
very  good  obstetrical  care.  The  basic  problem  is 


all  too  frequently  one  of  patient  motivation  to 
accept  prenatal  care  available  at  various  hos- 
pital-based and  satellite  clinics. 

The  educational  value  of  this  review  is  presently 
available  only  to  members  of  the  Committee, 
and  while  published  abstracts  surely  would  be 
of  clear  benefit  to  the  profession,  the  hovering 
sword  of  professional  liability  hangs  much  too 
heavily  to  allow  dissemination  of  useful  review. 
It  is  nonetheless  clear  that,  while  maternal 
death  from  post-abortal  sepsis  has  been  greatly 
reduced,  toxemia,  hemorrhage  and  embolic 
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episodes  are  still  the  leading  causes  of  death. 
Such  entities  clearly  require  early  prenatal  care. 
progressively  more  complex  methods  of  diag- 
nosis, and  detailed  follow-up,  if  prevention  is  to 
be  achieved. 

In  addition,  the  Committee  considered  guide- 
lines for  prenatal  screening  and  a proposed 
review  of  the  maternity  service  record  books. 


The  future  scope  of  this  Committee  as  it  relates 
to  many  expanded  and  detailed  activities  of 
maternal  and  child  care  was  introduced  by  Dr. 
Felix  Vann. 

These  last  three  items  will  be  considered  at  fu- 
ture meetings. 
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Administrative  Council 

Public  Relations 

John  P.  Kengeter,  M.D.,  Chairman,  Toms  River 

(Reference  Committee  “E”) 


The  Council  on  Public  Relations  has  continued 
its  policy  of  adaptation  to  the  needs  of  The 
Medical  Society  of  New  Jersey’s  membership 
and  the  urgencies  of  the  times. 

1.  Continuing  projects: 

a.  Publication  and  distribution  of: 

(1)  Membership  Newsletter. 

(2)  Periodic  Newsletter  to  cooperating  agencies/individuals 
as  required. 

(3)  Monthly  news  media  releases  on  public  health  and  pro- 
fessional liability  (statewide  newspapers  and  TV). 

b.  Preparation  and  publication  of  special  news  releases  and 
publicity  as  required  from  time  to  time,  in  furtherance  of 
the  Society’s  business,  interests,  and  activities,  including: 

(1)  The  Eye  Health  Screening  Program. 

(2)  The  Annual  Meeting,  to  include  the  Governor’s  Con- 
ference. 

(3)  Child  Safety  Week. 

(4)  Selected  official  programs  and  activities. 

(5)  Professional  Liability  — statewide’  newspaper  releases 
explaining  the  MSNJ  position  on  Professional  Liability  and 
the  problems  that  are  being  reflected  on  patient  care,  and 
will  continue  to  be  incurred  unless  some  relief  is  granted  in 
the  form  of  proper  legislation.  MSNJ  is  also  preparing  TV 
spot  releases  to  carry  the  proper  message  to  the  public  re- 
questing their  understanding  and  help  in  procuring  fair  and 
equal  legislation  to  serve  the  best  interests  of  all  concerned. 

(6)  Legislative  Meetings  — meetings  were  arranged  between 
individual  key  legislators  and  MSNJ  representatives  in 
order  to  explain  the  need  for  proper  professional  liability 
legislation  and  to  present  the  medical  side  of  this  problem. 
These  meetings  also  were  used  to  open  rapport  and  estab- 


lish better  communications  with  the  legislators. 

(7)  Reestablishment  and  updating  of  a legislative  keyman 
system  for  legislative  public  relation  activities. 

(8)  JEMPAC  — cooperation  with  JEMPAC  Committee  in 
the  preparation  and  the  dissemination  of  new  promotional 
material,  including  surveys  and  artwork  for  their  new  logo. 

c.  Responsibility  for  the  information  center  and  issuance  of 
press  releases  at  the  Annual  Meeting. 

d.  Responsibility  for  bestowal  of  the  Golden  Merit  Award: 
59  were  bestowed  in  1976,  27  in  person,  making  a total  of 
940  since  the  award’s  inception  in  1957. 

e.  Encouragement  of  continuance  — or  establishment  — of 
orientation  programs  for  new  members  under  the  sponsor- 
ship of  component  societies. 

f.  Encouragement  of  statewide  emergency  medical  care 
coverage,  particularly  with  reference  to  the  “Basic  Concepts 
Underlying  the  Provision  of  Professional  Medical  Care” 
as  adopted  by  the  House  of  Delegates  and  printed  in  the 
“Appendix  Reference  Information”  of  the  Membership 
Directory. 

g.  Encouragement  of  increased  voluntary  blood  donations. 

h.  Encouragement  of  radio  broadcasts  under  the  auspices 
of  component  medical  societies.  Plans  have  also  been  made 
to  originate  broadcasts  at  the  Annual  Meeting. 

i.  Encouragement  of  medical  TV  programs. 

j.  Diabetes  Detection  Week. 

k.  Placement  service  in  The  Journal.  If  possible,  a booth 
also  will  be  staffed  at  the  Annual  Meeting. 

l . Physicians  Awards  for  Community  Services: 
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(1)  A.  H.  Robins  Award 

(2)  Sheen  Award 

2.  It  was  agreed  to  work  closely  with  the  Coun- 
cil on  Legislation  to  insure  total  coverage  for 
major  Medical  Society  legislative  activities. 
Several  specific  recommendations  were  made: 

a.  That  the  keyman  system  be  revised  using  a survey  of  the 
membership  to  determine  areas  of  influence. 

b.  That  JEMPAC  activities  be  encouraged  and  its  efforts 
given  wide  distribution. 

c.  That  the  county  societies  participate  more  effectively  in 
personal  contact  with  State  legislators. 

3.  A major  thrust  on  professional  liability  is  to 
be  assumed,  with  the  first  four  months  of  public 
relations  promotion  in  1977  being  in  this  area. 
The  information  to  the  public  regarding  various 
elements  of  the  problem,  such  as  the  need  for 
public  support  of  our  legislative  efforts  and  the 
effect  of  higher  premiums  (among  other  factors) 
on  health  costs  has  been  augmented  by  the  firm 
of  Paolin  and  Sweeney.  This  advertising  firm 
prepared  newspaper  advertisements  that  were 
released  on  a monthly  basis.  (This  firm  also  has 
prepared  posters  on  standard  health  matters  for 
office  use  and  television  commercials.) 

4.  It  was  agreed  that  all  advertising,  whether 
free  or  paid,  should  aim  at: 

a.  Improvement  of  our  public  image. 


b.  Increasing  physician  participation  in  MSNJ  activities. 

c.  Improving  the  attendance  at  the  MSNJ  convention. 

5.  Liaison  was  effected  with  the  Committee  on 
Medicaid  and  will  be  maintained. 

6.  The  following  is  recommended  to  all  our 
membership  as  incorporating  the  most  effective 
methods  for  good  public  relations: 

a.  Please  read  the  literature  distributed  including  the  News- 
letter, The  Journal,  and  special  releases.  This  would  do 
most  to  relieve  the  so-called  “communications  gap.” 

b.  The  county  officers  and  secretaries  should  inform  their 
membership  of  information  contained  in  the  minutes  and 
other  releases  sent  them. 

c.  More  of  the  membership  should  participate  — at  all 
levels,  and  in  particular  in  the  political  scene. 

d.  Attendance  of  the  presidents  and  presidents-elect  at 
meetings  should  improve. 

e.  Trustees  should  be  invited  to  meetings  of  the  county 
societies. 

f.  Consideration  should  be  given  to  county  meetings  with 
their  local  press  representatives  and  with  their  local  legis- 
lators. 

g.  The  best  public  relations  is  on  a one-to-one  basis,  not 
only  with  the  press  and  with  legislators,  but  most  especially 
with  patients—  in  the  best  tradition  of  medicine. 
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Special  Committees 

Chronically  III  and  Aging 

David  Eckstein,  M.D.,  Chairman,  Trenton 

(Reference  Committee  “G”) 

The  Committee  has  had  no  formal  meeting  this  the  House, 
year  and  thus  has  no  formal  report  to  make  to  Filed  (page  Tr  139) 


Emergency  Medical  Care 

Jack  R.  Karel,  M.D.,  Chairman,  Hillside 

(Reference  Committee  “D”) 


With  the  increasing  importance  of  emergency 
departments  in  hospitals  and  their  constant 
exposure  to  the  public,  a situation  has  been  pre- 
sented that  necessitates  constant  vigilance  on 
the  part  of  emergency  personnel  to  give  the  best 
emergency  care  possible.  Professional  liability 
considerations  are  a major  problem  that  de- 
mand the  utmost  attention.  It  is  thus  obvious 
that  the  cost  of  emergency  medical  care  in 
emergency  departments  will  increase  if  physi- 
cians and  hospitals  are  to  maintain  optimum 
care  to  the  public.  The  Special  Committee  on 
EMC  has  remained  active  in  this  field  in  various 
areas. 

Cardio-Pulmonary  Certification 

The  Board  of  Trustees  approved  the  recom- 
mendation that  additional  organizations  must 
be  involved  in  this  program  if  adequate  numbers 
of  individuals  are  to  be  trained  in  Basic  CPR 
and  as  instructors.  The  following  organiza- 
tions have  been  approved  to  accomplish  the 
above  training:  American  Heart  Association, 
New  Jersey  Chapter;  American  Red  Cross; 
American  College  of  Emergency  Physicians, 
New  Jersey  Chapter;  New  Jersey  College  of 
Medicine  and  Dentistry,  and  the  Emergency 
Department  Nurses’  Association,  New  Jersey 
Chapter.  The  latter  organization  will  work 
closely  with  ACEP  in  this  training.  Basic  and 
instructor  classes  are  now  underway. 


CPR  Certification  of  Lifeguards 

Our  committee  has  recommended  that  all  life- 
guards in  the  State  of  New  Jersey  be  trained 
in  Basic  CPR  and  certified  upon  their  employ- 
ment. These  individuals  can  obtain  this  training 
from  any  of  the  above  agencies.  Notification  of 
this  recommendation  is  to  be  made  to  the  New 
Jersey  State  Department  of  Health  and  the 
Boards  of  Chosen  Freeholders. 

Burn  Victims 

In  order  to  upgrade  statistical  information  on 
the  frequency,  type,  and  treatment  of  all  kinds 
of  burns,  the  committee  has  maintained  con- 
tact with  the  National  Burn  Victim  Founda- 
tion in  New  Jersey.  Recommendation  was  made 
by  the  committee  that  all  hospitals  with  emer- 
gency departments  utilize  a special  form  for 
the  information  requested  when  a burn  victim 
appears  in  the  hospital.  This  recommendation 
was  forwarded  to  the  New  Jersey  Hospital  As- 
sociation and  the  National  Burn  Victim  Foun- 
dation, which  in  turn  forwarded  a large  quan- 
tity of  these  burn  forms  to  all  hospitals.  It  is 
important  that  hospital  emergency  departments 
complete  these  forms  expeditiously  and  forward 
them  to  the  National  Burn  Victim  Foundation 
since  a survey  of  the  entire  state  on  this  pro- 
gram is  urgently  needed.  This  information  will 
also  be  of  great  value  for  obtaining  federal 
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grant  support  under  Public  Law  94-573,  94th 
Congress,  Emergency  Medical  Services  Amend- 
ments of  1 976. 

National  Health  Planning  and  Resource 
Development  Act  of  1974 

We  are  maintaining  close  observation  of  this 
legislation  and  have  noted  unusual  delays  and 
contradictions  in  its  development.  To  this  end, 
we  have  been  in  constant  communication  with 
our  congressional  representatives.. 

Inter-Agency  Commission  on 
Emergency  Medical  Care 

Work  continues  in  various  aspects  of  EMC. 
The  Commission  is  represented  in  the  State 
Mobile  Intensive  Care  Program  as  well  as  in 
the  New  Jersey  Emergency  Medical  Services 
System  Council  by  several  members  of  the 
Commission. 

Training 

A Seminar  on  EMC  for  Physicians  and  Nurses 
will  be  held  in  10  hospitals  throughout  the 
state  starting  in  April  and  to  be  completed  in 
June  1977.  Cooperating  hospitals  are:  Dover 
General  Hospital,  St.  Joseph  Hospital  and 
Medical  Center,  Cooper  Medical  Center.  Mon- 
mouth Medical  Center,  Middlesex  General 
Hospital,  St.  Elizabeth  Hospital.  Elizabeth 
General  Hospital,  Jersey  Shore  Medical  Cen- 
ter, Saint  Francis  Hospital  and  Medical  Cen- 
ter and  The  Mountainside  Hospital. 

Medicolegal  Seminar 

A Medicolegal  Seminar  entitled  “Avoiding 
Pitfalls  in  EMC”  was  held  in  December  1976 
at  which  time  a highly  successful  trial  demon- 
stration was  held.  This  seminar  was  a follow-up 
to  a previous  one  on  the  pitfalls  in  EMC.  The 
latter  received  national  attention  and  our  book- 
let w-as  abstracted  in  the  American  Journal  of 


Law  and  Medicine. 

Emergency  Department  Nurse 
Training  Program 

The  Commission,  in  cooperation  with  the  New 
Jersey  Chapter,  Emergency  Department  Nurses 
Association,  will  submit  an  application  to  the 
USPHS,  DHEW  for  a federal  grant  to  conduct 
a five-week  training  program  for  emergency  de- 
partment nurses.  Four  weeks  will  cover  the 
didactic  and  practical  instruction  and  the  fifth 
week  will  be  in-service  work  in  hospital  emer- 
gency departments.  Hospitals  throughout  the 
state  have  been  surveyed  and  the  endorsements 
indicate  that  this  program  will  be  oversub- 
scribed. This  project  will  take  two  years  for 
completion  for  approximately  300  students.  The 
course  would  be  conducted  in  three  schools  of 
nursing.  The  curriculum  for  this  project  was 
developed  by  the  Commission's  Committee  on 
Training  and  14  nurses  and  based  on  an  outline 
for  such  training  and  funded  under  a federal 
contract. 

A Plan  for  Mass  Casualty  Care 
(Non-Nuclear) 

Based  upon  the  initiative  of  the  Commission 
and  the  Special  Committee  on  EMC  and  having 
been  informed  by  the  State  Office  of  Civil  De- 
fense and  Disaster  Control  that  there  was  no 
plan  in  New  Jersey  for  the  care  of  mass  casual- 
ties (non-nuclear),  meetings  are  now  being  held 
to  accomplish  this  goal  with  representatives 
from  MSNJ,  New  Jersey  Hospital  Association, 
New  Jersey  State  First  Aid  Council  and  the 
State  Office  of  Civil  Defense  and  Disaster  Con- 
trol. Resources  documented  in  our  Commis- 
sion's Plan  completed  in  1976  will  be  utilized. 
A Mass  Casualty  Care  Plan  is  expected  to  be 
completed  this  year  with  an  exercise  projected 
for  the  Fall  of  1977. 
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Long  Range  Planning  and  Development 

William  J.  D'Elia,  M.D.,  Chairman,  Spring  Lake 

(Reference  Committee  “A”) 


The  Committee  met  twice  during  the  1976-77 
administrative  year  and  will  meet  once  more 
before  the  Annual  Meeting. 

Tenure  of  the  Executive  Director 

The  Committee  considered  a referral  from  the 
Board  of  Trustees  concerning  the  tenure  of  an 
individual  serving  as  Executive  Director  of  the 
Society.  Considerable  discussion  centered 
around  whether  or  not  definitive  parameters  on 
the  tenure  of  the  Executive  Director  should  be 
established  by  either  adoption  of  a Bylaw 
amendment  or  a position  statement. 

The  Executive  Director  recommended  that  the 
tenure  of  any  person  as  Executive  Director 
(Chief  Executive  Officer)  of  the  Society  should 
be  limited  to  fifteen  years. 

Supportive  reasons  for  the  above  include,  but 
were  not  limited  to,  the  following: 

(a)  Such  a policy  would  be  sound  corporate 
management  and  assures  the  Society  of  the  in- 
fusion of  new  talent,  vigor,  and  enthusiasm  at 
the  top  management  level  on  a predictable  and 
routine  basis. 

(b)  The  office  in  question  involves  a certain 
fiduciary  obligation  actively  to  prod  the  orga- 
nization to  adapt  to  a constantly  changing  en- 
vironment. Repetitive  failure  would  produce 
apathy  and  dampen  enthusiasm.  Repetitive  suc- 
cess could  form  a base  of  power  which  could 
become  subject  to  abuse.  Limited  tenure  would 
circumscribe  the  detrimental  possibilities  of 
such  events. 

(c)  The  terms  of  officers  and  trustees  are  cur- 
rently limited,  while  that  of  the  Executive  Direc- 
tor is  not.  The  maximum  tenure  of  any  person 
as  a trustee  and  presidential  officer  under  cur- 
rent and  proposed  policy  would  be  fourteen 
years.  Limiting  the  Executive  Director  to  fif- 
teen years  assures  continuity  but  at  the  same 


time  grants  conformity  across  the  spectrum. 
Further,  it  allows  sufficient  time  to  accrue 
respectable  pension  benefits  but  would  reduce 
pension  expenditures  and  salary  demands  to  a 
manageable  level  for  MSNJ. 

The  Chairman  of  the  Board  of  Trustees  regular- 
ly attends  meetings  of  this  Committee  and  was 
present  when  this  item  was  discussed.  He 
pointed  out  to  the  Committee  that  the  Execu- 
tive Director  and  his  executive  staff  are  under  a 
three-year  contract  with  the  Society.  At  the 
time  of  the  contract  renewal,  each  member  of 
the  executive  staff  is  evaluated  in  accordance 
with  the  duties  outlined  in  their  job  descrip- 
tions. Therefore,  if  the  Society  is  not  satisfied 
with  the  accomplishments  of  any  of  these  in- 
dividuals, it  always  has  the  option  of  not  renew- 
ing their  contracts. 

The  Committee  therefore  voted  that  no  change 
be  made  in  the  current  policy  of  the  Society. 
■The  Board  of  Trustees  subsequently  approved 
the  Committee's  recommendation. 

Ad  Hoc  Committees 

At  the  suggestion  of  the  Committee,  the  Board 
of  Trustees  approved  a recommendation  which 
now  gives  the  chairmen  of  the  Society's  coun- 
cils and  committees  the  authority  to  appoint 
consultants  to  serve  on  their  councils  and  com- 
mittees whenever  the  chairman  feels  that  his 
council  or  committee  lacks  specific  expertise 
in  those  areas  which  cannot  be  carried  out 
properly  within  the  structure  of  the  current 
membership. 

Medical  Director  for  MSNJ 

At  its  meeting  on  October  17,  1976,  the  Board 
of  Trustees  considered  the  September  16,  1976, 
report  of  the  Ad  Hoc  Committee  to  Study  a 
Medical  Directorship  for  MSNJ.  Within  the  Ad 
Hoc  Committee's  report  was  a list  of  strategies 
recommended  in  lieu  of  employing  a Medical 
Director  for  the  Society.  These  recommenda- 


VOL.  74-NUMBER  7-JULY  1977 


Tr  81 


tions  were  referred  to  the  Committee  on  Long 
Range  Planning  and  Development,  in  consul- 
tation with  the  Executive  Committee,  for  con- 
sideration and  report  back  to  the  Board.  The 
joint  suggestions  of  these  two  Committees  fol- 
low: 

1.  That  candidates  for  presidential  offices 
should  be  selected  primarily  on  the  basis  of 
ability  and  competence. 

Obviously,  no  one  can  take  issue  with  this  con- 
cept. The  new  nominating  procedure  should  en- 
courage a more  responsive  election  process.  In 
addition,  candidates  should  be  requested  to 
author  position  papers  in  Society  publications 
and  be  available  to  speak  at  various  county 
society  meetings. 

The  Board  of  Trustees  concurred  with  this 
opinion. 

2.  That  some  reorganization  and  delineation 
of  the  duties  of  the  present  presidential  officers 
should  be  considered. 

3.  That  all  of  the  presidential  officers  should 
increase  their  activities  in  ceremonial  and  other 
delegated  official  business  of  the  Society. 

These  items  were  considered  together  because 
of  their  relationship.  They  offer  a sound  ap- 
proach for  making  the  Society  more  viable  and 
effective  both  internally  and  externally.  These 
matters  really  should  be  implemented  by  the 
President  and  the  Executive  Committee  as  time 
passes.  The  Chairman  of  the  Board  should  also 
be  utilized  in  this  expanded  concept. 

The  Board  of  Trustees  concurred  with  this 
opinion. 

4.  That  the  Special  Committee  on  Long  Range 
Planning  and  Development  consider  the  recom- 
mendation of  merging  the  duties  of  the  Secre- 
tary of  the  Board  of  Trustees  with  those  of  the 
Secretary  of  the  Society. 

The  consensus  was  that  this  is  indeed  desirable. 
The  Committee  recommended  that  the  Stand- 
ing Committee  on  Revision  of  Constitution  and 


Bylaws  be  directed  to  develop  the  appropriate 
Bylaw  language. 

The  Board  of  Trustees  approved  the  recom- 
mendation of  the  Committee. 

5.  That  the  President  also  serve  as  Chairman 
of  the  Board. 

The  consensus  was  that  the  pressure  of  Society 
business  does  indeed  demand  the  vigor  and 
talent  of  two  people.  The  current  system  of  an 
elected  Chairman  could,  in  future  years,  present 
some  difficulty  if  the  President  and  the  Chair- 
man are  not  compatible.  The  consensus  was 
that  the  Bylaws  should  be  amended  to  provide 
that  the  Chairman  of  the  Board  of  Trustees 
shall  be  appointed  by  the  President. 

The  Board  of  Trustees  took  the  following  ac- 
tions with  respect  to  this  recommendation:  (a) 
voted  to  retain  the  position  of  Chairman  of  the 
Board;  (b)  directed  that  the  individual  named 
Chairman  of  the  Board  should  be  appointed  by 
the  President,  with  the  advice  and  consent  of 
the  Board  of  Trustees;  and  (c)  directed  that  the 
Standing  Committee  on  Revision  of  Constitu- 
tion and  Bylaws  develop  the  appropriate  Bylaw 
language. 

6.  That  consideration  be  given  to  a Bylaw 
change  to  permit  the  President  to  succeed  him- 
selfa  second  term. 

The  Committee  believes  this  issue  has  merit 
and  that  the  Committee  on  Revision  of  Consti- 
tution and  Bylaws  should  give  it  careful  study. 
It  is  not  a pressing  problem  at  this  time,  and  it 
is  unlikely  that  even  if  the  post  of  President- 
Elect  were  abolished  or  remained  vacant,  that 
an  incumbent  President  would  be  able  to  serve 
another  term  and  maintain  a viable  practice. 

The  Board  of  Trustees  voted  to  table  the  recom- 
mendation indefinitely. 

7.  That  the  President  and  the  Executive  Direc- 
tor should  have  the  authority  to  commit  the 
Society  to  a decision  which  may  arise  in  an 
emergency. 
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The  consensus  was  that  there  is  no  need  for  this 
format  since  the  Executive  Committee  or  a 
majority  thereof  could  act  just  as  quickly. 

The  Board  concurred  with  this  opinion. 

8.  That  the  Executive  Committee  be  structured 
to  include  the  Immediate  Past-President. 

The  Committee  recommended  that  the  Stand- 
ing Committee  on  Revision  of  Constitution  and 
Bylaws  be  directed  to  develop  the  appropriate 
Bylaw  language. 

The  Board  approved  the  Committee’s  recom- 
mendation. 

9.  That  the  Executive  Committee  meet  on  a 
regular  basis  to  discuss  the  responsibility  and 
duties  of  the  presidential  officers. 

This  is  a favorable  concept  which  has  been  im- 
plemented for  the  past  several  years.  The  Com- 
mittee did  not  believe  any  formal  action  was 
necessary. 


The  Board  concurred  with  the  opinion  of  the 
Committee. 

10.  That  compensation  for  Presidential  officers 
be  reconsidered  and  made  commensurate  for 
the  time  and  effort  demanded. 

Previously,  in  items  2 and  3,  the  Committee  dis- 
cussed expanding  roles  for  these  officers.  The 
Society  really  cannot  compensate  its  officers 
adequately  for  the  services  they  render,  but  it 
can  offset  some  of  their  lost  income.  It  is  not  the 
Committee's  intent  to  provide  compensation  for 
routine  meeting  attendance  but  only  for 
expanded  responsibilities  and  efforts.  The  basis 
should  be  a per  diem  set  by  the  Committee  on 
Finance  and  Budget.  The  Chairman  of  the 
Board  also  should  be  included  in  this  concept. 

The  Board  concurred  with  the  opinion  of  the 
Executive  Committee  and  directed  that  the  mat- 
ter of  compensation  be  referred  to  the  Standing 
Committee  on  Finance  and  Budget. 

Filed  ( page  Tr  1 29) 


Medicaid 

Harvey  J.  Shwed,  M.D.,  Chairman,  Newark 

(Reference  Committee  “F”) 


The  Medicaid  Committee  was  formed  as  an  ad 
hoc  committee  of  the  Medical  Society  in  re- 
sponse to  the  emergent  issues  of  Medicaid 
cutbacks  in  August  1975.  The  Committee  has 
assumed  ongoing  responsibility.  In  the  year 
since  the  last  report  it  has  functioned  in  the 
following  way: 

1.  The  full  committee  meets  monthly  at  the 
Medical  Society  office  for  a dual  purpose.  One 
phase  of  the  meeting  is  an  Intra-Medicaid  com- 
mittee meeting  with  Society  members,  represen- 
tatives of  specialty  groups  and  observers  from 
other  health  care  providers  (e.g.,  Dental  As- 
sociation, Osteopathic  Association,  optome- 


trists, pharmacists,  and  so  on).  The  second  part 
of  the  meeting  is  the  liaison  meeting  with  repre- 
sentatives of  the  New  Jersey  Medical  Assistance 
Agency  (Medicaid).  These  joint  meetings  have 
been  productive  in  settling  differences,  bringing 
up  issues  related  to  rules  and  regulations  in 
Medicaid,  issues  of  confidentiality  and  consul- 
tation reports,  fiscal  issues,  and  so  on. 

2.  The  Committee  has  been  very  active  in  at- 
tempting to  counter  negative  media  publicity  in 
relation  to  Medicaid  and  the  physician. 

a.  Reply  editorial  on  metropolitan  NBC  was 
aired  in  October  1976. 
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b.  A letter  to  Mr.  Arthur  Sulzberger,  publisher 
of  The  New  York  Times  was  given  wide  publi- 
city and  was  reprinted  on  the  editorial  pages 
of  the  American  Medical  News. 

c.  The  Committee  members  appeared  at  Gov- 
ernor Byrne’s  signing  of  increased  Medicaid 
penalties.  A press  conference  was  held  following 
the  signing  of  the  law  and  representatives  of 
the  Committee  underscored  the  dangers  of 
blanket  media  disapproval  of  the  individual 
physician  who  sees  Medicaid  patients. 

d.  The  Medicaid  Committee  has  completed  a 
rough  draft  of  a “White  Paper”  which  ex- 
plains the  private  physician’s  position  on  Medi- 
caid and  the  delivery  of  health  care  to  the  poor. 

e.  The  Medicaid  Committee,  through  the  Essex 
County  Medical  Society,  held  a legislator-phy- 
sician brunch  in  December  1976.  The  Commit- 
tee hopes  that  this  will  serve  as  a model  for 


other  county  affairs  between  legislators  and 
physicians  concerning  Medicaid. 

f.  The  Committee  functions  as  a funnel  for 
physician  complaints  in  relation  to  Medicaid 
regulations,  rules,  procedures,  policy  decisions, 
and  so  on.  Most  recently  it  has  served  as  a stim- 
ulus for  the  creation  of  an  ad  hoc  committee  to 
study  rules  and  regulations  in  regard  to  physi- 
cians caring  for  patients  in  nursing  homes. 

1 would  like  to  thank  the  members  of  the  Com- 
mittee who  have  faithfully  and  selflessly  given 
of  their  time  to  work  for  the  Committee.  I 
especially  would  like  to  thank  Dr.  Seymour 
Charles,  Dr.  John  Alexander,  Dr.  Arthur 
Maron,  and  Mr.  Joseph  Lucci  and  his  secre- 
tarial staff  for  their  help  and  devotion  to  a very 
difficult  task. 


Filed  (page  Tr  137) 


Medicine  and  Religion 

Thomas  H.  McGlade,  M.D.,  Chairman,  Camden 

(Reference  Committee  “D”) 


This  Committee  has  not  held  meetings  during 
the  past  year.  An  innovation  during  the  Annual 
Meeting  will  be  a Prayer  Breakfast.  The  pro- 
gram will  include  readings  from  the  Old  and 


New  Testaments  and  a presentation  of  the 
Sanctity  of  Life.  It  is  hoped  that  this  will  be- 
come an  annual  event. 

Filed  ( page  Tr  1 35) 
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Membership  Inquiries  and  Complaints 

Joseph  C.  Lucci,  Executive  Assistant,  Trenton 

(Reference  Committee  “F”) 


Inquiries  and  Complaints 
April  1,  1976  to  March  9,  1977 

Medicare 

This  Committee  did  not  meet  formally,  since 
all  complaints  were  resolved  to  the  satisfaction 
of  the  physicians.  A total  of  eight  complaints 
were  received.  One  complaint  is  pending. 

Medicaid 

This  Committee  did  not  meet  formally,  since  all 
complaints  were  resolved  to  the  satisfaction  of 
the  physicians.  A total  of  eight  complaints  were 


received. 

Medical-Surgical  Plan  of  New  Jersey 

This  Committee  did  not  meet  formally  since  all 
complaints  were  resolved  to  the  satisfaction  of 
the  physicians.  Two  complaints  were  received. 

Other  Health  Insurance  Carriers 

This  Committee  did  not  meet  formally  since  all 
complaints  were  resolved  to  the  satisfaction  of 
the  physician.  Two  complaints  were  received. 

Filed  with  notation  (page  Tr  1 37) 


Physicians'  Relief  Fund 

Joseph  J.  Kline,  M.D.,  Chairman,  Trenton 

(Reference  Committee  “B’’) 


The  Committee  had  applications  for  financial 
assistance  submitted  during  the  last  year.  Only 
one  such  application  was  completed  and  con- 
sidered to  be  a valid  request  within  the  Com- 
mittee’s jurisdiction  and  responsibility.  The 
appropriateness  and  extent  of  the  need  was 
determined  by  your  Committee.  A total  of  six 
(6)  monthly  payments  were  granted. 

Experience  thus  far  demonstrates  that  both  the 
county  societies  and  individual  members  are  not 
fully  aware  of  the  availability  of  financial  as- 
sistance MSNJ  can  offer  at  times  of  great  need. 
Your  Committee  accidentally  and  belatedly 
learned  — after  the  fact  in  at  least  two  instances 
— that  members  of  the  Society  could  and 
should  have  been  helped  in  terminal  and  tragic 
conditions.  Unfortunately,  no  one  made  appli- 
cation for  such  aid  or  informed  your  Commit- 
tee of  the  situation. 


Regular  and  prominently  displayed  notices  of 
the  existence  of  the  Physicians’  Relief  Fund 
should  be  printed  in  the  state  and  county  pub- 
lications. County  societies  could  serve  their 
membership  more  effectively  by  initiating  im- 
mediate requests  for  aid  to  your  Committee 
and  by  prompt  response  to  the  inquiries  made 
by  your  Committee. 

Your  Committee  would  welcome  any  con- 
tribution to  the  Fund  which  would  further  fi- 
nancial support  to  our  fellow  members  who 
may  experience  severe  financial  need. 

The  financial  activities  of  the  Fund  during  the 
year  are  included  in  the  report  of  the  Treasurer. 

Recommendations 

(a)  That  the  House  of  Delegates  concur  in  the 
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recommendation  of  the  Finance  and  Budget 
Committee  — approving  a budget  appropriation 
of  six  thousand  dollars  in  lieu  of  a special  per 
capita  assessment  for  1977-78  in  support  of  the 
Physicians'  Relief  Fund. 

Disapproved  (pageTr  131) 

(b)  That  the  MSNJ  membership  be  urged  to 
continue  their  active  support  by  sending  con- 
tributions to  the  Fund. 


(c)  That  MSNJ  and  county  society  publica- 
tions include  prominently  displayed  notices  of 
the  existence  of  the  Physicians’  Relief  Fund. 

Note:  The  Committee  on  Finance  and  Budget  reported  no 
allocation  for  Committee  on  Physicians'  Relief  Fund  for 
1977-78  because  an  audit  by  IRS  revealed  Fund  to  be  in 
violation  of  501-(C)-(6)  non-profit  status  MSNJ  has  held 
over  the  years. 


Filed  (page  Tr  131) 


Retirement  Plan  for  Physicians 

Nicholas  E.  Marchione,  M.D.,  Chairman,  Vineland 

(Reference  Committee  “C”) 


HR-10  (Keogh)  Variable  Annuity 
Retirement  Investment  Plan 

Our  Keogh  Plan  provides  tax-deductible  con- 
tributions up  to  the  lesser  of  $7,500  or  15  per- 
cent of  earned  income.  In  addition,  voluntary 
contributions  of  up  to  the  lesser  of  $2,500  or  10 
percent  of  earned  income  may  be  made  to  take 
advantage  of  the  tax-free  compounding  and 
favorable  final  funding  guarantees.  The  Med- 
ical Society  of  New  Jersey  Retirement  Plan 
Trust  was  modified  accordingly  and  many 
members  have  taken  advantage  of  this  liberali- 
zation by  increasing  their  contributions  to  the 
Plan. 

The  Plan  was  established  in  1970.  following  the 
success  of  the  identical  Essex  County  and  Union 
County  Medical  Society  Retirement  Plan 
Trusts.  The  program  includes  three  unique  ad- 
vantages. in  addition  to  the  well-known  tax  sav- 
ing and  tax  si  t res  of  the  Keogh  Law: 

t.  A lifetime  monthly  triable  payout,  based  on  a common- 
stock  portfolio.  (The  Vo;  ;hle  Annuity) 

2 A death  benefit  guara  ' c si  at  u the  participant  dies 
during  the  accumulation  period  his  bi  ell  iar\  will  never 
receive  less  than  the  amount  the  participant  \.i , aid  in. 


3.  Flexibility  during  accumulation  years,  permitting  the 
allocation  and  transfer  of  funds,  at  your  option,  to  and 
from  the  common-stock  and  the  fixed-dollar  account. 

Internal  Revenue  Service  approval  for  the  Mas- 
ter Plan  (with  Serial  Number  701115)  was  re- 
ceived November  30th.  1970. 

Throughout  the  state,  we  have  186  plans  in 
effect  covering  208  people  with  $1,646,899.27 
deposited  by  members  of  the  program,  since  its 
inception. 

Corporate  Master  Retirement  Plan 

The  Society  has  recognized  that  some  of  its 
members  may  see  fit  to  practice  in  the  form  of  a 
corporation.  Therefore,  the  Committee  recom- 
mended, and  the  Society  approved  in  1970.  the 
establishment  of  The  Medical  Society  of  New 
Jersey  Retirement  Plan  Trust-B.  which 
adopted  a Corporate  Master  Retirement  Plan, 
using  the  same  funding  agents  as  the  Keogh 
program  described  above.  This  program,  in  the 
form  of  a Master  Profit-Sharing  Plan,  permits 
corporations,  one  of  whose  employees  is  a mem- 
ber of  the  Society,  to  place  up  to  15  percent  of 
payroll  in  a tax-sheltered  program  with  the 
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same  flexibility  and  options  as  our  Keogh  pro- 
gram, using  the  Prudential  Insurance  Com- 
pany’s group  Fixed-Dollar  Annuity  and  group 
Variable  Annuity.  Some  of  the  useful  and  valu- 
able features  of  this  Master  Plan  are  described 
below: 

1.  Eligibility  Requirements— Employment  0 to  5 years  — 
Minimum  age  up  to  30 

2.  Flexible  Retirement  Date  (especially  valuable  for  older 
corporate  officers) 

3.  Choice  of  contribution  formulas,  including  Social  Secur- 
ity integration 

4.  Vesting  can  be  as  minimal  as  nothing  for  the  first  five 
years  under  the  plan  and  then  10  percent  per  year  for  the 
next  ten  years. 

The  plan  is  administered  by  E.  & W.  Blank- 
steen  Agency,  Inc.,  who  will  be  pleased  to 
furnish  members  with  full  information.  This 
plan  should  provide  a substantial  savings,  since 
it  is  not  necessary  to  have  a plan  and  trust 
drawn  especially  for  you.  Many  large  corpora- 
tions and  other  organizations  use  these  same 
funding  agents  for  their  tax-deferred  retirement 
plan,  including  that  of  our  administrator. 

PRO  Services,  Inc. 

The  Medical  Society  of  New  Jersey  PRO  Mas- 
ter Retirement  programs  provide  members  with 
pre-approved  prototype  plans  for:  IRA  — Keogh 
— Corporations. 

If  you  are  currently  participating  in  a tax  qual- 
ified retirement  plan,  or  if  you  contemplate  ex- 
tablishing  such  a plan,  you  should  consider  the 
advantages  which  are  available  through  The 
Medical  Society  of  New  Jersey  Group  Master 
Plans. 


Some  of  the  important  features  are  as  follows: 

1.  Investment  Options  — You  may  select  any  investment 
permitted  under  law  — mutual  funds,  stocks,  bonds,  savings 
accounts,  to  mention  a few. 

2.  Unlimited  Transfers  — If  your  original  investment  choice 
does  not  live  up  to  expectations,  you  may  switch  investment 
options  at  any  time  with  no  charge. 

3.  Segregated  Accounts—  To  avoid  liability  for  you  as  an 
investment  adviser,  the  Society  plans  permit  each  employee 
to  select  his  or  her  own  investments  which  are  best  suited 
to  individual  needs  and  temperaments. 

4.  "In  Kind"  Transfers—  You  may  transfer  the  assets  of 
your  current  plan  (or  plans,  if  you  have  more  than  one)  over 
to  the  Medical  Society  plan  without  the  need  to  liquidate 
your  present  satisfactory  investments. 

5.  Full  Service  — Your  society  plan  offers  free  assistance 
and  necessary  information  to  help  you  in  reporting  in  com- 
pliance with  the  new  pension  law. 

6.  Bank  Trustee  — These  Master  Retirement  programs  are 
fully  trusteed  and  you  will  receive  accurate  and  understand- 
able reports  on  a quarterly  basis. 

7.  Low  Cost  — All  the  advantages  of  these  plans  are  avail- 
able to  you  at  low  group  rates. 

8.  Full  ERISA  Compliance  Service  — PRO.  as  the  service 
agent  for  the  Society  plans,  will  accept  appointment  as 
Administrator  of  your  PBA  Plan  with  full  responsibility  for 
ERISA  compliance.  Under  an  optional  fee  for  service  con- 
tract with  an  employer.  PRO  Administrators,  Inc.  will 
accept  responsibility  as  the  Employer’s  Plan  Administra- 
tor for  timely  compliance  with  all  ERISA  requirements, 
as  follows: 

• Plan  Description 

• Summary  Plan  Description 

• Plan  Amendments  (when  notified  in  writing  by  the  Em- 
ployer) 

• Annual  Report 

• Annual  Report  Summary 

• Employee  Benefit  Statements  (when  notified  in  writing 
by  the  Employer  of  a request  from  an  employee) 

• Write  and  distribute  required  reports  to  participants. 

Filed  with  commendation  to  the  Chairman  (page  Tr  1 33) 
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Ad  Hoc  Committee  on  Atomic  Energy  Plants 

Howard  D.  Slobodien,  M.D.,  Chairman,  Perth  Amboy 

(Reference  Committee  “G”) 


This  Committee  was  founded  as  a result  of  Res- 
olution #40,  which  was  adopted,  as  amended, 
by  the  1976  House  of  Delegates  as  follows: 

Atomic  Energy  Plants 

RESOLVED,  that  The  Medical  Society  of  New 
Jersey  vigorously  support 

1 . further  study  of  the  health  implications  of  an 
atomic  energy  plant  off  the  coast  of  New  Jersey. 

2.  a committee  of  selected  physicians,  ap- 
pointed (by  the  Board  of  Trustees)  for  the 
urgent  task  of  meeting  with  the  scientists  of  the 
appropriate  nuclear  energy  commission  as 
soon  as  possible,  whose  findings  shall  be  re- 
ported to  the  1977  House  of  Delegates  of  The 
Medical  Society  of  New  Jersey. 

This  Committee,  after  review  of  resolution  #40, 
agreed  that  limiting  its  studies  to  atomic  energy 
plants  off  the  coast  of  New  Jersey  would  not 
be  advisable,  since  construction  and  utilization 
of  the  plants  anywhere  in  the  State  could  have 
an  effect  on  the  health  and  well-being  of  the 
people.  At  the  request  of  the  Chairman  of  the 
Committee,  the  Board  of  Trustees  authorized 
the  Committee  to  expand  its  purview  to  include 
investigation  of  the  original  resolution  that  was 
presented  to  the  House  of  Delegates  prior  to 
amendment  by  the  Reference  Committee. 

The  specific  issues  the  Committee  addressed 
included  the  following: 

1.  Transportation  of  radioactive  materials  — 
this  will  include  transportation  of  materials  to 
be  used  as  fuel,  as  well  as  waste  products; 

2.  Local  storage  of  fuel  and  waste  materials  — 
how  and  where; 

3.  Operational  plant  safety  — dangers  to  the 
community  with  regard  to  radioactive  core 
melt-down,  and  dangers  to  the  employees  in  the 
general  daily  plant  operations; 


4.  Environmental  impact —comparison  of 
conventional  coal-operating  plants  to  a nuclear- 
powered  plant.  The  Committee  decided  that, 
since  the  use  of  oil  as  a fuel  will,  for  all  practical 
purposes,  soon  be  phased  out,  study  was  not 
necessary  on  its  long-term  effects  on  the  en- 
vironment; 

5.  Locations  for  nuclear  sites  — underground, 
off  shore,  and  above  ground; 

6.  Better  understanding  of  what  the  actual 
hazards  of  radiation  exposure  to  the  human 
body  are  — degree  of  dosage  and  long-term 
exposure; 

7.  Evaluation  of  guidelines  to  be  followed  in  the 
event  of  an  emergency  occurring  at  the  power 
plant  — notification  to  the  public,  evacuation, 
and  medical  care. 

All  were  in  agreement  that  a statement  on 
nuclear  power  plants  could  not  be  made  by  this 
Committee  solely  from  review  of  the  written 
materials  available.  Experts,  both  for  and 
against  the  development  of  nuclear  power 
plants,  were  consulted  and  a full  day  spent  with 
them.  These  were  the  consultants: 

Dr.  Edward  P.  Radford.  Professor  of  Environmental  Medi- 
cine, Johns  Hopkins  University. 

Dr.  Charles  Huver,  Biologist  on  Environmental  Quality, 
University  of  Minnesota. 

Dr.  Roger  Linnemann,  Radiologist  and  President  of  Radia- 
tion Management  Corporation,  Philadelphia. 

Mr.  Andrew  P.  Hull.  Section  Leader  on  Environmental  & 
Analytical  Services,  Brookhaven. 

Mr.  Robert  Casey.  Operational  Health.  Physics  and  Safety 
Section,  Brookhaven. 

A follow-up  letter  was  received  from  Dr.  Rad- 
ford. In  this  letter  he  called  for  a review  of 
current  occupational  radiation  exposure 
standards  at  power  stations  in  New  Jersey  and 
said  he  had  some  innovative  ideas  regarding 
this.  We  await  this  information. 

After  extended  discussion  the  following  were 
established  as  the  majority  positions  of  this 
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Committee  regarding  atomic  energy  plants  in 
the  State  of  New  Jersey;  each  numbered  item 
refers  to  the  specific  issues  agreed  to  previously: 

1.  According  to  expert  testimony,  there  is  no 
evident  hazard  in  the  transportation  of  radio- 
active materials  currently  being  used  and  trans- 
ported in  the  State  of  New  Jersey.  The  con- 
tainers used  are  designed  for  maximum  safety 
so  that  even  in  an  accident  involving  the  trans- 
porting vehicle,  no  radioactive  material  is 
released. 

2.  The  temporary  storage  of  radioactive  fuel 
and  waste  materials  should  be  on  the  site  of  the 
power  plant.  It  should  not  seriously  affect  the 
amount  of  local  radiation,  and  should  not  cause 
any  hazards  to  local  population  if  the  current 
strict  regulations  of  the  Nuclear  Regulatory 
Commission  are  followed.  Sites  for  permanent 
storage  must  be  developed. 

3.  Regarding  operational  plant  safety  for 
employees,  the  amount  of  radiation  released 
into  the  local  atmosphere  is  very  small,  much 
less  than  from  other  common  sources,  and 
poses  no  apparent  threat  if  NRC  guidelines  are 
followed  strictly.  With  regard  to  radioactive 
core  melt-down,  because  safety  regarding  avoid- 
ing such  an  accident  is  still  very  controversial 
and  there  is  considerable  confusion  among  the 
scientific  experts  as  to  the  possibility  of  such  an 
accident,  this  Committee  has  been  unable  to 
make  a recommendation  on  this  particular 
problem.  So  far,  the  history  of  nuclear  power 
plants  with  regard  to  melt  downs  has  been  good; 
but,  because  there  are  unknown  factors  and 
occasional  leakage  of  coolant  has  occurred,  a 
continuing  effort  must  be  made  along  these 
lines  to  establish  better  safety  in  this  area. 

4.  The  Committee  decided  that,  since  the  use 
of  oil  as  a fuel  is  for  all  practical  purposes,  of 
limited  duration,  study  was  not  necessary  on  its 
long  term  effects  on  the  environment.  No 
critique  could  be  given  comparing  coal  to 
nuclear  power  because  of  time  and  statistical 
limitations. 

5.  Regarding  off-shore  nuclear  power  plants  it 
was  agreed  that  under  normal  weather  con- 


ditions an  off-shore  plant  probably  would  rep- 
resent no  further  hazard  to  core  melt-down 
and  leaks  than  on  land  and  might  offer  some 
advantages  in  regard  to  the  readily  accessible 
sea  water  for  cooling  purposes.  Many  of  the 
Committee  are  concerned  that  the  engineering 
built  into  this  type  of  power  plant  might  not  be 
able  to  withstand  all  types  of  weather  condi- 
tions; it  was  therefore  recommended  that 
experts  in  the  engineering  fields  should  answer 
questions  about  design  of  these  power  plants 
and  their  ability  to  withstand  all  weather  con- 
ditions, no  matter  how  severe.  In  this  regard, 
concern  was  also  expressed  about  the  potential 
amount  of  water-borne  spread  of  radiation 
contamination  and  the  problems  arising  should 
evacuation  of  populations  on  or  near  the 
beaches  be  needed. 

It  should  be  noted  that  Mr.  Jonathan  Law,  one 
of  our  consultants,  felt  that  sufficient  engineer- 
ing has  been  applied  to  forestall  any  possible 
weather  condition.  He  referred  to  an  article 
published  in  The  New  York  Times,  written  by 
Ralph  E.  Lapp. 

6.  The  radiation  released  into  the  local  atmo- 
sphere, if  any,  from  nuclear  power  plants  is 
apparently  much  less  than  from  other  common 
sources  and  poses  no  apparent  threat  to  area 
population  as  long  as  current  strict  NRC 
regulations  are  followed.  Proper  security 
measures  are  also  essential  and  should  be 
improved. 

7.  For  guidelines  to  be  followed  in  the  event  of 
an  emergency  occurring  at  a power  plant,  Roger 
Linnemann,  M.D.,  Radiation  Management 
Corporation,  Philadelphia,  Pennsylvania, 
should  be  contacted.  Another  source  of  guide- 
lines is  Emergency  Planning  for  Nuclear  Power 
Plants,  Regulatory  Guide  1.101  by  the  Office 
of  Standards  Development,  U.S.  Nuclear 
Regulatory  Commission.  This  information 
should  be  made  available  to  all  hospitals  in  the 
state. 

Certain  other  matters  could  not  be  resolved  by 
the  Committee  because  of  a wide  separation  of 
opinions.  The  statement  had  been  made  by 
President  Carter  that  nuclear  power  plants  not 
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be  located  in  populous  areas.  Whether  this 
means  all  of  New  Jersey,  the  most  populous 
state,  is  open  to  question.  And  we  do  know  that 
losses  of  power  in  transmission  lines  are  severe 
enough  to  warrant  putting  power  plants  near 
their  areas  of  consumption  of  power.  We  are 
unable  to  resolve  all  the  questions  relating  to  the 
biologic  effects  of  radiation;  even  the  experts 
differ  in  opinion  as  to  effect,  whether  it  occurs 


along  a straight  line  or  along  a sigmatype 
curve.  This  latter  dilemma  relates  to  other 
situations  also,  such  as  occurred  (and  is  still 
occurring)  with  the  mammography  controversy. 
But,  if  this  type  of  question  had  an  easy  answer, 
there  would  have  been  no  call  for  the  formation 
of  this  Committee. 
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Minority  Report 

Seymour  Charles,  M.D.,  Irvington 
Philip  J.  G.  Quigley,  M.D.,  Elizabeth 

(Reference  Committee  “G”) 


It  is  the  conclusion  of  this  minority  that; 

1.  Atomic  energy  plant  operational  safety  in 
New  Jersey  has  not  been  assured. 

2.  Atomic  energy  plant  site  protection  (secu- 
rity) in  New  Jersey  has  not  been  assured. 

3.  The  safety  of  transportation  in  New  Jersey 
of  radioactive  material  to  and  from  atomic 
energy  plants  is  questionable. 

4.  The  operational  safety  of  the  proposed  float- 
ing ocean  atomic  energy  plant  off  the  New  Jer- 
sey coast  is  not  assured,  and  its  protection 


(security)  is  not  assured,  and  its  protection 
against  weather  hazards  is  not  assured. 

5.  A burden  of  proof  of  safety  of  atomic  energy 
plants  in  New  Jersey  is  on  the  proponents  and 
builders  and  operators  thereof. 

6.  The  Committee  on  Environmental  Health 
of  The  Medical  Society  of  New  Jersey  should 
be  charged  with  the  continuing  review  of  these 
problems  and  the  formulation  of  appropriate 
recommendations. 
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Medical-Surgical  Plan  of  New  Jersey 

Joseph  P.  Donnelly,  M.D.,  President,  Newark 

(Reference  Committee  “C”) 


Meeting  Today’s  Changing  Needs  with 
Yesterday’s  Unchanging  Principles 

“We  must  adjust  to  changing  times  and  still 
hold  to  unchanging  principles.”*  Those  words 
clearly  express  the  continuing  creed  of  Blue 
Shield  of  New  Jersey,  which  was  founded  in 
1942,  with  the  approval  of  The  Medical  Society 
of  New  Jersey,  with  the  objective:  “To  make 
available  to  every  man,  woman,  and  child  in 
New  Jersey  adequate  personal  and  sympathetic 
medical  care,  preventive  and  curative,  at  the 
lowest  cost  compatible  with  efficient  service.” 

During  1976,  our  board  of  trustees  reexamined 
Blue  Shield’s  objective.  It  concluded  that  the 
goal  still  held.  The  principal  considerations  to 
achieve  this  end  remain:  service  benefits,  ser- 
vice, and  effective  cost-control  measures.  We 
haven’t  forgotten  the  reason  for  our  founding. 
On  the  other  hand  we  realize  that,  to  continue 
serving  our  subscribers  effectively,  we  must 
meet  the  challenges  of  changing  times.  Later 
in  this  report  we  will  describe  our  major  efforts 
in  this  direction. 

Paid-in-Full  “Service  Benefits” 
Concept  Continues 

Service  benefits  continue  as  a humanistic 
endeavor  provided  by  participating  physicians 
to  low  income  fixed-fee,  and  UCR  (Usual, 
Customary  or  Reasonable  Fee)  subscribers. 
And,  during  1976,  we  achieved  the  highest 
physician  participation  in  our  history.  Some 
10,000  physicians  throughout  the  state  have 
agreed  to  accept  Blue  Shield’s  payment  for 
eligible  services  as  payment  in  full  when  sub- 
scriber incomes  are  below  specified  levels  in  the 
fixed-fee  programs,  and  some  8,800  physicians 
have  agreed  to  provide  service  benefits  to  sub- 
scribers in  the  UCR  program  which  has  no 
income  limits.  The  service  benefits’  program 
also  continues  as  a principal  cost  containment 
measure,  essential  in  this  era  of  rapidly  rising 
health  care  costs. 

During  1976,  in  cooperation  with  the  State 
Department  of  Insurance,  Blue  Shield  launched 


an  intensive  public  relations  and  advertising 
campaign  to  educate  subscribers  of  the  avail- 
ability of  service  benefits.  It  also  undertook  a 
study  to  evaluate  the  effectiveness  of  the  ser- 
vice benefits’  program  and  to  determine  the 
average  “discount”  made  available  through  the 
service  benefits’  program. 

Savings  Seen 

It  was  found  that  subscribers  whose  incomes 
were  below  the  eligibility  limits  of  the  Series  500 
Fee  Program  saved  an  average  $53.75  per 
service  in  the  50  most-frequently-performed 
services,  when  having  care  rendered  by  par- 
ticipating physicians.  Subscribers  in  the  Series 
750  Fee  Program  achieved  a “discount”  of 
$26.25  for  the  same  services  through  the  co- 
operation of  participating  physicians,  when 
incomes  were  below  specified  levels.  In  other 
words,  participating  physicians  rendered  cov- 
ered care  to  low  income  subscribers  in  the 
Series  500  Fee  Program  at  a 45.6  percent 
discount  and  at  a 22.3  percent  discount  to  those 
in  the  Series  750  program  who  were  under  the 
income  limits  of  that  program.  Participating 
physicians  received  their  usual,  customary  or 
reasonable  fees  for  performing  eligible  services 
for  UCR  subscribers,  and  those  subscribers 
also  had  no  balance  bills  to  pay. 

The  service  benefits’  concept  is  still  viable  today. 

In  order  to  make  it  easier  for  subscribers  to 
determine  which  physicians  had  agreed  to 
provide  paid-in-full  benefits,  an  expanded 
directory  was  developed  which  described  the 
service  benefits’  program  and  listed  participat- 
ing physicians  in  all  fee  programs  in  each 
county.  In  early  1977  these  new  pamphlets  were 
mailed  to  every  public  library  in  the  state  and  to 
all  groups  of  subscribers. 

Bringing  Service  Closer  to  Subscribers 
and  Physicians 

In  an  effort  to  provide  improved  service  to 
subscribers  and  physicians,  new  branch  offices 

*Miss  Julia  Coleman,  Teacher  of  President  Carter 
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were  opened  in  Paramus  and  Basking  Ridge. 
The  Basking  Ridge  office  replaced  the  Morris- 
town branch  and  Paramus,  a new  location,  was 
designed  to  bring  available  resources  closer  to 
subscribers  and  physicians  in  Bergen  and 
Passaic  Counties.  This  brings  the  number  of 
service  offices  to  five.  Our  headquarters  and 
principal  service  office  remain  in  Newark. 
Other  service  installations  are  in  Cherry  Hill 
and  Princeton. 

Containing  Costs  a Major  Concern 

Conservation  of  subscriber  funds  continues  as 
a major  concern.  The  Utilization  Review  De- 
partment which  has  a mission  of  recognizing, 
preventing,  and  eliminating  misuse  of  Blue 
Shield  benefits,  had  the  most  effective  year  in 
its  history  in  terms  of  monies  refunded  and  in 
prepayment  savings,  resulting  in  increased  value 
of  the  subscriber  health  care  dollar.  Refunds 
from  providers,  savings  as  a result  of  prepay- 
ment review  and  changes  in  providers'  patterns 
of  billing,  totaled  more  than  $2,200,000,  an  in- 
crease of  almost  $947,000  over  1975  savings. 

Activities  of  the  Utilization  Review  Depart- 
ment included  review  of  laboratory  and  x-ray 
services,  hospital  audits,  visits  to  physicians 
where  cases  of  misunderstanding  and  possible 
overuse  of  benefits  were  clarified,  and  distribu- 
tion of  educational  posters. 

Cost  savings  in  Coordination  of  Benefits, 
Workmen’s  Compensation,  No-fault  Auto 
Insurance,  and  the  UCR  programs  totaled 
more  than  $10  million  in  1976. 

Return  on  the  Premium  Dollar 
Remains  High 

Maintaining  its  record  among  the  highest  of 
Blue  Shield  plans  in  return  on  the  dollar  in 
benefits  to  subscribers,  Blue  Shield  of  New 
Jersey  in  1976  returned  89  cents  of  every 
dollar  to  subscribers  in  the  form  of  benefits, 
retaining  only  1 1 cents  for  operating  costs. 
When  you  consider  that  more  than  12,000  pro- 
viders generated  3,142,000  claims  during  the 
year,  this  return  on  the  dollar  was  an  enviable 
record  and  which  cannot  be  matched  by 
commercial  ".panies.  And  our  cost  per 


contract  per  month,  at  93  cents,  continued 
among  the  lowest  in  the  nation. 

Hope  for  Savings  from  New'  Program 

In  cooperation  with  the  State  Department  of 
Insurance,  we  developed  an  Elective  Surgery 
Second  Opinion  Program  which  we  call 
ESSOP.  Designed  to  help  determine  whether 
surgery  is  needed,  and  whether  subscriber  funds 
can  be  saved,  the  program  was  to  become 
effective  March  1,  1977  for  some  eight  groups 
with  a total  membership  of  600,000. 

Records  Set 

With  a 34-year  growth  of  from  4,000  members 
to  about  4,000,000,  Blue  Shield  serves  more 
than  half  the  population  of  New  Jersey.  In 
1976,  it  paid  a record  number  of  claims  for  a 
record  amount,  $150  million.  Continuing 
efforts  to  improve  the  length  of  time  between 
receipt  and  payment  of  claims  resulted  in  61 
percent  of  claims  being  paid  within  10  calendar 
days,  75  percent  within  14  days,  and  96  percent 
within  25  days. 

Small  Rate  Increase  Granted 

Blue  Shield  sought  a 31.2  percent  rate  increase 
in  1976  and  was  awarded  a 9.85  percent  in- 
crease effective  in  August.  Its  effect,  therefore, 
was  felt  principally  in  the  last  quarter  of  the 
year.  However,  it  was  not  sufficient  to  prevent 
the  plan  from  going  into  a deficit  position  at 
year-end  1976,  when  the  deficit  stood  at 
$3, 100,000.  The  rates  were  for  a one-year  period 
necessitating  planning  for  the  possibility  of  a 
rate  request  in  1977. 

Members  Move  to  Better-Payment 
Programs 

Our  goal  of  moving  subscribers  away  from  the 
old  Series  500  Program  and  into  the  better- 
payment  Series  750  and  UCR  Programs  was 
largely  achieved  during  the  year. 

Several  years  ago  Blue  Shield  realized  that 
because  of  inflation  only  a small  percentage  of 
subscribers  was  eligible  for  service  benefits 
under  the  Series  500  fixed  fee  program.  It  then 
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developed  the  Series  750  program  with  higher 
income  limits  and  better  payments.  By  year- 
end  1975,  half  the  subscribers  had  converted, 
and  by  year-end  1976  some  two-thirds  of  our 
members  were  enrolled  in  the  better  programs. 

Physician  Relations  Develops  New  System 

A new  Physicians’  Address  File  System  was 
implemented  in  mid-1976,  providing  for  the 
instantaneous  update  of  address  file  records. 
This  significantly  improved  our  service  to 
physicians  and  subscribers.  The  Physician 
Relations  section  answered  more  than  81,000 
written  inquiries  during  the  year  and  responded 
to  more  than  130,000  telephone  calls  from 
providers  seeking  information  or  requesting 
supplies.  Field  activities  included  visits  to 
doctors’  offices,  conferences  at  hospitals,  and 
educational  seminars  for  medical  assistants. 

Physicians’  Office  Manual  Distributed 

A new  Blue  Shield  Office  Manual  for  physicians 
greatly  enhanced  professional  relations  educa- 
tional activities  and  was  well  received  by  the 
physicians  and  their  office  assistants.  The 
manual  enabled  improved  service  to  subscribers. 
It  includes  sections  on  how  to  complete  a claim 


form,  benefit  programs,  complementary  cover- 
age, special  Blue  Shield  programs  such  as  FEP 
(Federal  Employees  Health  Benefits’  Program), 
payment  notifications,  service,  and  general 
information  as  well  as  a space  for  updates, 
which  are  new  actions  sent  periodically  to 
physicians  on  a special  update  letterhead. 

Fee  Schedule  Reviews 

During  the  year  studies  of  the  Rider  J labora- 
tory fee  schedule  were  commenced.  These 
studies  included  modernization  of  terminology 
and  content  as  well  as  updating  of  fees.  New 
procedures  were  added  to  the  surgical  fee 
schedule.  Development  of  a pilot  program 
with  the  Union  County  Medical  Society  was 
begun  for  payment  of  consultation  in  doctors’ 
offices  in  connection  with  the  Pre-Admission 
Testing  Program  (PAT). 

Looking  to  the  Future 
Looking  into  1977,  we  see  thoughtful  con- 
sideration of  new  programs  or  benefits  for 
subscribers,  and  we  see  ourselves  adjusting  to 
changing  times,  yet  adhering  to  unchanging 
principles. 
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Comparative  Balance  Sheet  December  31,  1976 


Assets 

1976 

1975 

Cash  in  Banks  and  on  Hand 

$ 332,212 

$ 2,926,146 

Investments 
Accounts  Receivable 

21,672,924 

21,560,924 

Subscriber  Premiums 

5,525,212 

3,635,000 

National  Account  Program 

8,673,490 

7,886,870 

Federal  Employee  Program 

2,454,895 

2,523,377 

Other 

684,191 

369,264 

Accrued  Income  on  Investments 

304,920 

366,008 

Total  Assets 

$39,647,844 

$39,267,589 

Liabilities 

Provision  for  Medical  and  Surgical  Claims 

$29,659,000 

$29,732,000 

Unearned  Subscription  Income 

6,501,000 

6,031,995 

Accounts  Payable 

1,892,251 

2,012,609 

Reserve  for  Group  Contract  Settlement 

2,233,781 

546,418 

Deposits  from  Organizations 

2,455,918 

2,131,352 

Total  Liabilities 

$42,741,950 

$40,454,374 

Reserves  for  Protection  of  Subscribers 

Unassigned 

$(3,094,106) 

$(1,186,785) 

Total  Reserves 

$(3,094,106) 

$(1,186,785) 

Total  Liabilities  and  Reserves 

$39,647,844 

$39,267,589 
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Comparative  Statement  of  Operations 


Subscriptions  Earned 
Less: 

Claims  Incurred 
Operating  Expenses 


Loss  from  Underwriting 
Operations 

Income  on  Investments 
Operating  Loss  for  the  Year 


1976 

$162,889,730 


1975 

$143,934,753 


$147,767,483 

19,223,506 


166,990,989 


$138,286,109 

17,851,865 


156,137,974 


(4,101,259) 
1,378,706 
$ (2,722,553) 


(12,203,221) 

1,546,083 

$(10,657,138) 


Statement  of  Reserves  for  Protection  of  Subscribers 


Reserves  at  Beginning  of  Year 
Operating  Loss  for  the  Year 


Reserves  Adjustment: 
Non-Admitted  Assets 
Unrealized  Capital 
Miscellaneous 

Reserves  at  End  of  Year 


1976 

$ (1,186,785) 
(2,722,553) 

(3,909,338) 


$ 653,206 

177,253 

(15,227)  815,232 

$ (3,094,106) 


1975 

$ 9,084,456 
(10,657,138) 

(1,572,682) 


$ 18,935 

406,415 

(39,453)  385,897 

$(1,186,785) 


Table  1 

All  Underwritten  Services  & Plan  Payments—  1976 


Type 

# Services 

% 

Surgical 

942,422 

30.0% 

Medical* 

1,821,773 

58.0 

Obstetrical 

47,305 

1.5 

Consultation 

115,630 

3.7 

Anesthesia 

215,351 

6.8 

Total 

3,142,481 

100.0% 

$ Plan  Payment  % Plan  Pay  / Service 


$ 71,353,238 

48.2% 

$ 75.71 

46,893,916 

31.7 

25.74 

12,291,302 

8.3 

259.83 

3.464,046 

2.3 

29.96 

14,025,648 

9.5 

65.13 

$148,028,150 

100.0% 

$ 47.11 

The  incidence  rate  for  1976  is  491  cases  per  1000  persons  enrolled. 
•Includes  lab,  X-Ray,  physical  therapy,  etc. 


Table  2 

Rider  Services  and  Payments—  1976 


Surgical 

114,459 

16.2% 

$ 2,414,816 

22.9% 

$ 21.10 

Medical 

5,490 

0.8 

375,429 

3.6 

68.38 

Diag.  X-Ray 

239,951 

34.0 

4.541,208 

43.1 

18.93 

X-Ray  Therapy 

1,391 

0.2 

178,607 

1.7 

128.40 

Physical  Therapy 

13,344 

1.9 

203,701 

1.9 

15.27 

Pathology 

331,586 

46.9 

2,829,704 

26.8 

8.53 

Total 

706,221 

100.0% 

$ 10,543,465 

100.0% 

$ 14.93 
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Table  3 

Distribution  of  Earned  Subscription  Income 


Earned  Subscription  Income 
Incurred  Claims 
Surgical 
Medical 
Obstetrical 
Anesthesia 
Consultation 
Operating  Expense 
Underwriting  Loss 


By  County 

Atlantic 

Bergen 

Burlington 

Camden 

Cape  May 

Cumberland 

Essex 

Gloucester 

Hudson 

Hunterdon 

Mercer 

Middlesex 

Monmouth 

Morris 

Ocean 

Passaic 

Salem 

Somerset 

Sussex 

Union 

Warren 

Out  of  State 

Total 

By  Specialty 

Anesthesiology 

Dermatology 

Internal  Medicine 

Neurosurgery 

Obstetrics-Gynecology 

Ophthalmology 

Orthopedic  Surgery 

Otolaryngology 

Pathology 

Pediatrics 

Physical  Medicine 

Plastic  Surgery 

Bio-analytical  Laboratories 

Proctology 

Psychiatry  & Neurology 

Radiology 

General  Surgery 

Thoracic  Surgery 

Urology 

Podiatry 

General  Practice 

Total 


N.J.  Participating  Physicians 


Basic 

Percent  as  of  12-31 


1976 

1975 

324 

321 

949 

894 

408 

376 

872 

871 

89 

88 

187 

172 

1533 

1587 

193 

181 

767 

728 

70 

74 

533 

550 

593 

560 

590 

563 

552 

529 

227 

217 

585 

612 

66 

64 

217 

220 

99 

99 

767 

758 

85 

77 

294 

285 

10,000 

9,826 

394 

378 

154 

150 

1673 

1585 

91 

87 

829 

807 

296 

288 

342 

334 

176 

175 

181 

176 

743 

711 

36 

39 

48 

44 

90 

95 

20 

18 

550 

524 

372 

365 

919 

908 

84 

81 

202 

203 

392 

388 

2408 

2470 

10,000 

9,826 

$162,889,730  100.0% 

147,767,483  90.7 

43.7 

28.8 

7.5 

8.6 
2.1 

19,223,506  11.8 

(4,101,259)  (2.5) 


U.C.R.* 

Percent  as  of  12-31 


1976 

1975 

298 

295 

828 

779 

365 

325 

814 

798 

73 

72 

176 

155 

1331 

1340 

185 

170 

676 

632 

63 

66 

483 

497 

519 

472 

480 

450 

470 

441 

187 

188 

528 

526 

64 

61 

184 

185 

86 

83 

631 

621 

81 

73 

192 

175 

8,714 

8,404 

414 

398 

126 

122 

1538 

1422 

62 

64 

741 

713 

274 

266 

271 

255 

148 

148 

139 

130 

633 

585 

28 

28 

37 

31 

71 

76 

22 

20 

495 

458 

324 

299 

804 

793 

71 

64 

193 

190 

333 

327 

1990 

2015 

8,714  8,404 
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OFFICERS 


Jean  R.  Geiger 
Vice-President  — 
Communications 


Joseph  P.  Donnelly,  M.D.,  President 

John  S.  Robinson,  Executive  Vice-President  and  Secretary-Treasurer 

Francis  J.  Novak,  Vice-President  — Operations  Charles  L.  Cunniff,  M.D. 

W.  John  Gould,  Vice-President  — Corporate  Vice  President—  Medical  Affairs 

Planning  and  Finance  and  Medical  Director 


BOARD  OF  TRUSTEES 


First  Vice  President 
John  F.  Waters  (1979) 

Donald  T.  Akey,  M.D.  (1978) 
Robert  H.  Akins  (1978) 

Edwin  H.  Albano,  M.D.  (1977) 
Frank  A.  Brock (1979) 

Thomas  C.  Butler  (1977) 

A.  Guy  Campo,  M.D.  (1979) 
William  M.  Chase,  M.D.  (1977) 
Kevin  J.  Coakley,  Esq.  (1979) 
Joseph  A.  Cox,  M.D.  (1978) 
Edgar  P.  Eaton,  Jr.  (1979) 

•Deceased  May  4,  1976 


Chairman  of  the  Board 
Rudolph  C.  Schretzmann,  M.D.  (1977) 


Second  Vice  President 
Henry  J.  Mineur,  M.D.  (1979) 


Lloyd  M.  Felmly  (1977) 
Mortimer  J.  Fox,  Jr.  (1979) 
Frederick  L.  Hipp,  Ed.D.  (1978) 
Josephine  B.  Janifer  (1978) 

John  Kelley  (1977) 

Leonard  D.  Koch  (1979) 

Samuel  J Lloyd,  M.D.  (1977) 
John  S.  Madara,  M.D.  (1977) 
Theron  L.  Marsh  (1977) 

•John  J.  McGuire,  M.D.  (1976) 


Walter  H.  Miller,  D O.  (1979) 
William  Mortenson  (1978) 
Charles  I.  Nadel,  M.D.  (1977) 
John  R.  Nevin  (1979) 

Zelda  J.  Paulsen  (1977) 

James  A.  Rogers,  M.D.  (1978) 
Sidney  1.  Simon,  Ph  D.  (1978) 
Morgan  Sweeney  (1978) 
Charles  O.  Tyler,  M.D.  (1977) 
Robert  E.  Verdon,  M.D.  (1978) 


TRUSTEES  EMERITUS 


Joseph  I.  Echikson,  M.D. 
Elton  W.  Lance,  M.D. 
John  S.  Thompson 
Thomas  J.  White,  M.D. 
Joseph  M.  Keating,  M.D. 


Appointed 

1970 

1971 
1966 
1973 
1975 


Term  as  Board  Member 
1954-1970 
1962-1971 
1942-1965 
1951-1973 
1953-1975 


ADVISORS  TO  THE  BOARD  OF  TRUSTEES 


•William  F.  Costello,  M.D. 
Andrew  P.  Dedick,  Jr.,  M.D. 
Consultant  to  The  Chairman 
of  the  Board 
Irving  P.  Borsher,  M.D. 

•Deceased  October  4,  1976 


Appointed 

1958 

1973 


Term  as  Board  Member 
1949-1958 
1961-1973 


1965 


1950-1965 
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New  Jersey  State  Medical  Underwriters,  Inc. 
Medical  Inter-Insurance  Exchange  of  New  Jersey 

Vincent  A.  Maressa,  Secretary /Treasurer 

(Reference  Committee  “C”) 


At  this  writing  the  New  Jersey  State  Medical 
Underwriters,  Inc.  and  the  Medical  Inter-Insur- 
ance Exchange  of  New  Jersey  have  issued  in 
excess  of  5,200  policies  covering  over  4,800 
physicians,  and  about  450  professional  corpora- 
tions. Your  “Company”  has  roughly  S20  mil- 
lion in  surplus  payments  and  has  premium  bill- 
ings of  about  $23  million.  Of  the  4,800  physi- 
cians 3,290  are  rated  as  class  2 or  lower  in  risk 
classification.  This  represents  a favorable  risk 
selection  mix  of  68.5  percent  as  opposed  to 
surgical  classes  of  31.5  percent.  The  annual  op- 
erating budget  is  6 percent  of  premium  in  com- 
parison to  the  12.5  percent  allocated  to  the  pre- 
vious carrier.  This  means  an  additional  6.5  per- 
cent will  be  available  for  loss  control  purposes 
under  the  captive  company. 


Obviously,  we  have  no  loss  data  at  the  present 
time  and  are  awaiting  the  receipt  of  data  from 
Chubb  and  the  Insurance  Department  relative 
to  years  1961  through  1976. 

We  believe  we  are  cautiously  optimistic  in  pro- 
jecting an  enlargement  of  enrollment  of  1,000 
insureds  by  February  1,  1978. 

The  “Company”  is  indeed  a unique  project. 
With  your  participation  it  can  and  will  suc- 
ceed. With  the  enactment  of  rational  legislation, 
innovative  management,  fiscal  responsibility, 
and  realistic  risk  management,  it  will  thrive  and 
provide  a singular  service  to  the  practicing 
physicians  of  New  Jersey. 

Filed  (page  Tr  1 33) 


VOL.  74-NUMBER  7-JULY  1977 


Tr  97 


Nominations  for  Emeritus  Membership 

(Reference  Committee  “H") 


The  following  nominations  for  election  to 
emeritus  membership  at  the  1977  Annual  Meet- 
ing have  been  received  from  the  component 
societies.  Conforming  to  the  provisions  of  Ar- 
ticle IV,  Section  6,  of  the  Constitution,  all 
nominees  are  now  and  have  been  members  in 
good  standing  of  a component  society  for  at 
least  twenty  years,  and  by  reason  of  age  or 
infirmity  have  retired  from  the  active  practice 
of  medicine.  All  are  emeritus  members  of  their 
respective  component  societies. 

Atlantic  County 

Harold  J.  Bayer,  M.D.,  Margate  City;  Age  69 
Roland  T.  deHellebranth,  M.D.,  Ventnor  City;  Age  75 
Orazio  J.  DeSantis,  M.D.,  Amarillo,  Texas  (formerly 
Ocean  City);  Age  66 

Maurice  B.  Gordon,  M.D.,  Ventnor  City;  Age  60 
Isaac  E.  Leonard,  M.D.,  Margate  City;  Age  66 
Josiah  C.  McCracken,  Jr.,  M.D.,  Center  Harbor,  N.H. 
(formerly  Atlantic  City);  Age  64 
Hilton  S.  Read,  M.D.,  Ventnor  City;  Age  77 
Charles  A.  Saseen,  M.D.,  Atlantic  City;  Age  66 
David  B.  Scanlan,  M.D.,  Ventnor  City;  Age  62 
F.  Rolfe  Westney,  M.D.,  Margate  City;  Age  77 

Bergen  County 

Mark  E.  Branon,  M.D.,  Watchung;  Age  72 
James  S.  Brescia,  M.D.,  Saddle  River;  Age  66 
Margaret  L.  Galotta,  M.D.,  Hackensack;  Age  66 
Werner  Gould,  M.D.,  Hackensack;  Age  79 
Willard  H.  Somers,  M.D.,  Tenafly;  Age  67 

Burlington  County 

Arthur  B.  Peacock,  M.D.,  Moorestown;  Age  70 
Camden  County 

Wilmer  F.  Burns,  M.D.,  Audubon;  Age  68 
Ralph  K Bush,  M.D.,  Cherry  Hill;  Age  76 
James  R.  Eynon,  M.D.,  Haddonfield;  Age  62 
Edward  A.  Y.  Schellenger,  M.D.,  Merchantville;  Age  73 

Essex  County 

Chester  B.  Allen,  Jr.,  M.D.,  Montclair;  Age  69 

Joseph  D.  Barbella,  M.D..  Newark;  Age  65 

Lewis  W Brown,  M.D..  Newark;  Age  78 

Anthony  P.  Caggiano,  Sr..  M.D.,  Upper  Montclair;  Age  69 

Robert  J.  D’ Agostini,  M.D.,  Maplewood;  Age  63 

Pasquale  Dante,  M.D.,  Short  Hills;  Age  66 

Nicholas  V.  Del  Deo,  M.D.,  Newark;  Age  83 

John  H.  Donnelly,  M.D.,  Bloomfield;  Age  67 

Robert  P.  Fruchtbaum,  M.D.,  Nutley;  Age  69 

Elias  Livingston,  M.D..  South  Orange;  Age  66 

Robert  B.  Marin.  M.D.,  Montclair;  Age  68 

Augustus  J.  McKelvey.  M.D.,  Millburn;  Age  73 


Irving  Ocheret,  M.D.,  East  Orange;  Age  66 
Maximilian  Perlman,  M.D.,  Nutley;  Age  67 
Nicholas  L.  Pollis,  M.D.,  Asbury  Park;  Age  75 
Arnold  J.  Rosenthal,  M.D.,  Union;  Age  66 
Oscar  J.  Rosenthal,  M.D.,  Livingston;  Age  64 
George  G.  Salmon,  Jr.,  M.D.,  Short  Hills;  Age  62 
Sven  E.  Svenson,  M .D.,  North  Caldwell;  Age  65 
Henry  A.  Toczek,  M.D.,  East  Orange;  Age  79 
William  R.  Ward,  M.D.,  Chatham;  Age  69 
David  Weiner,  M.D.,  Irvington;  Age  65 
John  A.  Zingali,  M.D.,  Cedar  Grove;  Age  66 

Gloucester  County 

Irving  J.  Stewart,  M.D.,  Swedesboro;  Age  71 
Hudson  County 

Samuel  E.  Feinman,  M.D.,  Jersey  City;  Age  59 
Middlesex  County 

Alfred  J.  Barbano,  M.D.,  New  Brunswick;  Age  65 
Frank  E.  Bristol,  M.D.,  Jamesburg;  Age  64 
Bernard  M.  Kramer,  M.D.,  Perth  Amboy;  Age  63 
Louis  R.  Panigrosso,  M.D.,  Perth  Amboy;  Age  78 

Monmouth  County 

John  P.  Mohair,  M.D.,  Lakewood;  Age  68 
Edward  R.  Neary,  M.D.,  Colts  Neck;  Age  65 

Morris  County 

Joseph  P.  Bochenek,  M.D.,  Netcong;  Age  67 

Antoinette  C.  Parry,  M.D.,  Belle  Air  Beach,  Fla.  (formerly 

Madison);  Age  67 

Allen  A.  Parry,  M.D.,  BelleAir  Beach,  Fla.  (formerly  Madi- 
son); Age  68 

Ocean  County 

James  B.  Goyne.  M.D.,  Haven  Beach;  Age  65 
Blackwell  Sawyer.  Sr..  M.D..  Island  Heights;  age  77 

Passaic  County 

Bernard  F.  Alpren,  M .D.,  Paterson;  Age  64 
Norbert  Beim,  M.D.,  Fair  Lawn;  Age  69 
A.  Hobson  Davis,  M.D.,  Tucker,  Ga.;  Age  78 
Anthony  L.  Esposito,  M.D.,  Clifton;  Age  70 
Paul  B.  Ferrary,  M.D.,  Totowa;  Age  68 
Robert  J.  Floody,  M.D.,  Wayne;  Age  66 
Charles  A.  Nuzzolo,  M.D..  Paterson;  Age  69 
Charles  A.  Priviteri,  M.D.,  Hackensack;  Age  67 
Thomas  A.  Sanfacon,  M.D..  Paterson;  Age  75 
Jacob  R.  Schwartz.  M.D.,  Fair  Lawn;  Age  69 

Somerset  County 

A.  John  Bambara.  M.D.,  Somerville;  Age  68 
John  L.  Spaldo,  M.D..  Bridgewater;  Age  66 
Alan  J.  Stolow,  M.D.,  Somerville;  Age  67 
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Sussex  County 


Sussex  County 


Lester  R.  Eddy,  M.D.,  Sussex;  Age  70 
John  E.  Longnecker.  M.D.,  Sparta;  Age  71 

Union  County 

Hilde  Baruch,  M.D.,  Elizabeth;  Age  73 

Max  S.  Black,  M.D.,  Linden;  Age  67 

Sydney  H.  Carsley,  M.D.,  Cranford;  Age  66 

Norman  T.  Crane,  M.D.,  Plainfield;  Age  76 

Max  Ehrlich,  M.D.,  Elizabeth;  Age  68 

Francis  Figliolino,  M.D.,  Rahway;  Age  68 

Casimir  F.  Gadomski,  M.D.,  Elizabeth;  Age  70 

James  C.  Hanrahan,  M.D.,  Shelter  Island,  N.Y.  (formerly 

Elizabeth);  Age  63 

Edmund  M.  Elartman,  M.D..  Plainfield;  Age  65 

Samuel  M.  Hoch.  M.D.,  Jamesburg;  Age  65 

Granville  L.  Jones,  M.D..  Summit;  Age  77 

Elton  W.  Lance.  M.D.,  Rahway;  Age  79 

Alexander  Lewis,  M.D..  Rahway;  Age  69 

Edward  O.  MacDonald,  M.D.,  Mt.  Arlington;  Age  63 

Frank  M.  Mastroianni,  M.D.,  Hillside;  Age  65 

Paul  T.  McAlpine,  M.D.,  Bridgewater,  Ct.  (formerly 

Summit);  Age  69 

Joseph  Sadoff,  M.D.,  Elizabeth;  Age  72 
Abraham  Strom,  M.D..  Plainfield;  Age  89 
Michael  Taranto,  M.D..  Bernardsville;  Age  69 
Stanley  Tolor,  M.D..  Elizabeth;  Age  79 
Arthur  T.  Willetts.  M.D.,  Short  Hills;  Age  67 
Jerome  M.  Wolff,  M.D..  Plainfield;  Age  67 

Warren  County 

Walter  A.  Boquist.  M.D.,  Phillipsburg;  Age  65 

Approved  ( page  Tr  141) 


Supplemental  Report  #1 

The  following  additional  nominations  for  elec- 
tion to  emeritus  membership  have  been  re- 
ceived: 

Bergen  County 

Reginald  F.  Seidel,  M.D.,  Nantucket,  Mass,  (formerly 
Englewood);  Age  64 

Middlesex  County 

John  H.  Rowland,  M.D.,  New  Brunswick;  Age  87 
Passaic  County 

Edita  Sporer,  M.D.,  Clifton;  Age  65 
Raymond  R.  Stoltz,  M.D.,  Upper  Montclair;  Age  80 
Leonard  J.  Trilling,  M.D.,  Chevy  Chase,  Md.  (formerly 
Paterson);  Age  70 

Jack  C.  Warburton,  M.D.,  Laguna  Niguel,  Calif,  (formerly 
Wyckoff);  Age  71 

Miriam  H.  Winkler,  M.D.,  Fair  Lawn;  Age  58 


A.  Walter  Murdock,  M.D.,  Sparta;  Age  59 
Union  County 

A.  Starr  Ingram,  M.D.,  Westfield;  Age  69 
Max  B.  Rosenblatt,  M.D.,  Elizabeth;  Age  63 
Bertold  Salzmann,  M.D.,  Linden;  Age  66 
Mario  J.  Scalessa,  M.D.,  Summit;  Age  62 

Approved  ( page  Tr  141) 


Supplemental  #2 

The  following  additional  nominations  for 
election  to  emeritus  membership  have  been 
received: 

Essex  County 

Ralph  E.  Rosamilia,  M.D.,  East  Hanover;  Age  71 
Joshua  L.  Seidman,  M.D.,  Millburn;  Age  72 

Somerset  County 

Robert  E.  Bennett,  M.D.,  Skillman;  Age  64 
John  S.  Hegeman,  M.D.,  Somerville;  Age  54 

Approved  (page  Tr  141) 


Supplemental  #3 

The  following  additional  nominations  for 
election  to  emeritus  membership  were  received: 

Hudson  County 

Frank  Roy  Arndt,  M.D.,  Guttenberg;  Age  70 
Anthony  John  Balsamo,  M.D.,  Bayonne;  Age  64 
Silverino  V.  DeMarco,  M.D.,  Sea  Girt;  Age  63 
Louis  De  Rosa,  M.D..  Union  City;  Age  65 
Philip  Greenberg,  M.D.,  Ormond  Beach,  Florida;  Age  74 
John  Steven  Madaras,  M.D.,  Short  Hills;  Age  77 
Edgar  Allen  Poe  Peters,  M.D.,  Jersey  City;  Age  78 
Charles  Louis  Quaglieri,  M.D.,  Hoboken;  Age  65 
Adalbert  Stein,  M.D.,  North  Bergen;  Age  83 
Herman  L.  Taft,  M.D.,  North  Bergen;  Age  71 
Sophia  L.  Halpern,  M.D.,  West  New  York;  Age  85 

Approved  (By  action  of  the  House) 
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New  Jersey  Foundation  for  Health  Care  Evaluation 

Charles  I.  Nadel,  M.D.,  President 

Report  to  the  House  of  Delegates,  MSNJ,  May  1977 


The  year  since  the  last  Annual  Meeting  of  The 
Medical  Society  of  New  Jersey  has  been  most 
active  for  your  Foundation.  On  the  Support 
Center  side  of  our  functions,  there  are  now  four 
Conditional  PSROs  in  our  State  (Area  I:  Mor- 
ris, Sussex,  Warren;  Area  II;  Passaic;  Area  IV; 
Essex;  and  Area  VIII;  Atlantic,  Burlington, 
Camden,  Cape  May,  Cumberland,  Gloucester, 
and  Salem).  In  addition,  three  previously  un- 
funded areas  (III:  Bergen;  V:  Hudson;  and  VI: 
Union)  have  concluded  negotiations  with 
HEW,  and  have  been  designated  as  Planning 
PSROs.  According  to  the  original  timetable, 
New  Jersey  now  should  have  all  eight  of  its 
areas  covered  with  funded  PSROs.  However, 
as  you  know,  a poll  concerning  the  Central  New 
Jersey  PSRO  (Area  VII:  Hunterdon,  Mercer, 
Middlesex,  Monmouth,  Ocean,  and  Somerset) 
was  lost.  As  a result,  the  Secretary  of  HEW  was 
unable  to  designate  a Conditional  PSRO  in  that 
area.  Thanks  to  the  initiative  and  interest  which 
remains  in  the  area,  a new  physician  group  has 
gathered  together  for  the  purpose  of  submitting 
a new  proposal  for  Area  VII.  The  deadline  for 
filing,  this  spring,  may  well  prove  to  be  the  last 
call  for  physician  groups  to  respond  to  the 
PSRO  challenge.  The  Foundation  salutes  both 
the  hard  work  of  the  disbanded  Central  New 
Jersey  PSRO  and  the  undaunted  determination 
of  the  new  group.  We  continue  to  support  all 
PSRO  work  in  the  State.  It  may  be  of  some 
interest  to  note  that  the  four  Conditional 
PSROs  cover  areas  containing  about  3,400,000 
people.  The  other  four  areas  have  over  4,000,000 
population,  or  more  people  than  32  of  our  sister 
states.  On  this  basis,  less  than  half  of  our  State 
is  covered  with  Conditional  PSROs.  This  indi- 
cates a great  deal  of  work  yet  to  be  done  for  the 
PSRO  organizations  in  those  areas.  It  also 
points  up  the  need  for  the  continuation  of  a 
supportive  and  coordinating  body  to  continue 
to  function.  The  new  areas  have  a tremendous 
amount  of  “catching  up”  to  do,  since  instruc- 
tions and  regulations  are  being  issued  at  accel- 
erated rates.  They  also  need  support  as  they 


prepare  to  implement  the  review  system  in  their 
hospitals.  The  Conditional  PSROs  are  deeply 
involved  in  their  review  work,  so  that  their 
personnel  is  limited  in  the  amount  of  guidance 
and  help  which  they  can  offer  to  the  newer  units. 

On  this  basis,  this  Foundation  intends  to  peti- 
tion HEW  for  continuation  of  our  work  as  a 
statewide  Support  Center  for  another  year.  The 
policy  of  the  Bureau  of  Quality  Assurance  at 
present  is  to  discontinue  the  direct  funding  of 
statewide  Support  Centers  at  the  end  of  the  cur- 
rent fiscal  year,  which  occurs  on  September  30, 
1977.  Beyond  that  date.  Support  Centers  can 
function  through  subcontracts  with  existing 
PSROs.  Since  PSROs  in  more  than  half  of  New 
Jersey  will  be  in  no  position  to  do  this  come 
next  October,  such  an  arrangement  will  be  un- 
realistic for  our  State.  We  will  request  the  con- 
tinued support  of  The  Medical  Society  of  New 
Jersey  and  the  New  Jersey  Association  of 
Osteopathic  Physicians  and  Surgeons  in  this 
effort.  We  appreciate  our  relationships  with 
MSNJ,  including  the  regular  avenues  of  com- 
munication afforded  us  through  the  “columns” 
of  The  Journal  and  Membership  Newsletter. 

NJFHCE  is  also  pursuing  the  possibilities  of 
working  with  the  State  Professional  Standards 
Review  Council,  which  is  in  formation,  and  will 
begin  its  functions  soon.  Since  these  functions 
include  coordination,  evaluation,  and  problem- 
solving involving  New  Jersey  PSROs,  we  feel 
that  the  experience  and  established  relation- 
ships of  the  Foundation  should  be  of  value  to 
State  Council.  There  is  also  interest  in  many 
areas  in  the  progression  of  the  quality  assurance 
procedures  of  the  PSRO  review  system  into  the 
field  of  non-Federal  patients.  NJFHCE,  in  con- 
cert with  PSROs,  continues  to  investigate  this 
concept. 

With  the  growth  of  already  existing  PSROs  in 
New  Jersey  has  come  experience  in  areas  where 
none  previously  existed.  In  the  past  year  the 
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Foundation  has  assisted  these  organizations  by 
providing  assistance  in  training  coordinators 
and  physician  advisors,  and  in  brochure  devel- 
opment. 

All  the  above  assistance  was  geared  toward 
strengthening  the  peer  review  process.  The  early 
indications  from  the  more  experienced  PSROs 
are  that  the  system  is  working  under  physician 
direction  and  control.  This  was  our  goal. 

A great  bulk  of  Foundation  effort  was  generated 
in  assisting  the  areas  without  PSROs.  This  has 
also  been  accomplished  with  physicians  and 
Foundation  staff  working  together  to  achieve 
obtaining  federal  monies  for  county  MD  and 
DO  societies’-sponsored  PSROs. 

The  most  critical  area  of  Foundation  achieve- 
ment has  been  the  unification  of  physician- 
sponsored  PSROs  in  New  Jersey  that  act  in 
concert  and  view  the  Foundation  as  a forum 
where  issues  and  activities  are  coordinated  and 
approached  as  a single  entity.  We  have  seen  this 
actually  develop  and  work  much  to  the  advan- 
tage of  the  State’s  physicians.  This  occurs  while 
each  PSRO  remains  autonomous  and  local 
control  is  maintained.  Examples  of  this  are 
shown  in  PSROs’  statewide  approach  to  data, 
Memoranda  of  Understanding  with  State  and 
Federal  agencies,  and  finally,  toward  a state- 
wide approach  to  private  insurance  companies 
for  review  of  their  patients. 

In  all  humility,  the  Foundation  claims  some  of 
the  credit  of  having  New  Jersey  PSRO  physi- 
cians working  together  is  an  achievement,  one 
that  appears  unique  in  this  country;  similar 
opportunities  existed  in  other  states  but  the 
same  results  as  New  Jersey  have  not  been 
achieved. 

The  elimination  of  federal  funding  in  October 
of  1977  for  Support  Centers  is  quite  evident. 
The  Foundation  physicians  feel  the  PSRO  pro- 
gram in  New  Jersey  is  only  now  the  “tip  of  the 
iceberg”  and  with  or  without  federal  funding, 
the  Foundation  needs  to  exist.  The  evolution  of 
PSROs  from  acute  care  hospital  review  (which 
is  beginning  to  occur  throughout  New  Jersey)  to 
nursing  home  review,  to  ambulatory  review,  and 


a multitude  of  what  appears  as  other  PSRO 
activities  is  mind-boggling. 

The  void  that  could  exist  in  the  next  year  on  a 
State  basis  will  certainly  not  lend  itself  to  pres- 
ent and  continued  progress  that  will  be  attained. 

In  short,  the  State  of  New  Jersey  and  its  physi- 
cians have  exemplified  themselves  to  date  and 
have  been  a credit  to  gaining  national  recog- 
nition. The  Foundation  feels  that  it  somehow 
has  forwarded  this  recognition. 

Recent  realignment  of  the  structure  of  DHEW 
makes  long-term  predictions  difficult.  A Health 
Care  Financing  Administration  has  been  estab- 
lished, incorporating  the  Bureau  of  Health 
Insurance  (Medicare),  the  Medical  Services 
Administration  (Medicaid),  and  the  Bureau  of 
Quality  Assurance  (including  PSRO).  Hearings 
on  Bill  H.  R.  3 (Representative  Rostenkowski, 
Illinois)  were  concerned  with  the  potential  role 
of  PSRO  in  the  detection  of  fraud  and  abuse, 
as  exemplified  by  the  so-called  “Medicaid 
Mills.”  The  attention,  concern,  and  participa- 
tion of  practicing  physicians  must  be  directed  to 
these  and  other  governmental  efforts.  We  con- 
sider this  an  important  role  for  NJFHCE. 

There  is  a good  deal  of  Foundation  participa- 
tion on  the  State  level,  as  well.  New  Jersey  has 
a very  active  and  vigorous  Department  of 
Health.  P.  L.  93-641,  the  Health  Care  Planning 
and  Resources  Development  Act  (which  estab- 
lished the  Health  Systems  Agencies),  has  a 
counterpart  found  in  the  New  Jersey  statutes  on 
planning  and  development.  The  planning  divi- 
sion of  the  Department  of  Health  is  conducting 
a variety  of  studies  via  many  committees. 
Among  these  are  Committees  on  Elements  of 
Cost;  on  Alternate  Coverage;  on  Alternative 
Health  Delivery  Systems;  the  Technical  Ad- 
visory Committee  on  Health  Data,  on  Confi- 
dentiality, and  on  Health  Maintenance  Organi- 
zations. We  participate  in  all  of  the  above,  and 
in  so  doing,  we  represent  the  practicing  physi- 
cians of  New  Jersey,  both  as  members  of  MSNJ 
as  well  as  the  Foundation.  Most  of  these  activ- 
ities range  beyond  the  field  of  PSRO.  Our 
unique  arrangement  as  a Foundation  gives  us 
wide  latitude  which  would  be  impossible  under 
a Federal  Support  Center  contract  alone. 
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Foundation  Activities  — More  than  ever  this  last 
year  has  brought  about  Foundation  involvement 
in  non-PSRO  activities  on  different  fronts. 

The  main  activity  this  year  has  been  the  investi- 
gation and  involvement  in  the  arena  of  prepay- 
ment, specifically  the  recent  phenomenon  in 
New  Jersey  of  developing  health  maintenance 
organizations.  A concept  for  the  last  ten  years, 
since  1974  HMOs  have  expanded  in  New  Jersey 
with  a tremendous  amount  of  federal  funding. 
(New  Jersey  is  the  leading  state  in  receiving 
federal  funding  for  HMO  activity.) 

Our  Annual  Reports  of  1975  and  1976  referred 
to  our  interest  in  the  Individual  Practice  Asso- 
ciation (IPA)  variation  of  the  Health  Mainte- 
nance Organization  (HMO)  concept  of  prepaid 
health  care.  The  response  of  our  colleagues  two 
years  ago  indicated  only  isolated  areas  of  inter- 
est. Within  the  past  six  months,  however,  physi- 
cians in  such  areas  as  Middlesex  and  Mercer 
Counties  have  expressed  a good  deal  of  con- 
cern, as  they  became  aware  that  HMOs  are 
here  in  New  Jersey.  Thanks  to  the  vision  of 
those  who  planned  the  development  of  this 
Foundation,  and  augmented  by  the  resolution 
of  the  Board  of  Trustees  of  The  Medical  Society 
of  New  Jersey  of  March  21,  1976,  our  IPA 
Committee,  chaired  by  Dr.  Richard  Lang,  has 
been  proceeding  with  investigating  IPA,  HMO, 
and  the  implications  and  options  inherent  in  the 
prepaid  concept.  The  HMO  Act  of  1973,  as 
amended  in  1976,  has  given  a new  thrust  to  this 
“alternative”  system  by  virtue  of  what  is  known 
as  the  “dual  option”  provision.  An  employer 
with  25  or  more  workers  must  offer  his  em- 
ployees the  choice  of  joining  an  HMO  (or  IPA) 
where  such  facility  is  present.  The  employees 
must  be  given  the  choice  of  membership  in  the 
prepaid  format  or  the  indemnity-type  coverage 
traditionally  available.  This  arms  the  HMO  or 
IPA  with  a substantial  marketing  tool.  Industry 
and  labor  are  well  aware  of  this  law  and  its 
implications  for  the  negotiation  process  between 
employers  and  unions.  The  concern  of  industry 
with  the  increasing  cost  of  the  health  benefits 
package  included  in  the  wage  structure  negoti- 
ated for  the  employees  is  mounting  across  the 
nation.  A report  from  our  IPA  Committee  will 
be  available  at  the  Annual  Meeting  of  MSNJ. 


The  coupling  of  federal  dollars  with  increased 
support  by  the  Department  of  Health  and  indus- 
try at  large  has  begun  to  show  the  fruits  of  their 
labors,  especially  in  certain  parts  of  New  Jersey. 
What  this  is  beginning  to  mean  to  segments  of 
the  physician  community  is  that  they  are  finding 
themselves  starting  to  be  in  competition  with 
closed-panel  HMOs  for  their  patients. 

The  Foundation,  through  The  Medical  Society 
of  New  Jersey,  has  begun  to  devote  its  time  and 
money  to  investigating  the  entire  scope  of 
HMOs  — what  is  happening,  how  it  affects  New 
Jersey’s  practicing  physicians,  and  more  im- 
portantly, how  the  practicing  physician  can 
compete  with  closed-panel  prepayment  plans. 

From  our  research  and  information  gathering, 
the  early  indications  are  that  the  practicing 
physicians,  through  the  development  of  Individ- 
ual Practice  Associations  (IPAs),  can  compete 
and  maintain  the  fee-for-service  principle.  The 
Foundation,  with  the  assistance  of  consultants 
and  physicians  throughout  New  Jersey,  will 
continue  to  educate  physicians  on  the  alterna- 
tives as  well  as  to  develop  a model  to  benefit 
those  physicians  who  want  to  explore  the  IPA 
concept  further. 

Only  with  the  support  of  organized  medicine 
can  this  research  be  realized. 

Other  Foundation  activities  range  from  involve- 
ment with  committee  work  of  Foundation  phy- 
sicians who  serve  on  Blue  Shield,  the  Depart- 
ment of  Health,  and  Health  Systems  Agencies, 
to  name  a few,  to  the  increasing  legislative 
activities  dealing  with  PSRO  and  HMO  legis- 
lation, as  well  as  an  interest  in  Medicaid  and 
Medicare  activities. 

A variety  of  internal  Foundation  committees 
touch  many  areas  of  the  health  care  system  in 
New  Jersey  with  all  committee  work  internally 
and  externally  geared  to  involvement  of  what 
goes  on  in  the  mainstream  of  the  health  care 
delivery  system  in  our  State,  as  well  as  in  the 
entire  country.  To  this  end.  Foundation  physi- 
cians have,  at  no  remuneration  to  themselves, 
devoted  their  energies  on  behalf  of  the  over 
1 1,000  physicians  in  New  Jersey. 
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Though  small,  the  Foundation  staff  is  very 
active.  Our  services  in  technical  assistance, 
information-sharing,  and  other  areas  are  as  busy 
nationwide  as  in  New  Jersey.  PSRO  Manuals 
for  the  Review  Coordinator  and  the  Physician 
Advisor,  developed  here,  have  had  wide  distri- 
bution. These,  plus  our  original  Book  of  Stan- 
dards, account  for  over  900  volumes  having 
been  issued.  We  are  represented  on  the  Board  of 
Directors  and  on  many  committees  of  the 
American  Association  of  Professional  Stan- 
dards Review  Organizations.  Our  reports  on  the 
meetings  of  the  National  Professional  Stan- 
dards Review  Council  are  read  across  the 
nation.  Mr.  Tom  Crane  and  Mrs.  Patricia 
Houston,  R.N.,  helped  to  establish  and  develop 
advisory  committees  for  Executive  Directors 
and  Review  Coordinators  for  AAPSRO.  Mrs. 
Houston  has  achieved  a national  reputation  as 
an  authority  on  utilization  review.  She  is  in- 
volved in  training  and  technical  assistance 
activities  on  many  levels,  in  New  Jersey  and 
elsewhere. 


The  continued  interest  and  faithful  performance 
of  our  Officers,  Executive  Committee,  and 
Board  of  Trustees  are  the  main  strength  of  this 
organization.  If  nothing  else,  the  participation 
of  so  many  wise  and  experienced  practicing 
physicians  should  indicate  the  value  of  this 
enterprise.  They  represent  all  regions  of  the 
State  and  many  fields  of  medical  interest. 
Despite  the  demands  on  their  time,  they  con- 
tinue to  provide  guidance,  wisdom,  and  devo- 
tion. Their  main  concern  remains  the  interest 
of  their  fellow  physicians  in  the  delivery  of 
quality  medical  care  to  the  citizens  of  New 
Jersey. 


The  New  Jersey  Foundation  for  Health  Care 
Evaluation  has  come  a long  way  since  its  incep- 
tion in  December  of  1972.  There  is  still  a good 
deal  of  work  to  be  done.  Plans  for  restructuring 
of  the  “health  care  system”  are  proliferating 
rapidly,  as  much  in  Trenton  as  in  Washington. 
The  need  for  an  “arm”  of  MSNJ  and  NJAOPS 
to  keep  track  of  and  analyze  the  variety  of 
influences  on  you  and  your  patients  will  not 
disappear.  The  foresight  of  those  who  set  in 


motion  the  founding  of  NJFHCE  has  proved  to 
be  most  accurate  in  the  intervening  years.  Such 
perceptiveness  should  be  preserved,  as  the  forces 
of  accountability,  quality  assurance,  cost  re- 
straints, and  “alternative  delivery  systems” 
gather  strength.  As  we  see  it,  the  essential 
factor  is,  and  will  be,  PEER  REVIEW.  Peer 
review  is  what  your  Foundation  is  all  about.  The 
activities  cited  above  and  those  that  will  be 
needed  in  the  future  mean  nothing  without  the 
representation  of  you  by  your  colleagues. 

Included  in  the  Certificate  of  Incorporation  of 
the  New  Jersey  Foundation  for  Health  Care 
Evaluation,  filed  April  18,  1973,  is  the  follow- 
ing: 


Article  II  — Purpose 

• Promote,  foster,  and  develop  the  availability  of  quality 
health  care,  either  alone  or  in  conjunction  with  individ- 
uals, doctors,  hospitals,  schools,  or  corporations,  organi- 
zations, foundations,  funds,  institutions,  or  governmental 
bodies. 

• Promote,  develop,  and  establish  standards  for  quality 
health  care  based  upon  the  professionally  recognized 
practices  of  physicians  licensed  and  practicing  in  the 
State  of  New  Jersey. 

• Promote,  organize,  and  operate  peer  review  activities  that 
provide  objectivity  in  dealing  with  health  care  costs 
and  assist  in  determining  medical  necessity  and  proper 
utilization  of  services  encompassing  the  total  health  needs 
of  patients  according  to  established  standards. 

• Promote,  develop,  and  coordinate  involvement  by  the 
health  professions  in  comprehensive  health  care  planning 
and  area  medical  program  activities. 

• Lessen  burdens  of  government  by  the  implementation  of 
Public  Law  92-603  as  it  relates  to  Professional  Standards 
Review  Organizations. 

The  above  purposes,  excerpted  from  our  Certifi- 
cate of  Incorporation,  are  those  being  specifi- 
cally addressed  by  the  Foundation  at  the  present 
time.  In  developing  the  purposes  for  the  “new” 
Foundation  over  four  years  ago,  the  founding 
fathers  possessed  a visionary  approach,  one 
which  today  has  become  the  substance  of  pres- 
ent health  care  realities.  For  their  vision  and 
progress,  they  are  to  be  saluted.  The  continued 
support  of  organized  physicians  in  New  Jersey 
is  needed. 
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MEMORIAL  RESOLUTION 

The  following  resolution  was  received  by  the  House  with  sorrowful  concurrence. 


John  J.  Bedrick,  M.D. 

(1910-1976) 


Whereas,  Almighty  God,  the  Supreme  Author 
of  life  and  action  has  summoned  from  our 
midst  his  good  servant  and  our  beloved  col- 
league, John  J.  Bedrick,  M.D.;  and 

Whereas,  as  a member  and  Fellow  of  The  Med- 
ical Society  of  New  Jersey  and  an  Alternate 
Delegate  to  the  AMA,  Doctor  Bedrick  rendered 
uniformly  high  and  valuable  service  to  The 
Medical  Society  of  New  Jersey  and  the  people 
of  our  State;  and 

Whereas,  by  his  understanding,  wit,  depend- 


ability, and  kindness  he  won  the  affectionate 
esteem  of  all  who  knew  him;  now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of  New 
Jersey,  honoring  John  J.  Bedrick,  M.D.,  in 
death  as  in  life,  records  its  profound  grief  at  his 
passing;  and  be  it  further 

RESOLVED,  that  a copy  of  this  resolution  be 
spread  upon  the  minutes  of  this  meeting  and 
that  another  copy,  suitably  prepared,  be  pre- 
sented to  his  bereaved  family  in  token  of  heart- 
felt sympathy. 
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RESOLUTIONS 


#1 

Proportional  Representation  at  the  Annual  Meeting 

From  the  Bergen  County  Medical  Society 

(Reference  Committee  “A”) 


Whereas,  the  Bergen  County  Medical  Society  is 
required  to  have  proportional  representation  at 
the  Annual  Meeting  of  The  Medical  Society  of 
New  Jersey;  and 

Whereas,  it  is  conceivable  that  the  president 
and  president-elect  might  not  be  included  to 
lead  the  delegation;  now  therefore  be  it 

RESOLVED,  that  the  President  and  President- 
Elect  of  the  Bergen  County  Medical  Society 
automatically  will  become  delegates  to  The 
Medical  Society  of  New  Jersey;  and  be  it 
further 

RESOLVED,  that  the  Bylaws  of  the  Bergen 


County  Medical  Society  be  changed  to  include 
this  provision;  and  be  it  further 

RESOLVED,  that  all  component  county 
medical  societies  within  The  Medical  Society 
of  New  Jersey  adopt  similar  Bylaws. 

Rejected,  because  Resolution  #1  violates  the  principle  em- 
bodied in  the  Bylaws  of  the  Medical  Society  of  New  Jersey 
that  each  component  society  shall  select  from  among  its 
membership  whomever  it  wishes  to  represent  it  in  the 
House  of  Delegates,  so  long  as  the  number  selected  does 
not  exceed  the  number  provided  for  in  the  Bylaws.  Refer- 
ence Committee  "A"  felt  that  if  a component  society  wishes 
its  President  and  President-elect  to  be  delegates,  it  can  so 
provide  in  its  bylaws  or  by  the  simple  expedient  of  electing 
as  President  and  President-Elect  only  persons  who  are 
delegates,  (page  Tr  129) 


#2 

Apportionment  of  AMA  Delegates  and  Alternates 


From  the  Gloucester  County  Medical  Society 

(Reference  Committee  “A”) 


Whereas,  The  Medical  Society  of  New  Jersey  is 
entitled  to  seven  AMA  delegates  and  seven 
alternates;  and 

Whereas,  there  are  five  districts  in  The  Medical 
Society  of  New  Jersey  and  not  one  of  the  dele- 
gates or  alternates  now  serving  is  from  the  Fifth 
District;  and 

Whereas,  The  Medical  Society  of  New  Jersey 
wishes  to  be  a democratic  organization  and 
spread  its  representation  throughout  the  State 
and  not  exclude  any  district;  now  therefore  be  it 


RESOLVED,  that  one  delegate  or  alternate  be 
selected  from  each  district  and  the  remaining 
delegates  and  alternates  be  selected  at  large; 
and  be  it  further 

RESOLVED,  that  this  resolution  become  effec- 
tive as  each  vacancy  occurs. 

Rejected,  because  the  present  method  of  AMA  delegate 
and  alternate  delegate  selection  functions  in  the  best 
interest  of  the  Society  by  permitting  the  selection  of  the  most 
qualified  persons  in  the  Society  to  represent  it  in  the  AMA, 
rather  than  mandating  a certain  number  of  persons  from 
specified  geographic  areas  whether  or  not  the  persons  are 
the  most  qualified  ( page  Tr  129) 
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#3 

Establishment  of  Compulsory  Membership  in  the 
American  Medical  Association 

From  the  Bergen  County  Medical  Society 

(Reference  Committee  “A”) 


Whereas,  it  is  imperative  that  the  support  of  the 
medical  profession’s  voice  through  the  Ameri- 
can Medical  Association  before  our  national 
legislature  should  be  as  unanimous  as  possible; 
now  therefore  be  it 

RESOLVED,  that  membership  in  the  Ameri- 
can Medical  Association  be  established  as  a 


mandatory  condition  for  membership  in  The 
Medical  Society  of  New  Jersey  and  its  federated 
county  medical  societies. 


Rejected,  because  it  is  the  consensus  that  mandating 
membership  in  the  AMA  is  not  the  most  desirable  way  to 
maximize  that  membership  (page  Tr  129) 


Resolution  #4  was  withdraw  n by  the  sponsor  before  presentation  to  the  House. 


#5 


Definition  of  Professional  Liability 
Assessment  Responsibility 


From  the  Board  of  Trustees 

(Reference  Committee  “B”) 


Whereas,  all  physicians  benefit,  and  have 
benefited  from  a united  profession;  and 

Whereas,  directly  or  indirectly,  all  physicians 
are  affected  by  the  professional  liability  climate; 
and 

Whereas,  despite  ones  circumstance  of  employ- 
ment or  mode  of  practice,  each  physician  has  a 
transcending  responsibility  to  the  profession; 
now  therefore  be  it 

RESOLVED,  that  all  regular  dues-paying 
members  shall  be  expected  to  honor  the  pro- 


fessional liability  assessment,  except  as  other- 
wise determined  by  the  Executive  Committee 
when  considering  individual  requests  for  ex- 
emption. 

Foregoing  "Resolved"  amended  by  the  Reference  Commit- 
tee by  addition  of  "as  provided  in  MSNJ's  Bylaws;  and  be 
it  further"  after  the  word  "exemption"  and  the  inclusion  of 
two  additional  "Resolveds"  as  follows; 

RESOLVED,  that  the  mandatory  assessment  be  discontinued 
for  new  members  as  of  December  31,  1977;  and  be  it 
further 

RESOLVED,  that  The  Medical  Society  of  New  Jersey  con- 
tinue billing  those  physicians  who  have  not  paid  the  $200 
assessment  until  such  billings  become  unprofitable. 


Tr  106 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Foregoing  two  Resolveds  further  amended  by  the  House  by 
changing  the  date  in  the  second  "resolved"  to  May  16, 
1977  and  deleting  "until  such  billings  become  unprofit- 
able" in  the  third  "resolved"  to  read: 

RESOLVED,  that  the  mandatory  assessment  be  discontinued 
for  new  members  as  of  May  1 6,  1 977;  and  be  it  further 


RESOLVED,  that  The  Medical  Society  of  New  Jersey  con- 
tinue billing  those  physicians  who  have  not  paid  the  $200 
assessment. 


Adopted  as  amended  by  the  House  and  Reference  Com- 
mittee (page  Tr 131) 


#6 

Professional  Liability  Assessment 

From  the  Bergen  County  Medical  Society 

(Reference  Committee  “B”) 


Whereas,  some  6,000  members  of  The  Medical 
Society  of  New  Jersey  have  already  paid  the 
$200  assessment  for  liability  control;  and 

Whereas,  some  250  physician  members  will 
probably  be  declared  exempt  because  of  age  or 
infirmity;  and 

Whereas,  another  200  or  so  physicians  might  be 
declared  exempt  because  of  government  or 
teaching  affiliations  which  limit  them  to  a fixed 
income;  and 

Whereas,  this  leaves  some  1,500  physician 
members  who  have  not  paid  the  $200  assess- 
ment; and 

Whereas,  it  is  absolutely  unfair  to  force  6,000 


physicians  to  bear  the  expense  of  the  assessment 
and  permit  others  to  be  allowed  to  omit  paying 
this  obligation;  now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of  New 
Jersey  at  its  Annual  Meeting  in  May  1977 
declare  that  the  $200  assessment  is  due  and 
payable  immediately  by  all  members  who  have 
not  met  this  obligation  and  who  are  not  other- 
wise exempted;  and  be  it  further 

RESOLVED,  that  if  this  obligation  is  not  met 
by  December  31,  1977,  the  recalcitrant  mem- 
bers shall  be  dropped  from  the  membership  in 
The  Medical  Society  of  New  Jersey. 

Rejected  — Intent  embodied  in  amended  Resolution  #5, 
see  page  Tr  106(Tr  131) 


#7 

Professional  Liability  Assessment 


From  the  Burlington  County  Medical  Society 

(Reference  Committee  “B”) 


Whereas,  the  House  of  Delegates  of  The  Medi- 
cal Society  of  New  Jersey,  at  its  Annual  Meet- 
ing held  in  June,  1976,  approved  a mandatory 
assessment  of  $200  for  the  purpose  of  pro- 
fessional liability  activities;  and 


Whereas,  this  mandatory  assessment  has  no 
expiration  date;  and 

Whereas,  the  mandatory  assessment  has  no 
provision  for  exemption  for  financial  hardship 


VOL.  74-NUMBER  7-JULY  1977 


Tr  107 


or  any  other  valid  reason;  and 

Whereas,  this  mandatory  assessment  acts  as  a 
deterrent  to  recruitment  of  members  to  The 
Medical  Society  of  New  Jersey  and  its  com- 
ponent societies;  now  therefore  be  it 

RESOLVED,  that  the  mandatory  assessment 


be  discontinued  as  of  December  31,  1977;  and 
be  it  further 

RESOLVED,  that  component  county  societies 
be  given  full  power  to  waive  permanently  the 
$200  assessment  where  circumstances  warrant. 

Rejected  — Intent  embodied  in  amended  Resolution  #5, 
see  page  Tr  106  (Tr  131) 


#8 

MSNJ  Professional  Liability  Assessment 

From  Daniel  N.  Burbank,  M.D.,  Delegate,  Essex  County 

(Reference  Committee  “B") 


Whereas,  The  Medical  Society  of  New  Jersey 
has  already  received  sufficient  monies  to  more 
than  accomplish  the  stated  goals  of  the  $200 
special  assessment  concerning  public  relations, 
lobbying,  mailings,  and  secretarial  expenses; 
and 

Whereas,  we  do  not  desire  to  decimate  the 
Medical  Society  membership  and  cut  off  those 
physicians  who  have  not  paid  from  organized 
medicine;  and 

Whereas,  we  need  all  the  members  we  can  get 
to  increase  our  representation  and  delegation  to 
the  AMA;  and 


Whereas,  at  a time  when  we  seek  more  unity 
and  desire  to  speak  for  more  physicians,  we 
should  not  throw  out  members  who  do  not 
believe,  in  principle,  with  this  assessment;  now 
therefore  be  it 

RESOLVED,  that  The  Medical  Society  of  New 
Jersey  continue  billing  those  physicians  who 
have  not  paid  the  $200  assessment  until  such 
billings  become  unprofitable. 


Rejected  — Intent  embodied  in  amended  Resolution  #5, 
see  page  Tr  106(Tr  131) 


#9 


Elimination  of  Two-Hundred  Dollar  Assessment  on 


New  Members  of  MSNJ 


From  the  Essex  County  Medical  Society 

(Reference  Committee  “B”) 


Whereas,  it  is  a generally  accepted  principle  in 
a democratic  society  that  “there  should  be  no 
taxation  without  representation,"  especially  in 
the  form  of  unique  assessments,  and  it  is 
especially  “un-American”  in  this  period  of 


celebration  of  the  Bicentennial  of  the  United 
States  of  America;  now  therefore  be  it 

RESOLVED,  that  the  one-time  mandatory 
assessment  of  two-hundred  dollars  for  all 
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members  of  The  Medical  Society  of  New  Jer-  not  be  interpreted  as  assessable  for  those 
sey,  made  by  the  House  of  Delegates  at  the  physicians  who  have  become  first-time  new 

Annual  Meeting  in  Cherry  Hill  in  June  of  1976,  members  after  the  date  of  said  assessment. 

Rejected  — Intent  embodied  in  amended  Resolution  #5, 
see  page  Tr  106  (Tr  131) 


#10 

Exemption  from  Professional  Liability  Assessment 

From  the  Hudson  County  Medical  Society 

(Reference  Committee  “B”) 


Whereas,  no  provisions  were  made  for  special 
exemption  of  physicians  from  the  $200 
assessment  for  professional  liability  approved 
by  the  House  of  Delegates  of  The  Medical 
Society  of  New  Jersey  in  December  1975  as  a 
voluntary  assessment  and  in  June  1976  as  a 
mandatory  assessment;  and 

Whereas,  members  who  have  not  paid  the  $200 
special  assessment  by  June  1,  1977,  will  be 
dropped  from  the  membership  rolls  of  The 
Medical  Society  of  New  Jersey;  now  therefore 
be  it 


RESOLVED,  that  members  of  the  Society  may 
apply  to  the  Executive  Committee  of  the  Board 
of  Trustees  of  The  Medical  Society  of  New 
Jersey  for  exemption  from  this  mandatory 
assessment  because  of  financial  hardship  or 
other  valid  reason  upon  recommendation  of' 
the  physician’s  county  medical  society;  and 
that  the  exemption  be  retroactive  to  January  1, 
1976. 

Rejected — Intent  embodied  in  amended  Resolution  #5, 
see  page  Tr  106  (Tr  131) 


#11 

Exemption  from  Professional  Liability  Assessment 


From  the  Union  County  Medical  Society 

(Reference  Committee  “B”) 


Whereas,  at  present  there  are  no  provisions  for 
exemption  from  the  voluntary  two-hundred 
dollar  assessment  passed  at  the  Special  Session 
of  the  House  of  Delegates  of  The  Medical 
Society  of  New  Jersey  in  December,  1975  and 
made  mandatory  at  the  Annual  Meeting  of 
The  Medical  Society  of  New  Jersey  in  June, 
1976;  now  therefore  be  it 


from  this  mandatory  assessment  because  of 
financial  hardship  or  other  valid  reason  and  that 
this  application  for  exemption  be  decided  by  the 
Executive  Committee  of  the  Board  of  Trustees 
of  The  Medical  Society  of  New  Jersey  on 
recommendation  of  the  physician’s  county 
medical  society.  This  resolution  should  be  made 
retroactive  to  January  1,  1976. 


RESOLVED,  that  members  of  The  Medical 
Society  of  New  Jersey  may  apply  for  exemption 


Rejected  — Intent  embodied  in  amended  Resolution  #5, 
see  page  Tr  106  (Tr  131) 
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#12 

Commissions  re  Professional  Liability 

From  the  Bergen  County  Medical  Society 

(Reference  Committee  “C”) 


Whereas,  there  is  a sense  of  disquietude  among 
many  members  of  The  Medical  Society  of  New 
Jersey  relative  to  the  medical  professional 
liability  problems;  and 

Whereas,  at  a hearing  on  professional  liability 
coverage  held  in  July  1975,  attended  by  repre- 
sentatives of  the  New  Jersey  Department  of 
Insurance,  the  Britton  Agency  was  reported  to 
have  received  approximately  $970,000  in  com- 
missions in  1975  for  services  to  the  Federal 
Insurance  Company  in  connection  with  pro- 
fessional liability  coverage;  and 

Whereas,  the  hearing  officer  representing  the 
Commissioner  of  Insurance  stated  that  a com- 
mission of  about  $100,000  in  addition  to  the  one 
percent  premium  would  be  sufficient  compensa- 
tion to  the  Britton  Agency;  and 


Whereas,  the  New  Jersey  Neurosurgical  Society 
has  expressed  the  opinion  that  $970,000  in 
commission  was  excessive;  and 

Whereas,  all  legitimate  attempts  to  have  this 
matter  explained  satisfactorily  by  the  Officers 
of  The  Medical  Society  of  New  Jersey  have 
proven  futile;  now  therefore  be  it 

RESOLVED,  that  the  proper  spokesman  for 
The  Medical  Society  of  New  Jersey  be  re- 
quested to  publish  full  details  of  this  matter 
in  The  Journal  of  The  Medical  Society  of  New 
Jersey.  (See  attachments.) 


Rejected  as  argumentative  and  serving  no  purpose  (page 
Tr  133) 


Attachments 


March  24,  1977 

Ralph  J.  Fioretti,  M.D.,  President 
Bergen  County  Medical  Society 
170  Main  Street 
Hackensack.  NJ  07601 

Dear  Doctor  Fioretti: 

The  Board  of  Trustees  of  the  MSNJ  considered  your  letter 
of  March  15,  1977,  along  with  the  enclosure  from  the  Legal 
and  Political  Affairs  Committee  of  the  Medical  Staff  of  The 
Valley  Hospital.  The  Board  of  Trustees  directed  that  I 
should  provide  you  and  the  Legal  and  Political  Affairs 
Committee  of  the  Medical  Staff  at  Valley  with  a response  to 
their  letter. 

In  regard  to  the  letter  from  The  Valley  Hospital  Com- 
mittee, I must  point  out  that  only  the  paragraphs  which  I 
quote  below  may  be  considered  in  logic,  law,  and  reason  to 
be  “facts.”  The  balance  of  the  material  is  in  the  form  of 
conclusion,  opinion,  or  interpretation  of  the  Committee  of 
The  Valley  Hospital  or  perhaps,  Mr.  Stern. 

“.  . In  July  1975  there  was  a hearing  on  the  application  of 
the  Federal  Insurance  Company  for  a revision  of  rates  for 


the  Medical  Professional  Liability  Coverage.  Representa- 
tives of  the  State  Medical  Society  were  in  attendance. 

“The  following  facts  were  revealed  in  the  course  of  the 
hearing: 

“The  written  premiums  for  the  policy  year  beginning 
November  1,  1974  amounted  to  $14,400,000.00  and  with 
the  approximately  50%  increase  in  premiums  on  November 
1.  1975  the  premiums  amounted  to  about  $22,000,000.00. 
A commission  rate  of  4.5%  was  filed  for  by  the  agent  (the 
Britton  Agency).  The  commission  rate  had  been  6%  in  years 
past.  This  revised  commission  rate  amounted  to  about 
$970,000.00  in  commission  for  the  year  1975  alone.  . . .” 

I will  now  proceed  to  discuss  the  issue  presented  by  the 
letter  in  question  and  will  document  and  reference  the 
points  made  as  we  proceed. 

1.  "The  commission  rate  of  6%  underlying  current  rates  as 
previously  approved  by  the  Commissioner  (lowered  to  4.5% 
in  the  present  filing)  is  very  substantially  lower  than  the 
commission  and  brokerage  incurred  for  Federal  and  asso- 
ciated companies  for  general  liability  insurance.  That  was 
15.0%  in  1974."  (Testimony  of  David  G.  Hartman  before 
the  New  Jersey  Department  of  Insurance.  July  28,  1975.) 
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2.  “The  record,  of  course,  does  show  that  the  commission 
provision  underlying  the  proposed  rates  is  very  much  lower 
than  the  15%  average  commission  which  Federal  pays  for 
general  liability  insurance.  I suggest  that  it  is  undoubtedly 
the  case  that  were  the  MSNJ  program  handled  as  a matter 
of  normal  agency  production,  the  total  commission  expense 
would  be  substantially  higher  than  that  shown  in  Exhibit 
A-5  (4.5%).  (And,  of  course,  as  we  have  stated  elsewhere, 
we  believe  that  other  expenses  would  increase  as  well.)” 
Letter  to  Philipp  K.  Stern,  New  Jersey  Department  of 
Insurance,  from  Newell  G.  Alford,  Jr.,  General  Counsel, 
Chubb  and  Son,  July  30,  1975. 

3.  “For  the  reasons  set  forth  below,  we  take  exception  to 
the  hearing  officer’s  recommendation  that  the  rates  pro- 
vide for  a commission  expense  of  no  more  than  1 .5%. 

“As  Exhibit  A-7  shows.  Federal  Insurance  Company  since 
September  1,  1971  has  been  and  still  is  contractually 
obligated  to  pay  a 6.0%  commission  to  the  Britton  Agency. 
That  contract  is  still  in  effect. 

“The  material  supporting  our  filing  makes  provision  for  a 
4.5%  commission  expense  because  the  Britton  Agency  has 
agreed  to  accept  a commission  reduction  to  4.5%,  if  our 
rates  increase  proposal  is  approved. 

“Under  these  circumstances,  your  acceptance  of  the  hearing 
officer’s  recommendation  on  this  point  would  disable 
Federal  Insurance  Company  from  performing  its  contract 
with  the  Britton  Agency. 

“Moreover,  as  Exhibit  A-7  points  out,  and  as  I believe 
the  hearing  officer's  report  itself  recognizes,  nothing  in  the 
record  of  this  proceeding  supports  the  conclusion  that  the 
4.5%  commission  negotiated  with  the  Britton  Agency  in 
connection  with  the  proposed  rates  is  an  unreasonable  one. 

“In  fact,  what  the  hearing  officer  suggests  is  that  MSNJ 
could  and  perhaps  should  directly  compensate  the  Agency 
for  the  services  it  performs  for  MSNJ  and  on  behalf  of  the 
individual  policyholders  for  which  the  Agency  acts.” 
(Letter  of  September  8,  1975  to  Commissioner  Sheeran 
from  Newell  G.  Alford,  Jr.,  General  Counsel,  Chubb  and 
Son.) 

4.  As  everyone  is  well  aware,  the  Commissioner  of  In- 
surance did  not  adopt  the  recommendation  of  the  hearing 
officer  and  did  indeed  approve  the  1975  rate  increase  along 
with  the  incorporated  4.5%  commission  to  the  Britton 
Agency.  The  duty  of  the  Insurance  Department  is  to 
approve  rates  which  are  “adequate  but  not  excessive  nor 
unfairly  discriminatory.” 

5.  The  rate  filing  for  1976  provided  for  a commission  of 
2.5%.  Based,  however,  on  a premium  increase  of  65.2%  plus 
an  increased  number  of  insureds,  it  produced  or  would 
produce  more  than  one  million  dollars  to  the  broker.  At  the 
July  16,  1976  hearing  conducted  by  Mr.  Stern  concerning 
the  1976  rate  filing,  he  declared,  “I  see  no  value  in  going 
through  a charade  here  and  asking  Mr.  Hartman  questions 
which  he  has  previously  answered  to  my  satisfaction.  As 
some  of  you  know,  we  have  a competent  actuarial  staff  in 
this  Department.  I have  asked  Mr.  Hartman  many  ques- 
tions, he  has  submitted  answers  to  me,  and  as  hard  as  I try 
to  knock  every  file  down  as  much  as  I reasonably  can,  I 
couldn’t  find  anything  wrong  with  this  filing.”  Page  29- 
Transcript  of  Proceedings. 


6.  The  1976  rate  filing  which  included  a 2.5%  commission 
predicated  on  an  anticipated  annual  premium  in  excess  of 
41  million  dollars,  was  approved.  The  obligation  of  the 
Commissioner  is  to  “approve  rates  that  are  adequate  but 
not  excessive  nor  unfairly  discriminatory.” 

7.  Since  the  commissions  have  always  been  a part  of  the 
rate  filings  and  since  the  rate  filings  have  always  been 
approved  by  the  Commissioner,  the  effect  of  his  action  is  to 
declare  the  commissions  as  a matter  of  law  to  be  adequate 
but  not  excessive.  Further,  since  this  matter  is  a matter  of 
contract  between  Chubb  and  the  Britton  Agency,  the 
Society  has  no  reasonable  legal  basis  on  which  to  pursue  the 
course  of  litigation  suggested  by  the  Committee  from  The 
Valley  Hospital.  A copy  of  the  Britton  Agency  function 
under  the  previous  MSNJ  program  is  enclosed  with  this 
letter. 

Respectfully  submitted, 

(Signed)  Vincent  A.  Maressa 
Legal  Counsel 

July  16,  1976 

The  relationship  of  The  Medical  Society  of  New  Jersey 
and  the  Joseph  A.  Britton  Agency  is  different  than  that 
between  the  usual  insurance  broker  and  the  individual 
policyholder.  An  analysis  would  divide  it  into  three  basic 
parts. 

A.  First  would  be  the  handling  of  the  details  for  the  in- 
dividual physician  as  would  be  done  by  the  average  broker 
for  new  applications,  changes  and  cancelations: 

1.  Handle  telephone  and  mail  inquiries  with  occasional 
personal  visits  with  groups. 

2.  Supply  necessary  forms. 

3.  Upon  receipt  of  new  application  or  request  for  policy 
change,  review  and  subsequently  refer  to  company  under- 
writer for  approval  and  typing  of  policy  or  endorsement. 

4.  Review  typed  policy  or  endorsement  for  accuracy  prior 
to  mailing. 

5.  Record  invoice  on  A.R.  card  or  ledger. 

6.  Receive  payment  to  be  sent  to  company. 

7.  Follow  up  delinquents  with  cancelation  requested,  if 
necessary. 

8.  Follow  up  for  renewal,  a year  later. 

B.  The  second  would  be  the  additional  performance  as 
agent  for  the  Insurance  Company  in  accordance  with  the 
company’s  rules  and  instructions.  In  no  way  does  this 
responsibility  conflict  with  the  responsibility  of  broker  to 
the  individual  or  to  The  Medical  Society  of  New  Jersey.  It 
has  been  agreed  that  our  office  can  more  efficiently  do  this 
work  with  considerable  economy  and  savings  for  the 
company.  These  details  include: 

1.  Underwrite  application  as  to  qualifications,  society 
membership,  proper  class,  any  additional  charge,  loss 
experience  for  possible  surcharge.  Many  times,  there  must 
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be  a follow-up  for  required  information. 

2.  Review  and  underwrite  endorsement  change. 

3.  Do  rating  and  coding  for  new  policy  or  change. 

4.  Type  policy  or  endorsement  and  send  copy  to  company. 

5.  Compute  proper  premium  for  term  less  than  one  year 
and  prepare  invoice. 

6.  Deposit  daily,  direct  to  company’s  account,  all  premium 
payments  as  received. 

7.  Follow  up  delinquents  for  proper  notice  of  possible 
cancelation  with  all  details  of  final  cancelation,  if  necessary, 
with  copy  to  company. 

C.  The  last  general  details,  which  are  most  important,  most 
time  consuming  and  expensive,  and  most  demanding  for 
highly  qualified  personnel  are  the  duties  as  the  broker  for 
The  Medical  Society  of  New  Jersey  and  for  each  member 
thereof  who  wants  professional  liability  insurance  coverage 
under  The  Medical  Society  program.  Our  first  responsibility 
is  to  The  Medical  Society  of  New  Jersey  and  our  program, 
but  this  in  no  way  compromises  our  duty  or  responsibility 
to  the  individual  physician  who  elects  to  use  our  services. 
We  feel  we  must  operate  under  the  rules  of  the  Medical 
Society  program  which  are  also  the  rules  of  the  company. 
Most  of  the  rules  are  part  of  the  approved  filings  with  the 
New  Jersey  Insurance  Department.  Some  of  these  duties 
are: 

1.  Maintain  current  up-to-date  records  of  all  net  premiums 
for  each  policy  with  allocation  as  to  year  of  coverage,  class 
of  practice,  specialty  and  identification  of  additional 
charges,  surcharge  for  adverse  loss  experience,  employ- 
ees’ coverages,  and  premises  liability.  This  record  permits 
us  to  compare  premium  for  any  specialty  class  or  charge 
with  reported  losses  and  subsequently  report  to  the  Com- 
mittee on  Medical  Defense  and  Insurance  of  The  Medical 
Society  of  New  Jersey  for  the  recognition  of  a possible 
change  of  a specialty  or  charge  to  a higher  or  lower  costs 
class.  Also,  we  are  prepared  for  any  discussion  with  the 
Insurance  Company  as  to  the  approved  changes  and 
possible  allocations  on  general  rate  increases. 

2.  Maintain  current  records  as  to  number  of  effective 
policies  for  each  specialty,  each  class,  and  each  county  of 
practice  as  well  as  partnership,  group  corporation  and 
society;  also,  for  insured  employees,  individual  corporation 
endorsement  and  surcharge  endorsements  as  well  as  for 
chargeable  modalities  such  as  x-ray  therapy,  shock  therapy, 
or  neurological  procedures.  We  furnish  reports  of  these 
records  for  each  meeting  of  the  Committee  on  Medical 
Defense  and  Insurance.  This  record  also  is  necessary  to 
complement  the  previously  described  premium  record 
for  possible  changes  and  distribution  of  rate  increases.  It 
must  be  recognized  that  the  average  company  determines 
that  it  needs  an  increase  of  a percentage  of  the  total  pre- 
mium and  it  would  be  common  sense  expediency  to  do  it 
the  easiest  way  by  charging  each  physician  the  same  per- 
cent increase.  However  such  usual  procedure  is  not  fair  if  we 
believe  in  a policy  of  placing  the  cost  in  ratio,  as  far  as 
possible,  to  the  losses  for  each  class  or  specialty.  Because 
of  this  system  and  our  records,  we  are  able  to  have  9 
separate  or  different  rates  to  cover  all  specialties  and 
practices  as  compared  to  the  rest  of  the  insurance  industry 
in  New  Jersey  with  its  5 different  rates. 


3.  We  receive  most,  if  not  all,  claim  reports  and  suits  from 
insured  physicians  and  many  times  from  those  who  were 
not  insured  through  our  office  at  the  time  of  the  loss.  Our 
records  provide  most  information  as  far  back  as  1960 
and  if  we  don't  have  all  of  the  necessary  information  we 
follow  up  with  other  brokers  or  companies  to  ascertain  the 
insuring  company  at  the  time.  We  then  refer  the  papers  and 
necessary  information  to  the  proper  company.  This  is  very 
time  consuming  since  most  physicians  want  to  telephone 
and  discuss  the  claim  before  mailing  papers  and  reports  to 
us.  We  should  receive  about  1300  claims  a year  of  which 
about  700  will  be  suits.  In  addition  to  the  actual  claim 
we  have  many  other  minor  incidents  reported  so  the  total 
for  us  could  be  about  1800  a year  or  36  a week  which  is 
more  than  7 a day  on  the  average. 

4.  For  these  physicians  insured  through  our  office,  we 
retain  copies  of  the  claim  or  suit  papers  and  record  the 
claim  on  the  county  card  as  well  as  his  individual  claim 
record  card.  These  cards  are  up  to  date  as  to  status  of  the 
claim  or  suit  with  reserve,  if  open,  and  payments,  if  closed, 
with  information  as  to  how  it  was  closed.  A continuing 
review  of  these  records  affords  information  for  loss  control 
as  to  application  of  surcharge  or  just  discussion  with  the 
defendant  physician  as  to  his  practice  with  possible  referral 
to  the  proper  Medical  Society  Committee  for  remedial 
action.  Again  this  up-to-date  detailed  information  of  current 
losses  as  to  specialty,  class  or  practice,  with  the  records  of 
insureds  and  premiums,  permits  us  to  counsel  the  Com- 
mittee on  Medical  Defense  and  Insurance  of  The  Medical 
Society  of  New  Jersey  as  to  changes  and  distribution  of 
rate  increases  and  also  for  intelligent  discussion  with  the 
insurance  company. 

5.  In  addition  to  our  current  recording  of  losses,  we  receive 
up-to-date  information  on  losses  handled  by  the  Employers 
Insurance  of  Wausau  who  was  the  insurer  from  1-20-68  to 
11-1-71.  We  have  records  on  all  losses  reported  to  date. 
Our  records  for  Chubb  are  for  all  losses  from  9-1-71  to  date. 
We  also  have  records  for  about  six  years  of  losses  of 
American  Mutual  who  was  the  insurer  from  5-1-60  to 
11-1-68.  We  also  review  the  continuing  losses  received  by 
American  Mutual  on  an  annual  basis. 

6.  Reports  of  new  claims  received  for  each  specialty  and 
class  are  made  for  each  meeting  of  the  Committee  on 
Medical  Defense  and  Insurance  and  especially  for  the 
Committee’s  annual  report  to  the  Medical  Society  House 
of  Delegates  at  each  year's  convention. 

7.  Our  work  includes  the  formation  and  supervision  of  the 
Medical  Review  and  Advisory  Committees  in  the  21 
counties  in  accordance  with  the  rules  adopted  by  the 
Committee  on  Medical  Defense  and  Insurance  and  ap- 
proved by  past  Houses  of  Delegates.  This  includes  the 
assignment  of  an  attorney  for  each  of  the  21  committees 
and  provides  that  the  committee  serves  the  attorney  with 
the  advice  that  its  work  is  to  be  confidential  and  considered 
as  the  work  product  of  the  attorney  who  would  defend  the 
defendant  physician. 

8.  When  a claim  is  referred  to  a company  which  uses  the 
services  of  the  Medical  Society’s  review  facilities,  we  follow 
up  for  completion  of  investigation.  When  completed,  it  is 
sent  to  a member  of  the  proper  county  committee  who 
usually  is  in  the  same  specialty  or  practice  as  the  defendant 
physician  in  the  claim.  We  receive  notification  and  include 
the  claim  on  the  agenda  for  the  next  meeting  of  that 
committee.  Our  office  schedules  the  meetings  of  each 
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committee  after  coordinating  the  date  with  the  company’s 
claim  manager,  the  assigned  attorney,  and  the  physician 
chairman  of  the  committee.  Each  committee,  whose 
membership  runs  between  9 and  27,  is  composed  of  out- 
standing physicians  in  the  county  and,  as  at  one  time,  not 
necessarily  insured  under  the  program.  The  members 
represent  most  of  the  specialties  or  at  least  those  specialties 
which  have  higher  claim  frequencies.  When  a claim  is 
received  for  a specialty  not  represented  on  the  committee 
we  select  a specialist  from  the  county  to  serve  temporarily 
on  the  committee  and  to  act  as  case  chairman  for  this 
particular  claim. 

9.  A man  from  our  office  attends  each  meeting  of  every 
county  Medical  Review  and  Advisory  Committee  even 
when  two  or  three  are  scheduled  for  the  same  date.  The 
meeting  of  each  committee  will  take  about  two  to  three 
hours  on  the  average  and  always  will  be  within  the  county. 
Our  attendance  at  the  many  meetings,  since  our  major 
counties  usually  have  one  meeting  each  month,  involves 
considerable  time  and  travel.  Our  office  acts  for  the  State 
Committee  on  Medical  Defense  and  Insurance  to  guarantee 
that  the  rules  and  procedures  are  followed  and  especially 
to  be  sure  claims  are  not  settled  for  the  expediency  of  the 
company,  the  attorney  or  the  individual  physician.  We  keep 
records  of  all  meetings,  decisions  and  final  dispositions 
with  regular  reports  to  the  State  Committee. 

10.  One  of  the  most  important  loss  control  features  and 
one  which  can  be  very  time  consuming  is  our  securing 
legal  counsel  or  advice  for  procedures  or  potential  claims. 
Most  of  our  calls  or  letters  have  been  from  physicians 
insured  through  our  office.  However,  we  receive  many 
requests  from  county  medical  societies,  specialty  groups. 
The  Medical  Society  of  New  Jersey,  and  occasionally 
from  physicians  not  insured  through  our  office.  We 
furnish  to  all  physicians,  a copy  of  a digest  of  laws  and 
consent  forms  for  most  procedures.  Occasionally  we  are 
asked  to  have  a consent  form  prepared  to  be  used  for  a 
particular  procedure,  many  times  new  or  even  experimental. 

1 1.  We  supply  information  to  county  medical  societies  and 
specialty  groups  in  addition  to  the  usual  many  reports  to  the 
Committee  on  Medical  Defense  and  Insurance.  We  also 
frequently  furnish  speakers  for  county  medical  society 
meetings,  specialty  group  meetings,  and  medico-legal  panel 
discussions.  We  provide  written  articles  as  requested  and 
especially  a monthly  article  for  The  Journal  of  The  Medical 
Society  of  New  Jersey.  The  performance  of  these  functions 
requires  time  spent  in  reading  periodicals,  researching  new 
law  and  developments  pertaining  to  the  insurance  industry 
and  specifically  the  field  of  professional  liability  insurance. 


12.  We  attend  every  meeting  of  the  Committee  on  Medical 
Defense  and  Insurance,  occasional  meetings  of  the  Board 
of  Trustees,  occasional  meetings  of  the  Medical  Society 
Ad  Hoc  Committee  on  professional  liability  and  the 
annual  convention,  including  the  reference  committee  to 
which  professional  liability  is  assigned. 

13.  We  have  been  requested  by  The  Medical  Society  of  New 
Jersey  to  confer  with  legislators  from  other  states,  with 
representatives  from  other  state  societies,  with  repre- 
sentatives from  the  American  Medical  Association  as  well 
as  with  hospitals  and  other  related  health  providers  when 
there  is  a problem  of  mutual  and  current  interest.  We  were 
asked  to  cooperate  with  and  supply  information  to  the 
legislative  committee,  chaired  by  Senator  Greenberg,  for 
possible  remedial  legislation. 

14.  We  were  asked  by  The  Medical  Society  of  New  Jersey 
to  assist  the  Connecticut  State  Medical  Society  in  es- 
tablishing a program  in  Connecticut  similar  to  the  one  in 
New  Jersey.  We  met  many  times  with  officials  of  the 
Connecticut  Medical  Society  and  its  insurance  company, 
Aetna.  They  finally  adopted  a program  patterned  after  ours 
and  we  were  told  that  Aetna  adopted  this  new  program  for 
most  of  the  states  in  which  it  is  the  primary  carrier.  We 
still  serve,  without  fee,  as  consultant  to  the  Connecticut 
Medical  Society. 

1 5.  The  State  of  Illinois  has  been  in  the  process  of  starting  a 
captive  company  and  wants  to  establish  a program  like  ours 
in  New  Jersey.  We  have  been  asked  to  help  and  in  fact  to 
send  a man  to  run  the  program. 

16.  We  believe  that  it  has  been  mostly  our  efforts  in  serving 
The  Medical  Society  of  New  Jersey  and  most  of  its  members 
which  have  permitted  our  office  to  grow  and  to  develop  a 
reputation  of  a professional  in  this  field.  We  are  not  just  an 
insurance  broker  with  the  simple  operations  as  described  in 
the  first  basic.  It  is  also  our  reputation  and  performance 
which  has  made  it  possible  to  keep  a reputable  and  sound 
company  to  underwrite  our  program  in  New  Jersey  which 
is  recognized  as  a liberal  state  and  potentially  a problem 
one  in  the  area  of  medical  professional  liability.  Never  have 
we  been  interested  in  finding  just  any  company  or  having 
selfish  motives  as  more  important  than  the  individual  phy- 
sician's protection  and  maintenance  of  The  Medical  Society 
of  New  Jersey's  loss  control  program.  This  was  proved  again 
in  the  past  year  when  we  lost  our  facilities  for  umbrella 
coverage  and  spent  much  time  in  finding  and  selecting  one 
company  from  a number  of  them  which  would  be  repre- 
sentative of  the  desired  standards  for  insuring  members  of 
the  society. 
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#13 

Legislation  Concerning  Professional  Liability 

From  the  Bergen  County  Medical  Society 

(Reference  Committee  “C”) 


Whereas,  medical  liability  results  from  the 
interaction  of  patient  and  physician;  and 

Whereas,  injury  and  disease  cannot  be  treated 
separately  from  the  patient;  and 

Whereas,  there  is  a proportional  responsibility 
of  the  patient  and  physician  in  the  eventual 
end  result  of  diagnosis  and  treatment;  and 

Whereas,  the  physicians  cannot  insure  the  total 
population  against  the  vagaries  of  human  re- 
sponse to  diagnosis  and  treatment  of  any  one 
individual;  and 

Whereas,  a more  equitable  approach  to  financ- 
ing protection  of  the  patient  from  significant 
loss  or  misfortune  is  mandatory;  and 

Whereas,  every  individual  is  a potential  patient 
and  shares  a proportional  responsibility  with 
everyone  else;  and 

Whereas,  all  physicians  should  continue  to 
assume  only  their  fair  share  of  this  burden;  now 
therefore  be  it 

RESOLVED,  that  the  New  Jersey  State  Leg- 
islature address  itself  to  this  urgent  and  critical 


condition  and  provide  legal  means  to: 

(a)  Recognize  the  patient-physician  relation- 
ship as  unique  and  different  from  all  other 
human  interpersonal  relationships. 

(b)  Remove  medical  liability  from  the  arena 
of  insurance  claims  and  commercial  competi- 
tion. 

(c)  Establish  a fund  to  compensate  patients 
from  medical  liability  misfortune,  to  be  ad- 
ministered and  controlled  by  an  appropriate 
State  agency. 

(d)  To  finance  the  fund  through  annual  pay- 
ments proportionally  obtained  from  providers 
and  consumers  of  health  services. 

(e)  To  provide  reimbursement  to  successful 
litigants  including  legal  fees  for  plaintiff  and 
defense. 

(f)  Provide  appropriate  controls,  remedies  and 
penalties  for  abuse,  misuse,  or  unreasonable 
demand  on  the  fund. 

Rejected  and  referred  to  the  Council  on  Legislation  for  infor 
motional  purposes  (page  Tr  133) 


#14 

Assignment  of  Benefits  by  Blue  Shield 

From  the  Union  C ounty  Medical  Society 

(Reference  Committee  “C”) 


Whereas,  the  1976  House  of  Delegates  adopted 
Resolution  #4  which  stated:  “RESOLVED, 
that  The  Medical  Society  of  New  Jersey  peti- 
tion the  Medical-Surgical  Plan  of  New  Jersey 
to  change  its  contract  in  order  to  allow  assign- 


ment of  benefits  and  that  The  Medical  Society 
of  New  Jersey  petition  the  Commissioner  of 
Insurance  to  honor  this  contract  change”;  and 

Whereas,  the  1976  House  of  Delegates  based 
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its  reasoning  for  the  adoption  of  this  Resolu- 
tion on  the  facts  stated  in  the  Resolution  to  the 
effect  that,  although  at  one  time  a majority  of 
the  physicians  in  each  county  had  to  be  par- 
ticipating physicians  in  order  for  the  Plan  to  be 
validated,  that  ruling  was  negated  by  court 
action  in  1964;  and 

Whereas,  despite  the  adoption  of  Resolution  #4 
by  the  1976  House  of  Delegates,  the  Medical- 
Surgical  Plan  of  New  Jersey  has  refused  to 
honor  the  just  desires  of  the  majority  of  the 


physicians  in  New  Jersey;  now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of  New 
Jersey  directly  petition  the  Commissioner  of 
Insurance  of  the  State  of  New  Jersey  to  order 
the  Medical-Surgical  Plan  of  New  Jersey  to 
alter  its  contract  to  permit  assignment  of 
benefits  to  all  physicians. 


Rejected  as  a disservice  to  participating  physicians  of  Blue 
Shield  (page  Tr  133) 


#15 

Acceptance  of  Standard  Claim  Forms 


From  the  Mercer  County  Medical  Society 

(Reference  Committee  “C”) 


RESOLVED,  that  the  Medical-Surgical  Plan 
of  New  Jersey  be  requested  to  accept  the  stan- 
dard claim  forms,  as  established  by  the  Ameri- 
can Medical  Association,  for  reimbursement  of 


medical  insurance. 


Referred  to  the  Council  on  Medical  Services  ( page  Tr  133) 


#16 

Increase  Rider  J Coverage  for  Pathological 
Laboratory  Services 


From  the  Mercer  County  Medical  Society 

(Reference  Committee  “C”) 


Whereas,  the  $25  allowance  for  Rider  J cover- 
age for  pathological  laboratory  services  was 
adopted  many  years  ago;  and 

Whereas,  the  cost  of  individual  tests  and 
extent  of  pathological  laboratory  services  have 
increased  tremendously;  and 

Whereas,  payment  for  these  out-patient  services 
allows  a higher  quality  of  medicine  to  be  prac- 
ticed, it  would  lessen  the  pressure  for  hospital- 
ization; and 

Whereas,  this  would  be  overall  less  costly  to  the 


third  party  carrier;  now  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of 
The  Medical  Society  of  New  Jersey  go  on 
record  as  requesting  the  Hospital-Service  Plan 
of  New  Jersey  and  the  Medical-Surgical  Plan 
of  New  Jersey  to  increase  its  limit  to  $200  on 
Rider  J for  pathological  laboratory  services. 


Rejected  (page  Tr  133)  Note:  The  Reference  Committee  felt 
that  there  should  be  a program  of  information  for  employ- 
ers and  employees  concerning  the  availability  of  various 
Rider  J contracts. 
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#17 

Joining  the  Medical  Inter-Insurance  Exchange 


From  the  Morris  County  Medical  Society 

(Reference  Committee  “C”) 


Whereas,  the  Medical  Inter-Insurance  Ex- 
change is  established  for  all  physicians  in  the 
State  of  New  Jersey;  and 

Whereas,  all  physicians  have  an  opportunity  to 
join  at  the  time  of  its  establishment;  and 

Whereas,  the  activation  of  the  Re-Insurance 
Authority  provided  all  physicians  with  a volun- 
tary choice;  now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of  New 
Jersey  urge  the  Board  of  Directors  of  the  MIIE 
to  determine  that  physicians  joining  the  MIIE 
prior  to  June  30,  1977,  shall  be  considered 
charter  members;  and  be  it  further 

RESOLVED,  that  anyone  joining  the  MIIE 
after  the  above  date  shall  be  required  to  pay  an 
additional  surcharge  of  10%  above  and  over 
the  required  initiation  fee;  and  be  it  further 

RESOLVED,  that  any  physician  first  estab- 
lishing his  practice  in  the  State  of  New  Jersey 
shall  be  exempt  from  this  requirement  if  they 


join  the  MIIE  within  three  months  of  opening 
their  office;  and  be  it  further 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  urge  the  Board  of  Directors  of  the 
MIIE  to  determine  that  the  MIIE  will  accept  no 
physician  as  an  insured  unless  he/she  is,  or 
becomes,  a member  of  The  Medical  Society  of 
New  Jersey  or  the  New  Jersey  Osteopathic 
Society. 


Referred  to  the  Board  of  Trustees  (MSNJ),  along  with 
amendments  proposed  by  the  Reference  Committee  (page 
Tr  133)  and  the  following  suggested  "resolved"  (proposed 
from  the  floor  of  the  House)  as  a substitution  for  the 
original  four  "resolveds:" 

That  the  Medical  Society  of  New  Jersey  and  the  Board  of 
Directors  of  MIIE  do  all  in  their  power  to  get  the  acceptance 
of  the  insurance  commissioner  of  New  Jersey  of  a plan 
whereby  there  would  be  a certain  percentage  reduction  in 
the  yearly  premium  payment  for  those  physicians  in  the 
MIIE  plan  who  are  members  of  The  Medical  Society  of  New 
Jersey  or  of  the  New  Jersey  Society  of  Osteopathic  Phy- 
sicians and  Surgeons. 


#18 

Physicians  Starting  Practice  in  New  Jersey 

From  the  Morris  County  Medical  Society 

(Reference  Committee  “C”) 


Whereas,  present  insurance  rates  have  in- 
creased the  cost  of  starting  practice  for  young 
physicians  in  the  State  of  New  Jersey;  and 

Whereas,  we  now  have  our  own  insurance 
company  underwriting  professional  liability 
insurance  in  the  State  of  New  Jersey;  now 
therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  investigate  ways  that  a fund  be 


established  by  the  Inter-Insurance  Exchange  to 
loan  the  first  year’s  premiums  and  surplus 
capitalization  monies  to  all  physicians  just 
completing  residency  training  who  establish  a 
practice  of  medicine  or  surgery  in  New  Jersey 
to  be  paid  back  over  a period  of  three  years  at 
no  interest. 

Referred  to  the  Board  of  Truitees  (MSNJ)  along  with  the 
Reference  Committee'!  proposed  amended  "resolved" 
(page  Tr  134) 
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#19 

Continuing  Medical  Education 

From  the  Burlington  County  Medical  Society 

(Reference  Committee  “D”) 


Whereas,  the  Constitution  of  The  Medical 
Society  of  New  Jersey  states,  among  its  pur- 
poses, “to  federate  and  organize  the  medical 
profession  of  the  State  of  New  Jersey;  ...  to 
advance  the  art  and  science  of  medicine,  ele- 
vate professional  standards,  safeguard  the 
interests  of,  and  promote  friendly  relations 
among,  members  of  the  medical  profession”; 
and 

Whereas,  the  Bylaws  were  amended  in  1973  to 
require  that  members  must  complete  150  hours 
of  acceptable  programs  of  continuing  medical 
education  during  each  three-year  period  of 
membership,  said  programs  “to  be  admin- 
istered by  the  Committee  on  Medical  Education 
in  accordance  with  policy  approved  by  the 
Board  of  Trustees  and  affirmed  by  the  House 
of  Delegates”;  and 

Whereas,  the  accreditation  process  for  having 
programs  accredited  has  been  delegated  to  the 
Academy  of  Medicine  of  New  Jersey  and  is 
financially  supported  by  funds  derived  from 
the  dues  of  every  member  of  The  Medical 
Society  of  New  Jersey  (currently  $25,000 
allocated  for  the  1976-77  Society  year);  and 

Whereas,  the  component  county  medical 
societies  are  working  diligently  toward  achiev- 
ing and  maintaining  unity  within  the  medical 
profession  and  assisting  its  members  in  ac- 
quiring the  aforesaid  goal  of  continuing  medical 
education  credits,  but  continuously  are  being 
hampered  by  ever-increasing  cumbersome 
paperwork  and  regulations  promulgated  under 
the  accreditation  process,  including,  but  not 
limited  to,  the  requirement  that  all  programs 
must  be  submitted  along  with  supporting  data 
to  the  Academy  of  Medicine  of  New  Jersey  at 
least  90  days  in  advance  of  a planned  program; 
and 

Whereas,  it  is  difficult,  if  not  sometimes  down- 


right impossible,  for  the  component  county 
medical  societies  fully  to  plan  a program  and 
submit  all  required  data  at  least  90  days  in 
advance,  inasmuch  as  the  programs  are  being 
arranged  by  full-time  practicing  physicians 
trying  to  plan  within  the  budgetary  limits  of 
the  county  society;  now  therefore  be  it 

RESOLVED,  that  the  Committee  on  Medical 
Education  recommend,  and  the  Board  of 
Trustees  and  the  House  of  Delegates  approve, 
effective  immediately,  that  all  continuing 
medical  education  programs  of  any  component 
county  medical  society  be  given  blanket  ap- 
proval for  Category  1 of  continuing  medical 
education  credits;  and  be  it  further 

RESOLVED,  that  the  Committee  on  Medical 
Education,  the  Board  of  Trustees,  and  the 
House  of  Delegates  direct  their  efforts  in  unity 
and  support  of  the  component  county  medical 
societies  by  reducing  the  90  days’  advance 
notice  requirement  down  to  30  days’  advance 
notice;  and  be  it  further 

RESOLVED,  that  accreditation  requests  for 
continuing  medical  education  programs  from 
the  component  county  medical  societies  be 
expeditiously  processed  wherever  and  when- 
ever submitted  should  unforeseen  circumstances 
develop  which  bring  about  an  even  shorter 
notice  for  accreditation  but  such  programs  are 
deserving  of  accreditation;  and  be  it  further 

RESOLVED,  that  if  the  foregoing  requests 
are  not  adopted  and  implemented  immediately, 
then,  in  such  event,  all  funds  directed  to  the 
Academy  of  Medicine  of  New  Jersey  for  its 
continuing  medical  education  activities  be 
withdrawn  by  The  Medical  Society  of  New 
Jersey;  and  be  it  further 

RESOLVED,  that  the  Committee  on  Medical 
Education  be  ever  mindful  that  it  is  created  to 
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help  the  members  of  the  medical  profession  and 
to  foster  voluntary  compliance  with  the  Bylaws 
regarding  continuing  medical  education  toward 
the  goal  that  the  physicians  are  indeed  en- 
couraged to  continue  membership  in  organized 
medicine  via  The  Medical  Society  of  New  Jer- 
sey and  to  comply  willingly  with  the  continuing 


medical  education  requirements. 


Rejected  (page  Tr  135).  Reference  Committee  "D"  felt  that 
the  problem  raised  in  the  resolution  has  been  addressed  by 
the  Academy  of  Medicine  of  New  Jersey  and  that  a county 
medical  society  can  obtain  approval  for  medical  education 
programs  within  thirty  (30)  days  or  less. 


#20 

Hospital  Autopsies 

From  John  Winslow,  M.D.,  Delegate,  Essex  County 

(Reference  Committee  “E”) 


Whereas,  careful  and  complete  autopsy  ex- 
aminations are  essential  for  the  proper  evalua- 
tion of  medical  care  and  treatment,  the  under- 
standing of  disease  processes,  and  for  accuracy 
in  death  statistics  and  trends  therein;  and 

Whereas,  very  often  it  is  impossible  to  give 
accurate  death  diagnoses  without  careful 
post-mortem  examination  by  skilled  patholo- 
gists, and  death  certificate  diagnoses  arrived  at 
by  a judgmental  basis  are  usually  not  very  valid 
for  health  statistics;  and 

Whereas,  even  when  the  cause  of  death  is  quite 
clear,  an  autopsy  often  gives  much  additional 
helpful  information  to  the  treating  physician 
and  the  family,  and  also  added  valuable  sta- 
tistical information;  and 

Whereas,  there  is  the  precedent,  in  Germany 
and  some  of  the  Scandinavian  countries,  that 
hospital  autopsies  are  automatically  done  unless 
there  is  specific  refusal  during  the  first  six 
hours  after  the  occurrence  of  death,  and  also 
many  insurance  companies  in  these  countries, 
when  there  is  refusal  for  autopsy,  have  been 
known  to  decline  payments  by  stating  that  the 
medical  records  are  “incomplete”;  now  there- 
fore be  it 

RESOLVED,  that  The  Medical  Society  of  New 
Jersey  actively  promote  legislation  in  the  New 
Jersey  Legislature  to  authorize  and  direct 


hospitals  to  do  complete  autopsies  on  all 
hospital  deaths  with  certain  rare  exceptions  as 
might  be  defined,  with  a provision  for  basic 
reports  to  be  sent  automatically  to  next  of  kin 
or  other  authorized  representatives;  and  be  it 
further 

RESOLVED,  that  The  Medical  Society  of  New 
Jersey,  if  it  is  impossible  at  this  time  to  get 
legislation  for  routine  autopsy  examinations, 
should  develop  an  effective  educational  cam- 
paign for  the  general  public,  funeral  directors, 
and  also,  very  importantly,  for  physicians,  the 
purpose  of  the  endeavor  being  to  make  autop- 
sies become  the  expected  and  accepted  pro- 
cedure with  all  hospital  deaths;  and  be  it  further 

RESOLVED,  that  in  all  cases  of  hospital 
deaths,  the  attending  physician  (presumably 
having  a close  communicative  relationship 
with  the  family)  must  be  the  only  medical 
person  to  request  an  autopsy  permission  and 
in  no  case  should  this  task  be  given  to  nursing, 
intern,  resident,  panel  physician  or  other 
hospital  personnel.  If  the  attending  physician 
is  not  available  to  perform  his  duty,  even  by 
telephone,  his  alternate  covering  attending  or 
some  other  attending  on  the  staff  should  make 
the  request,  although  this  procedure  is  much 
less  effective  than  when  the  deceased  patient's 
regular  physician  personally  makes  the  request. 

Rejected  as  an  infringement  of  privacy  and  individual 
rights  (page  Tr  136) 
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#21 

Reporting  of  Medicaid/Medicare  Fees 


From  the  Mercer  County  Medical  Society 

(Reference  Committee  “F”) 


Whereas,  the  reporting  of  physicians  who 
allegedly  made  greater  than  $100,000  on  Medi- 
caid and  Medicare  patients  per  year  has  been 
widely  publicized  in  the  news  media;  and 

Whereas,  this  reporting  has  been  manifestly 
inaccurate,  frequently  confusing  amounts  paid 
to  groups  with  amounts  paid  to  individuals;  and 

Whereas,  this  publicity  is  universally  adverse, 
designed  to  imply  the  physician  is  abusing  the 
system  financially;  and 

Whereas,  this  type  of  disclosure  is  highly  dis- 
criminatory; now  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of 
The  Medical  Society  of  New  Jersey  request 
the  appropriate  agency  that  accuracy  in  re- 
leasing such  information  is  imperative  and  the 
medical  profession  should  not  be  singled  out. 


Reference  Committee  proposed  the  following  substitute 
resolution: 

Whereas,  the  reporting  of  physicians'  Medicaid  and  Medi- 
care reimbursed  fees  has  been  widely  publicized  in  the 
news  media;  and 

Whereas,  this  reporting  has  been  manifestly  inaccurate, 
frequently  confusing  amounts  paid  to  groups  with  amounts 
paid  to  individuals;  and 

Whereas,  this  type  of  disclosure  is  frequently  inaccurate 
and  susceptible  to  gross  distortions  and  inflammatory  in- 
nuendo, casting  aspersions  by  the  media  and  the  public 
concerning  the  vast  majority  of  honest  and  ethical  physi- 
cians; now  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of  The  Medical 
Society  of  New  Jersey  oppose  the  indiscriminate  release  of 
such  gratuitous  information  unless  it  has  relevance  to  a 
specific  allegation  of  abuse,  fraud,  or  unethical  practice, 
and  be  it  further 

RESOLVED,  that  the  Board  of  Trustees  and  our  AMA  Dele- 
gates take  steps  to  express  our  concern  about  this  action. 

Substitute  Resolution  adopted  (page  Tr  138) 


With  the  concurrence  of  the  House  Resolution  #22  was  withdrawn  by  the  sponsor. 


#23 

National  Catastrophic  Health  Insurance  Plan 


From  the  Essex  County  Medical  Society 

(Reference  Committee  “F”) 


Whereas,  methods  have  been  worked  out  in 
our  country  to  provide  general  medical  care  on 
a fairly  satisfactory  basis  for  all  who  need  it 
but  there  are  almost  no  remedies  for  the 
devastating  costs  that  catastrophic  illness  can 
bring;  and 


Whereas,  the  chief  public  concern  in  health 
matters  is  the  cost  of  catastrophic  illness  which 
can  be  devastating  to  family  assets;  and 

Whereas,  “Major  Medical”  benefits  are  an 
established  partial  answer  to  severe  or  cata- 
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strophic  illness  for  those  who  can  afford  it  on  a 
private  or  employee  benefit  basis,  but  are  not 
available  to  many  people  and  are  a limited 
benefit  to  most;  and 

Whereas,  the  United  States  Government  has 
seen  fit  to  be  involved  deeply  with  one  type  of 
catastrophic  illness,  namely  severe  renal 
disease  requiring  frequent  dialysis;  now  there- 
fore be  it 

RESOLVED,  that  The  Medical  Society  of  New 
Jersey,  through  a resolution  to  be  presented 
by  its  delegates  at  the  next  Annual  Meeting  of 
the  American  Medical  Association,  direct  that 
the  American  Medical  Association  assume  the 
leadership  in  the  urgent  development  of  Cata- 


strophic Elealth  Insurance  legislation  in  the 
present  session  of  the  United  States  Congress  to 
provide  a plan,  as  a separate  legislative  entity, 
to  cover  the  entire  Llnited  States  population 
against  the  devastating  financial  losses  from 
defined  catastrophic  illness;  and  be  it  further 

RESOLVED,  that  the  Catastrophic  Health 
Insurance  Plan  (C.H.I.P.)  to  be  developed 
would  involve  the  private  insurance  industry, 
primarily,  with  elements  of  government  co- 
insurance  and  re-insurance  based  on  socio- 
economic and  other  limiting  factors  to  be 
worked  out  on  an  equitable  basis. 


Rejected  (page  Tr  138) 


#24 

Generic  Drug  Prescribing  and  Substitution 

From  John  Winslow,  M.D.,  Delegate,  Essex  County 

(Reference  Committee  “F”) 


Whereas,  there  is  a revolution  taking  place  in 
the  whole  field  of  pharmaceutical  dispensing, 
particularly  in  regard  to  cost  factors,  truth-in- 
purchase,  drug  advertising,  and  other  consumer 
freedom-of-information  mechanisms;  and 

Whereas,  it  is  still  just  as  true  now,  as  it  was  in 
1974,  that  a substitute  generic  drug  may  or  may 
not  be  the  therapeutic  equivalent  of  the  brand- 
name  medication  originally  prescribed;  the  big 
factor  being  the  perspicacity  and  intellectual 
honesty  of  the  dispensing  pharmacist;  and 

Whereas,  it  is  apparent  that  socioeconomic  and 
consumer  factors,  not  necessarily  for  the 
correct  nor  best  reasons,  have  made  the  generic 
prescribing  and  substitution  of  prescription 
drugs  a subject  whose  “time  has  come”  and 
that  we  physicians  may  have  to  accept,  even 
though  the  1974  MSNJ  House  of  Delegates 
approved  Resolution  #20,  submitted  by  Gustav 
Ibranyi,  M.D.,  through  the  Essex  County 
Delegation,  which  Resolution  stated  that  The 


Medical  Society  of  New  Jersey  should  “support 
the  policy  of  freedom  of  choice  of  drugs  by  the 
physician"  and  saying  that  the  treating  phy- 
sician “should  have  the  choice  (in  all  private 
paid,  insurance  paid,  and  government  paid 
programs)  of  deciding  whether  or  not  to  pre- 
scribe generically  or  by  brand  name”;  now 
therefore  be  it 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  give  its  cautious  approval  to  generic 
prescribing  and  substitution  of  high-grade 
therapeutically  equivalent  generic  drugs  for 
brand-name  prescriptions,  but  it  must  make 
certain  in  so  doing  that  the  following  safe- 
guards are  part  of  any  agreement: 

a.  The  treating  physician,  by  using  specific 
notation  for  a special  brand-name  drug,  shall 
not  have  his  prescription  drug  substituted  by  a 
generic  equivalent  without  his  being  contacted 
by  phone  by  the  dispensing  pharmacist  and  also 
giving  his  oral  approval  for  the  substitution. 
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b.  Each  and  every  prescribed  medication  shall 
be  labeled  on  the  patient's  drug  container  with 
the  name  of  the  drug  therein  and  also,  in  the 
case  of  generic  drugs,  with  the  name  of  the 
manufacturer  of  said  drug. 

c.  In  no  case  may  a drug  higher  priced  than 
that  intended  by  the  prescribing  physician  be 
substituted  without  specific  authorization  from 


the  physician;  and  be  it  further 

RESOLVED,  that  The  Medical  Society  of 
New  Jersey  record  itself  as  welcoming  the 
trends  toward  better  consumer  information 
concerning  medications. 

Rejected.  The  House  voted  continued  support  of  Resolution 
#20  approved  by  the  1974  House  of  Delegates  (page  Tr 
138) 


#25 

Blood  Replacement 

From  the  Esssex  County  Medical  Society 

(Reference  Committee  “G”) 


Whereas,  the  American  Association  of  Blood 
Banks  and  the  American  Red  Cross  have  been 
cooperating  partners  in  a National  Clearing- 
house Program  for  the  past  sixteen  years  de- 
signed to  facilitate  the  movement  of  blood  and 
credit  for  the  blood  donations  throughout  the 
country,  allowing  a patient  in  one  part  of  the 
country  to  receive  credit  for  the  voluntary 
donation  of  blood  by  a friend  or  relative  in 
another  part  of  the  country;  and 

Whereas,  the  clearinghouse  has  a single 
mechanism  for  the  national  control  of  blood 
inventories,  arranging  interbank  borrowing 
and  lending  of  blood  units  and  alleviating  spe- 
cific type  shortages  reported  by  banks  in  various 
parts  of  the  country;  and 

Whereas,  since  its  conception,  the  clearinghouse 
has  handled  the  transfer  of  more  than  4,000,000 
blood  replacement  credits  resulting  in  an 
estimated  financial  saving  of  approximately 
$97,000,000  in  blood  costs  for  patients  re- 
ceiving blood  transfusions,  especially  significant 
to  families  of  chronic  blood  users  (such  as 
hemophiliacs)  whose  transfusion  expenses  are 
offset  when  blood  is  donated  in  their  name;  and 

Whereas,  the  unilateral  termination  of  the 
clearinghouse  agreement  by  the  American  Red 


Cross  effective  October  19,  1976,  is  destined  to 
cause  confusion  among  hospitals  and  a po- 
tential hardship  to  transfusion  patients;  now 
therefore  be  it 

RESOLVED,  that  The  Medical  Society  of  New 
Jersey  declares  the  withdrawal  of  the  American 
National  Red  Cross  from  the  National  Clear- 
inghouse Program  is  counter-productive  and 
not  in  the  public  interest;  and  be  it  further 

[RESOLVED,  that  The  Medical  Society  of 
New  Jersey  supports  the  concept  of  a non- 
replacement or  deposit  fee  as  an  effective 
incentive  for  blood  replacement,  and  as  a 
method  of  financial  savings  for  patients  when 
blood  is  replaced  by  relatives  or  friends;  and  be 
it  further] 

Amended  by  the  Reference  Committee  by  deletion  of  the 
above  (second)  resolved  (page  Tr  140) 

RESOLVED,  that  The  Medical  Society  of  New 
Jersey  call  on  the  American  Blood  Commission 
and  its  organizational  members  to  urge  the 
leaders  of  the  American  National  Red  Cross  to 
reconsider  and  support  the  National  Blood 
Clearinghouse  Program. 

Adopted  as  amended  by  the  Reference  Committee  (page 
Tr  140) 
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#26 

Air  Pollution 


From  the  Burlington  County  Medical  Society 

(Reference  Committee  “G”) 


Whereas,  New  Jersey  residents  have  the  dis- 
tinction of  being  in  one  of  the  most  polluted 
areas  of  the  United  States;  and 

Whereas,  we  strenuously  protest  that  we  are 
forced  to  inhale  lethal  elements  in  the  air  we 
breathe;  and 

Whereas,  our  high  levels  of  air  pollutants  may 
be  linked  with  our  suffering  unusually  high 
incidences  of  cancer  and  cardiorespiratory 


diseases;  now  therefore  be  it 

RESOLVED,  that  it  shall  henceforth  be  a top 
priority  of  The  Medical  Society  of  New  Jersey 
to  (1)  assay  the  extent  of  the  problem;  (2)  take 
all  effective  measures  to  familiarize  the  public 
with  the  implications  of  this  deplorable  situa- 
tion; and  (3)  to  define  and  implement  corrective 
measures. 

Adopted  (page  Tr  140) 


#27 

Sludge  Pollution 

From  the  Essex  County  Medical  Society 

(Reference  Committee  “G”) 


Whereas,  the  State  of  New  Jersey  has  been 
known  for  its  clear  waters,  clean  beaches  and 
excellent  fisheries;  and 

Whereas,  our  bay  and  ocean  waters  have  suf- 
fered from  a tremendous  influx  of  pollution  in 
the  past  five  years;  and 

Whereas,  many  professional  divers  have  re- 
ported that  the  ocean  floor  off  our  coast  is  now 
desert,  devoid  of  oxygen  and  consequently 
life;  and 

Whereas,  this  pollutant  condition  has  dis- 
rupted and  curtailed  our  clamming,  oystering, 
lobstering,  and  fishing  industries;  and 

Whereas,  the  problem  of  tides  of  dead  algae 
threatens  our  bathing  beaches  and  could  affect 
the  health  of  those  who  use  our  shores  for 
business  or  recreation;  and 

Whereas,  the  present  system  of  dumping  of 


sludge  close  to  our  beaches  has  now  become  a 
public  health  menace;  now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of  New 
Jersey  initiate  action  against  the  public  health 
problem  of  pollution  of  our  New  Jersey  waters; 
and  be  it  further 

RESOLVED,  that  we  work  toward  legislation 
or  regulations  which  quickly  would  move  the 
present  twelve  mile  sludge-dumping  sites  to  106 
miles  offshore  until  the  year  1981,  at  which 
time  all  ocean  dumping  will  be  phased  out;  and 
be  it  further 

RESOLVED,  that  The  Medical  Society  of  New 
Jersey  send  copies  of  this  resolution  to  desig- 
nated officials  of  the  Environmental  Protection 
Agency,  the  National  Oceanic  Atmospheric 
Agency  and  the  Department  of  Environmental 
Protection  as  well  as  other  concerned  govern- 
ment officials. 

Adopted  (page  Tr  140) 
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#28 

Restricting  the  Use  of  Saccharin 

From  John  Winslow,  M.D.,  Delegate,  Essex  County 

(Reference  Committee  “G”) 


Whereas,  the  artificial  sweetener,  saccharin,  has 
been  used  extensively  for  over  sixty  years,  with 
no  discernible  ill  effects  except  a strong  salivary 
taste  over  many  hours  if  too  large  a dose  is 
ingested;  and 

Whereas,  the  contemplated  ban  on  saccharin  is 
based  on  testing  on  a low  form  of  animal,  not 
necessarily  related  to  man,  except  perhaps  in 
behavior  at  times;  and 

Whereas,  the  rate  of  bladder  cancer  in  the 
human  being  does  not  seem  to  be  higher  in  dia- 
betics who  have  taken  saccharin  for  many  years, 
but  is  probably  rather  related  to  the  amount  of 
cigarette  smoking  done  by  the  afflicted;  and 

Whereas,  the  sugar  refining  interests  have 
always  looked  for  any  cause  to  get  rid  of  arti- 
ficial sweetening  competition,  even  though  the 


ill  effects  of  large  amounts  of  sugar  ingestion  in 
the  way  of  dental  ruination,  onset  of  obesity 
and  other  ill  effects,  and  the  acceleration  of 
diabetic  onset,  are  well  known,  now  therefore 
be  it 

RESOLVED,  that  The  Medical  Society  of  New 
Jersey  officially  deplore  the  contemplated  ban 
by  the  Food  and  Drug  Administration  of  the 
United  States  Government  of  the  use  of  the 
artificial  sweetener,  saccharin,  and  that  the 
Food  and  Drug  Administration  be  required  to 
present  the  case  to  an  impartial  panel  of  top 
medical  scientists  concerning  this  chemical  and 
other  chemicals,  such  as  the  cyclamates,  which 
have  been  under  scrutiny  for  possible  adverse 
effects  before  any  ban  is  contemplated  and 
most  certainly  before  it  is  put  into  effect. 

Adopted  (page  Tr  140) 


#29 

Procedure  in  the  House  of  Delegates 


From  the  Mercer  County  Medical  Society 

(Reference  Committee  “H”) 


Whereas,  there  has  been  considerable  con- 
fusion in  the  past  with  regard  to  casting  votes 
based  upon  recommendations  of  reference 
committees;  and 

Whereas,  clarification  of  the  voting  procedure 
would  be  expeditious;  now  therefore  be  it 


RESOLVED,  that  when  the  House  of  Delegates 
meets  as  a body,  considering  a resolution, 
committee  report,  or  must  take  action  on  any 
other  specific  issue,  a “yes”  vote  by  a delegate 
will  constitute  a vote  for  the  proposition  in 
question,  and  a “no”  vote  will  be  a vote  against 
the  proposition. 


Adopted  ( page  Tr  141) 


VOL.  74-NUMBER  7-JULY  1977 


Tr  123 


#30 

Tort  Law 

From  the  Union  County  Medical  Society 

(Reference  Committee  “E”) 


Whereas,  the  current  crisis  in  professional 
liability  and  the  imminent  crisis  in  other  fields 
such  as  product  and  auto  liability  are,  in  reality, 
a crisis  in  public  policy;  and 

Whereas,  the  original  tort  law  objective  of 
restitution  by  a negligent  person  to  another 
who  has  sustained  a loss  or  injury  has  over  the 
years  changed  to  encompass  two  other  factors: 
(1)  punitive  judgments  with  the  intent  to  disci- 
pline, and  (2)  general  compensation;  and 

Whereas,  since  the  tort  system  has  been  per- 
verted from  its  original  primary  objectives, 
changes  in  the  system  are  imperative;  now 
therefore  be  it 

RESOLVED,  that  The  Medical  Society  of  New 
Jersey,  in  conjunction  with  other  friendly  in- 
terested parties  [but  excluding  the  Association 
of  Trial  Lawyers]  petition  and  work  with  the 
State  Legislature  to  (1)  eliminate  the  dis- 
ciplinary functions  from  the  tort  system  and 
expand  and  improve  other  methods  of  discipline 
outside  the  tort  system,  and  (2)  provide  for 
binding  and  contractual  arbitration  if  defendant 
and  plaintiff  agree.  (See  the  following.) 


Amended  by  the  Reference  Committee  by  deletion  of  "but 
excluding  the  Association  of  Trial  Lawyers,"  indicated  by 
brackets  in  the  above. 


Adopted  as  amended  by  the  Reference  Committee  (page 
Tr  136) 


Addenda  to  Resolution  #30 

To  bring  about  the  desired  effect  of  the  above 
resolution,  these  specific  changes  in  the  law 
should  be  considered: 

1)  The  fee  of  the  plaintiff  s attorney  should  bear 
a reasonable  relation  to  the  effort  expended 
rather  than  be  tied  to  the  size  of  the  award. 

2)  It  should  be  incumbent  upon  the  plaintiff s 
attorney  to  certify  with  reasonable  exactitude 
the  medical  validity  of  a malpractice  claim  in 
order  to  reduce  the  institution  of  frivolous 
or  nuisance  suits. 

3)  “Compassionate”  awards  for  pain  and  suf- 
fering, inconvenience  and  loss  of  consortium 
should  be  eliminated  and  the  award  based  strict- 
ly on  economic  loss. 

4)  Peer  review  and  licensure  regulations  should 
be  improved  and  strictly  enforced  so  that  the 
negligent  individual  effectively  is  prevented 
from  harming  patients  directly  and  his  fellow 
practitioners  indirectly. 

5)  Periodic  payments  for  awards  above  $30,000 
rather  than  lump  sum  awards  should  be 
allowed.  This  should  be  coupled  with  a provi- 
sion for  the  return  of  funds  to  prevent  windfall 
benefits  to  persons  other  than  the  plaintiff. 

6)  Evidence  of  remarriage  in  wrongful  death 
suits  should  be  allowed  to  prevent  unfair 
exploitation  of  such  a situation. 


House  concurred  in  the  decision  of  the  Committee  on  Resolutions  that  Resolutions  #31,  #32,  #33,  and 
#34  were  not  acceptable  as  emergency  resolutions. 
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#35 

Endorsement  of  AMA  National  Health  Insurance  Proposal 

From  the  Board  of  Trustees 

(Reference  Committee  “A”) 


Whereas,  the  endorsement  of  specific  legisla- 
tion drafted  by  the  AMA  and  introduced  into 
the  Congress  as  S.  218  and  H.R.  1818  — the 
Comprehensive  Health  Care  Insurance  Act  of 
1977  — provides  the  most  effective  method  of 
articulating  AMA  support  of  health  insurance 
through  the  private  sector  in  the  formulation  of 
a national  health  insurance  policy  by  Congress; 
and 

Whereas,  the  AMA  proposal  affords  a viable 
solution  to  the  problem  of  providing  quality 
health  and  medical  care  to  everyone  at  a cost 
the  nation  can  afford;  and 

Whereas,  the  AMA  approach  would  accom- 
plish this  goal  with  an  absolute  minimum  of 
federal  involvement  in  funding;  and 

Whereas,  in  poll  after  poll  the  public  indicates 
that  it  overwhelmingly  prefers  a national  health 
insurance  program  that  is  free  of  federal  con- 
trol; and 

Whereas,  the  AMA  proposal  would  preserve 


the  private  sector  thrust  of  medical  and  health 
care  and  its  financing  by  building  upon  the 
highly  successful  existing  system  of  private 
health  insurance;  and 

Whereas,  the  AMA  position  maintains  con- 
tinued total  opposition  to  nationalization  of  the 
medical  profession  and  would  honor  the  pro- 
fession's wants  and  needs  while  preserving 
professional  freedom;  now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of  New 
Jersey  believes  that  the  17  principles  as  enun- 
ciated by  the  AMA  are  essential  in  any  form  of 
national  health  insurance;  and  be  it  further 

RESOLVED,  that  The  Medical  Society  of  New 
Jersey  endorses  the  AMA’s  participation  in  the 
national  health  insurance  debate  and  its  support 
of  health  insurance  through  the  private  sector, 
through  the  introduction  of  S.  218  and  H.R. 
1818. 


Adopted  (page  Tr  1 30) 


House  concurred  in  the  decision  of  the  Committee  on  Resolutions  that  Resolutions  #36,  #37,  and 
#38  were  not  acceptable  as  emergency  resolutions. 
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The  following  resolutions  were  presented  from  the  floor  under  New  Business: 


Dr.  Martin  Goldfield 


RESOLVED,  that  the  Secretary  of  The  Medi- 
cal Society  of  New  Jersey  be  instructed  to 
forward  a communication  to  the  press,  the 
State  Department  of  Health,  and  the  Governor 


of  its  confidence  in  the  integrity  and  capability 
of  Dr.  Martin  Goldfield. 

Adopted 


Fiscal  Notes  on  Resolutions  and  Reports 


RESOLVED,  that  where  possible  the  staff  of 
The  Medical  Society  of  New  Jersey  provide  a 
fiscal  note  on  resolutions  and/or  reports  that 


may  commit  the  Society  to  any  expenditures, 
(This  conforms  with  AMA  protocol.) 

Adopted 


Petition  Legislature  on  Professional  Liability  Bills 


Whereas,  the  Legislature  of  the  State  of  New 
Jersey  has  had  before  it  for  over  a year  pro- 
posals addressing  the  issue  of  tort  reform;  and 

Whereas,  there  has  been  sufficient  time  for  the 
Legislature  to  give  full  and  fair  consideration 
and  discussion  to  all  issues  attendant  to  these 
bills;  now  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of 
The  Medical  Society  of  New  Jersey  transmit  to 
the  Legislature  its  concern  over  this  unnecessary 


delay;  and  be  it  further 

RESOLVED,  that  the  Legislature  be  petitioned 
by  this  House  of  Delegates  to  act  immediately, 
positively,  and  affirmatively  on  the  “Garra- 
mone  package”;  and  be  it  further 

RESOLVED,  that  this  petition  of  the  Legisla- 
ture be  accompanied  by  appropriate  press 
releases. 

Adopted 
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REFERENCE  COMMITTEES 


Reference  Committee  on  Constitution  and  Bylaws 

Peter  Beaugard,  M.D.,  Chairman 


Reference  Committee  on  Constitution  and 
Bylaws  met  on  Saturday,  May  14,  1977,  with 
all  members  present:  Doctors  Donald  Akey, 
Salvatore  J.  Angelo,  Thaddeus  A.  Balinski, 
Samuel  B.  Pole,  Edward  A.  Schauer  (alternate), 
and  the  chairman.  Approximately  20  delegates 
and  members  were  present  to  discuss  the  various 
items  under  consideration. 

1.  Proposed  Constitution  of  the  Medical 
Society  of  New  Jersey  (page  Tr  46) 

The  Committee  recommends  second  year  adop- 
tion of  the  proposed  Constitution. 

Adopted 

2.  Proposed  Bylaws  of  the  Medical  Society  of 
New  Jersey  (page  T r 47) 

The  Committee  recommends  adoption  of  the 
proposed  Bylaws  with  the  following  amend- 
ments: 

a.  Chapter  IV— Judicial  Council,  Item  ( d ) — 
Duties  of  the  Judicial  Council  (3)  (page 
Tr  52) 

The  Committee  recommends  that  paragraph  #3 
be  eliminated,  as  it  is  unnecessary  and  possibly 
confusing.  The  paragraphs  that  follow  will  then 
be  renumbered. 

Adopted 

The  Committee  further  recommends  that  the 
new  paragraph  # 3 shall  have  the  following 
sentence  added  after  “appropriate  county 
judicial  committee"  . . . "'The  jurisdiction  of  the 
Judicial  Council  extends  to  all  members  in  alt 
categories  of  membership  within  the  Medical 
Society  of  New  Jersey. " 

Adopted 


b.  Chapter  VI  — Other  Delegates  and  Repre- 
sentatives, Item  (a)  (page  Tr  54) 

The  Committee  recommends  the  addition  of  the 
following  sentence  after  the  words  “ending  on 
the  second  December  31  thereafter.”  “A  mem- 
ber may  be  elected  to  this  office  any  number  of 
times  until  he  or  she  reaches  age  65. 

Adopted 

The  Committee  feels  that  this  revision  will 
enable  any  qualified  member  of  our  Society  to 
become  active  on  the  national  level  with  the 
AMA.  It  is  felt  that  limiting  tenure  to  three  (3) 
two-year  terms  makes  reaching  high-level 
AMA  positions  virtually  impossible. 

If  the  above  recommendation  is  adopted,  this 
would  automatically  cancel  out  the  third  sen- 
tence under  Item  (a),  page  Tr  54,  and  the  Com- 
mittee recommends  its  deletion. 

Adopted 

c.  Chapter  X — Finance,  Section  1 — Annual 
Assessment  (page  Tr  59) 

The  Committee  recommends  that  the  word 
“Dues”  be  placed  in  parentheses  following  the 
title  of  the  Section,  making  it  read  “Section  1 — 
Annual  Assessment  (Dues).” 

Adopted 

d.  Chapter  X — Finance,  Section  1—  Annual 
Assessment,  subparagraph  (e)  (2)  (page  Tr 
59) 

The  Committee  recommends  that  this  sentence 
be  reworded  to  read  “he  is  serving  as  a draftee 
with  the  armed  forces  of  the  United  States.” 

Not  adopted 
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e.  Chapter  XI  — Component  Societies  — Section 
2 — Qualification  of  Members,  Item  ( b ),  sub- 
paragraph  ( 1 ) (Page  Tr  60) 

The  Committee  recommends  that  this  sub-para- 
graph  be  reworded  to  read  as  follows:  “hold  a 
degree  in  medicine  or  osteopathy  acceptable  to 
this  Society,’'  eliminating  the  phrase  “obtained 
from  a professional  school  approved  by  this 
Society  at  the  lime  of  his  graduation.” 

Not  adopted 

By  action  of  the  House  paragraph  (1),  item  (b)  of 
Section  2 — Qualification  of  Members,  Chapter  XI  of 
the  Bylaws  was  deleted. 


In  addition,  during  the  discussion  two  items  re- 
ceived enough  attention  that  we  feel  they  should 
be  referred  to  the  Committee  on  Revision  of 
Constitution  and  Bylaws  for  consideration. 
These  were  the  advisability  of  a probationary 
period  for  new  members  and  some  category  of 
membership  for  medical  students. 

Bylaws  adopted  as  amended  by  the  Reference  Com- 
mittee and  the  House. 

I wish  to  thank  my  committee  for  their  able 
assistance  in  our  deliberations  and  those  mem- 
bers of  the  Society  who  took  part  in  our  dis- 
cussions. 


Reference  Committee  "A" 

Frank  Y.  Watson,  M.D.,  Chairman 


Reference  Committee  “A”  met  on  Saturday, 
May  14,  1977,  with  all  members  present:  Doc- 
tors Herbert  M.  Epstein,  Howard  Lehr, 
Thomas  E.  Mattingly,  Jr.,  Frank  Wolf,  Frank 
Malta  (alternate)  and  the  chairman.  Approxi- 
mately 50  delegates  and  members  were  present 
to  discuss  the  various  items  under  considera- 
tion. 

1 . President  (page  Tr  5 ) 

The  Committee  recommends  that  the  report  be 
filed  and  that  commendation  and  special  thanks 
be  extended  to  Dr.  John  S.  Madara. 

Adopted 

2.  Board  of  Trustees  (page  Tr  18) 

The  introductory  portion  of  this  report,  cover- 
ing the  general  activities  of  the  Board,  was 
reviewed  and  approved. 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 


a.  Admission  of  Osteopathic  Physicians  to  the 
Medical  Society  of  New  Jersey  (page  Tr  18) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

b.  AM  A Membership  Dri\e  (page  Tr  19) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

c.  Assurance  of  Professional  Competence 

(page  Tr  19) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

d.  Chiropractors  Requesting  Radiological  Ex- 
aminations (page  T r 20) 

The  Committee  recommends  that  the  report  be 


Tr  128 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


filed. 

Adopted 

e.  Intern  and  Resident  Committees  (page 
Tr  20) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

f.  Procedural  Guidelines  for  Health  Facilities 
Dealing  with  Comatose  Patients  (page 

Tr  20) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

3.  Secretary  (page  Tr  9) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

4.  Judicial  Council  (page  Tr  26)  and  Supple- 
mental (page  Tr  27) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

5.  Executive  Director  (page  Tr  28) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

6.  Credentials  (page  Tr  31 ) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

7.  Special  Committee  on  Long  Range  Planning 
and  Development  (page  Tr  8 1 ) 


The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

8.  Resolutions: 

a.  Proportional  Representation  at  the  Annual 

Meeting— Resolution  #1  (page  Tr  105) 

The  Committee  recommends  that  Resolution 
#1  be  rejected  because  it  violates  the  principle 
embodied  in  the  Bylaws  of  the  Medical  Society 
of  New  Jersey  that  each  component  society 
shall  select  from  among  its  membership  whom- 
ever it  wishes  to  represent  it  in  the  House  of 
Delegates,  so  long  as  the  number  selected  does 
not  exceed  the  number  provided  for  in  the  By- 
laws. The  Committee  feels  that  if  a component 
society  wishes  its  President  and  President-Elect 
to  be  Delegates  it  can  so  provide  in  its  bylaws  or 
by  the  simple  expedient  of  electing  as  President 
and  President-Elect  only  persons  who  are 
Delegates. 

Adopted 

b.  Apportionment  of  AM  A Delegates  and 
Alternates—  Resolution  #2  (page  Tr  105) 

The  Committee  recommends  that  Resolution  #2 
be  rejected  because  the  present  method  of  AM  A 
Delegate  and  Alternate  Delegate  selection 
functions  in  the  best  interest  of  the  Society  by 
permitting  the  selection  of  the  most  qualified 
persons  in  the  Society  to  represent  it  in  the 
AMA,  rather  than  mandating  a certain  num- 
ber of  persons  from  specified  geographic  areas 
whether  or  not  the  persons  are  the  most  quali- 
fied. 

Adopted 

c.  Establishment  of  Compulsory  Membership 

in  the  AMA  — Resolution  #3  (page  Tr  106) 

Of  all  the  matters  to  come  before  this  Com- 
mittee, this  issue  was  debated  the  longest  and 
with  the  greatest  intensity  by  very  articulate 
members  of  our  Society;  the  Committee  wishes 
to  thank  them  for  their  efforts.  The  Committee 
urges  all  physicians  to  join  the  AMA  and 
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strongly  support  its  activities  because  the  Com- 
mittee believes  that  the  larger  the  membership 
of  the  AMA,  both  in  total  number  and  total 
percentage  of  physicians,  the  better  the  AMA 
will  be  able  to  serve  the  American  medical 
profession  and  the  patients  it  serves.  The  Com- 
mittee, however,  is  not  convinced  that  man- 
dating membership  is  the  most  desirable  way  to 
maximize  the  membership  of  the  AMA. 

The  Committee  therefore  recommends  that 
Resolution  #3  be  rejected. 

Adopted 

d.  Endorsement  of  AMA  National  Health 
Insurance  Proposal  — Resolution  #35  (page 


Tr  125) 

The  whereases  in  the  Resolution  and  the  testi- 
mony before  the  Committee  convinced  it  that 
the  AMA  has  taken  a progressive  and  realistic 
position  based  on  sound  principles  in  its  pro- 
posed Comprehensive  Health  Care  Insurance 
Act  of  1977  and  therefore  merits  the  endorse- 
ment and  support  of  the  Medical  Society  of 
New  Jersey  as  it  represents  the  medical  pro- 
fession through  its  active  participation  in  the 
debate  on  national  health  insurance. 

The  Committee  therefore  recommends  that 
Resolution  #35  be  adopted. 

Adopted 


Reference  Committee  "B" 

Edward  M.  Coe,  M.D.,  Chairman 


Reference  Committee  “B”  met  on  Saturday, 
May  14,  1977,  with  the  following  members 
present:  Doctors  Francis  A.  Pflum,  Donald  A. 
McLean,  and  the  chairman.  Approximately  32 
delegates  and  members  were  present  to  discuss 
the  various  items  under  consideration. 

1.  Treasurer  (page  Tr  10) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

2.  Finance  and  Budget  (page  Tr  3 1 ) 

The  Committee  recommends  that  the  recom- 
mendations on  page  Tr  33  and  Tr  34  be  ap- 
proved. 

Adopted 

The  Committee  recommends  that  the  report  be 
filed,  with  special  notation  to  the  House  of 
Delegates  of  the  increase  in  the  budget  of  Item 


C-4  (Public  Relations)  on  page  Tr  34. 

Adopted 

It  is  the  recommendation  of  the  Reference  Com- 
mittee that  the  annual  reports  of  the  Treasurer 
and  the  Committee  on  Finance  and  Budget  be 
mailed  to  the  delegates  with  the  other  annual 
reports  prior  to  the  Annual  Meeting  when 
technically  feasible. 

Adopted 

3.  Medical  Student  Loan  Fund  (page  Tr  41 ) 

The  Committee  recommends  that  the  recom- 
mendations on  page  Tr  45  of  the  annual  report 
be  approved. 

Adopted 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 
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4.  Physicians’  Relief  Fund  (page  Tr  85) 

The  Committee  recommends  that  the  recom- 
mendations on  page  Tr  86  of  the  annual  report 
be  approved,  with  the  exception  of  recom- 
mendation (a).  The  Committee  on  Finance  and 
Budget  reported  that  “No  allocation  is  pro- 
vided for  the  Committee  on  Physicians’  Relief 
Fund  for  1977-78.  Based  on  an  audit  by  IRS, 
the  Physicians'  Relief  Fund  has  been  found  to 
be  in  violation  of  the  501-(C)-(6)  Non-Profit 
status  MSNJ  has  held  over  the  years.” 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

5.  Publication  (page  Tr  45) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

6.  Resolutions: 

a.  Definition  of  Professional  Liability  Assess- 
ment— Resolution  #5  (page  Tr  106) 

b.  Professional  Liability  Assessment  — Resolu- 
tion #6 (page  Tr  107) 

c.  Professional  Liability  Assessment— Resolu- 
tion #7 (page  Tr  107) 

d.  The  Medical  Society  of  New  Jersey  Pro- 
fessional Liability  Assessment— Resolution 
#8 (page  Tr  108) 

e.  Elimination  of  Two-Hundred  Dollar  Assess- 
ment on  New  Members  of  the  Medical 
Society  of  New  Jersey—  Resolution  #9  (page 
Tr  108) 

f.  Exemption  from  Professional  Liability 
Assessment  — Resolution  #10  (page  Tr  109) 

g.  Exemption  from  Professional  Liability 
Assessment—  Resolution  #1 1 (page  Tr  109) 


Resolutions  #5  through  #1 1 are  related  to  the 
professional  liability  assessment.  All  resolu- 
tions were  discussed  individually  and  as  a whole. 
The  intent  of  all  has  been  embodied  in  Resolu- 
tion #5  as  amended  by  the  Reference  Com- 
mittee as  follows: 

RESOLVED,  that  all  regular  dues-paying 
members  shall  be  expected  to  honor  the  pro- 
fessional liability  assessment,  except  as  other- 
wise determined  by  the  Executive  Committee 
when  considering  individual  requests  for 
exemption  as  provided  in  MSNJ's  Bylaws;  and 
be  it  further 

RESOLVED,  that  the  mandatory  assessment 
be  discontinued  for  new  members  as  of  Decem- 
ber 31,  1977;  and  be  it  further 

RESOL  VED,  that  the  Medical  Society  of  New 
Jersey  continue  billing  those  physicians  who 
have  not  paid  the  $ 200  assessment  until  such 
billings  become  unprofitable. 


Resolution  #5  was  further  amended  by  the  House  by 
changing  the  date  in  the  second  Resolved  to  May  16, 
1977  and  deleting  the  words  “until  such  billings  be- 
come unprofitable”  in  the  third  Resolved  to  read: 

RESOLVED,  that  all  regular  dues-paying  members 
shall  be  expected  to  honor  the  professional  liability 
assessment,  except  as  otherwise  determined  by  the 
Executive  Committee  when  considering  individual 
requests  for  exemption  as  provided  in  MSNJ's  By- 
laws; and  be  it  further 

RESOLVED,  that  the  mandatory  assessment  be  dis- 
continued for  new  members  as  of  May  1 6,  1 977  and 
be  it  further 

RESOLVED,  that  The  Medical  Society  of  New  Jersey 
continue  billing  those  physicians  who  have  not 
paid  the  $200  assessment. 


Point  of  Information 

Bylaws,  Chapter  X— Finance,  Section  1 — An- 
nual Assessment 

e.  This  assessment  shall  not  be  levied  against 
any  member  in  good  standing  if: 
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(1)  he  shall  have  attained  the  age  of  seventy 
(70)  years;  or 

(2)  he  is  serving  with  the  armed  forces  of  the 
United  States;  or 

(3)  he  is  a member  emeritus;  or 

(4)  the  payment  of  the  assessment  would  be  a 
financial  hardship  by  reason  of  physical  dis- 


ability or  illness.  A member  may  also  be  ex- 
cused from  payment  of  the  assessment  because 
of  financial  hardship  for  other  reasons,  but 
these  reasons  must  be  set  forth  annually  by  the 
secretary  of  the  member’s  component  society. 

The  Committee  recommends  that  Resolution  #5 
be  adopted  as  amended. 

Adopted  as  amended  by  the  Reference  Committee 
and  the  House. 


Reference  Committee  "C" 

John  Van  Mater,  M.D.,  Chairman 


Reference  Committee  “C”  met  on  Sunday, 
May  15,  1977,  with  the  following  members 
present:  Doctors  David  L.  Broadnax,  Frank  M. 
Galioto,  Gastone  A.  Milano  (alternate),  Gabor 
Somjen  (alternate),  and  the  chairman.  Ap- 
proximately 81  delegates  and  members  were 
present  to  discuss  the  various  items  under 
consideration. 

1 . Board  of  Trustees 

a.  Ad  Hoc  Committee  on  Professional  Liability 

(page  Tr  20)  and  Supplemental  #1  (Tr  24) 

The  Committee  recommends  that  on  page  (Tr 
25)  of  Supplemental  #1 , recommendation  ( 1 ) be 
amended  to  read  as  follows: 

That  the  $ 200  mandatory  assessment  continue 
in  effect  for  all  members  of  the  Society,  as  well 
as  new  members  of  the  Society,  but  that  the 
payment  of  this  assessment  be  demanded  by 
December  3 1 , 1977. 

No  action  necessary  because  of  adoption  of  Resolu- 
tion #5  as  amended. 

The  Committee  recommends  that  recommenda- 
tion (2)  on  page  (Tr  25)  of  Supplemental  #1  be 
approved. 

Adopted 


The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

b.  Assignment  of  Benefits  (page  Tr  2 1 ) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

c.  Blue  Shield  Claim  Form  (page  Tr  2 1 ) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

d.  Expulsion  of  Unqualified  Physicians  Testi- 
fying As  Expert  Witnesses  (page  Tr  22) 

The  Committee  finds  the  language  to  be  am- 
biguous and  the  word  “expulsion”  is  not  de- 
fined. 

The  Committee  recommends  that  the  report  be 
filed. 

By  action  of  the  House  the  report  referred  to  in  item 
1(d)  was  endorsed  and  sent  to  MSNJ's  AMA  Dele- 
gates for  action. 
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e.  OCHAMPUS  (page  Tr  22) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

2.  Medical  Inter-Insurance  Exchange  of  New 
Jersey  (page  Tr  97) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

3.  Medical-Surgical  Plan  of  New  Jersey  (page 
Tr  91) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

4.  Medical  Defense  and  Insurance  (page  T r 36) 

The  Committee  recommends  that  the  recom- 
mendation contained  in  the  report  be  approved 
and  the  balance  of  the  report  be  filed  with 
commendation  to  the  Chairman. 

Adopted 

5.  Retirement  Plan  for  Physicians  (page  T r 86) 

The  Committee  recommends  that  the  report  be 
filed  with  commendation  to  the  Chairman. 

Adopted 

6.  Resolutions: 

a.  Commissions  Re  Professional  Liability  — 

Resolution  #12  (page  Tr  110) 

The  Committee  feels  that  Resolution  #12  is 
argumentative  and  would  serve  no  purpose. 

The  Committee  recommends  that  Resolution 
#12  be  rejected. 

Adopted 


b.  Legislation  Concerning  Professional  Liability 

— Resolution  #1 3 (page  Tr  114) 

The  Committee  recommends  that  Resolution 
#13  be  rejected  and  referred  to  the  Council  on 
Legislation  for  informational  purposes. 

Adopted 

c.  Assignment  of  Benefits  by  Blue  Shield  — 

Resolution  #14  (page  Tr  114) 

The  Committee  finds  Resolution  #14  to  be  a 
disservice  to  participating  physicians  of  Blue 
Shield. 

The  Committee  recommends  that  Resolution 
#14  be  rejected. 

Adopted 

d.  Acceptance  of  Standard  Claim  Forms  — 

Resolution  #15  (page  Tr  115) 

The  Committee  recommends  that  Resolution 
#15  be  referred  to  the  Council  on  Medical 
Services. 

Adopted 

e.  Increase  Rider  J Coverage  for  Pathological 
Laboratory  Services— Resolution  #16  (page 
Tr  115) 

The  Committee  feels  that  there  should  be  a 
program  of  information  to  employers  and 
employees  concerning  the  availability  of 
various  Rider  J contracts  and,  therefore,  the 
Committee  recommends  that  Resolution  #16  be 
rejected. 

Adopted 

f.  Joining  the  Medical  Inter-Insurance  Ex- 
change-Resolution #17  (page  Tr  1 16) 

The  Committee  recommends  that  the  first  and 
second  “resolveds”  be  amended  to  read  as 
follows: 

RESOL  VED,  that  the  Medical  Society  of  New 
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Jersey  urge  the  Board  of  Directors  of  the  MIIE 
to  determine  that  physicians  joining  the  MIIE 
prior  to  January  1,  1979,  shall  be  considered 
charter  members;  and  be  it  further 

RESOLVED,  that  anyone  joining  the  MIIE 
after  the  above  date  shall  be  required  to  pay  an 
additional  surcharge. 

Upon  action  by  the  House  Resolution  #17,  the 
Reference  Committee's  proposed  amended  "re- 
solveds,"  and  a further  proposed  amended  "re- 
solved" (see  below)  offered  from  the  floor  were 
referred  to  the  Board  of  Trustees. 

Proposed  amendment  from  the  floor. 

That  the  Medical  Society  of  New  Jersey  and  the 
Board  of  Directors  of  the  Medical  Inter-Insurance 
Exchange  do  all  in  their  power  to  get  the  acceptance 
of  the  Insurance  Commissioner  of  New  Jersey  of  a 
plan  whereby  there  would  be  a certain  percentage 
reduction  in  the  yearly  premium  payment  for  those 


physicians  in  the  MIIE  plan  who  are  members  of  the 
Medical  Society  of  New  Jersey  or  the  New  Jersey 
Association  of  Osteophatic  Physicians  and  Surgeons. 

g.  Physicians  Starting  Practice  in  New  Jersey 

— Resolution  #18  (page  Tr  116) 

The  Committee  recommends  that  the  “re- 
solved” portion  of  Resolution  #18  be  amended 
to  read  as  follows: 

RESOL  VED,  that  The  Medical  Society  of  New 
Jersey  investigate  ways  that  a fund  could  be 
established  to  loan  the  first  year’s  premiums 
and  surplus  capitalization  monies  to  all  needy 
physicians  who  are  about  to  establish  a practice 
of  medicine  or  surgery  in  New  Jersey  to  be  paid 
back  over  a period  of  three  (5)  years  at  minimal 
interest. 

By  action  of  the  House  Resolution  #18  and  the 
Reference  Committee's  amended  "resolved"  were 
referred  to  the  Board  of  Trustees. 


Reference  Committee  "D" 

Gerald  H.  Rozan,  M.D.,  Chairman 


Reference  Committee  “D”  met  on  Saturday, 
May  14,  1977,  with  the  following  members 
present:  Doctors  Alfonse  A.  Cinotti,  Francis  X. 
Keeley,  Frederick  C.  Steller,  and  the  chairman. 
Approximately  30  delegates  and  members 
were  present  to  discuss  the  various  items  under 
consideration. 

1 . Board  of  T rustees 

High  Fees  for  Participation  in  Continuing 
Medical  Education  (pageTr  22) 

It  was  noted  that  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New  Jer- 
sey will  serve  as  a conduit  and  reports  of  ex- 
orbitant fees  should  be  transmitted  by  members 
to  the  Society  for  investigation. 


The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

2.  Medical  Education  (page  Tr  40) 

The  Committee  noted  that  the  Board  of 
Trustees  had  met  on  May  13,  1977  and  decided 
that  the  Society  would  send  certified  letters  to 
1,785  members  for  whom  there  is  no  record  of 
meeting  the  continuing  medical  education  re- 
quirement. The  letter  is  intended  to  ask  the 
delinquent  member  what  he  intends  to  do  about 
his  nonfulfillment  of  that  requirement  and 
further,  to  make  him  aware  that  he  is  placing 
his  membership  in  the  Society  in  jeopardy.  The 
Reference  Committee  would  like  to  make 
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clear,  however,  that  the  comments  of  members 
present  would  lead  us  to  believe  there  may  be, 
in  fact,  far  fewer  than  1,785  members  who  have 
not  fulfilled  their  requirement  because  of  dif- 
ficulties that  the  AMA  has  experienced  with  its 
computer  program  in  sending  correct  informa- 
tion to  our  Society. 

The  Committee  recommends  that  the  report  be 
filed  with  commendation  to  the  Chairman  and 
the  members  of  the  Committee. 

Adopted 

3.  Emergency  Medical  Care  (page  Tr  79) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

4.  Medicine  and  Religion  (page  Tr  84) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 


5.  Resolution: 

Continuing  Medical  Education  — Resolution  #19 
(page  Tr  1 17) 

In  the  third  “Whereas”  there  appears  to  be  an 
inaccuracy  in  that  it  is  not  true  that  S25.000  is 
appropriated  to  the  Academy  of  Medicine  of 
New  Jersey  for  the  purpose  of  accrediting  pro- 
grams. The  525,000  is  given  to  the  Academy  of 
Medicine  actually  to  conduct  programs  for  the 
physicians  of  the  State.  It  has  been  estimated 
that  if  the  Medical  Society  of  New  Jersey 
attempted  this  project  on  its  own,  the  cost 
would  be  over  S 100,000. 

The  Committee  feels  quite  strongly  that  the 
problem  raised  in  this  Resolution  has  already 
been  addressed  by  the  Academy  and  a county 
medical  society  can  now  get  approval  from  the 
Academy  within  thirty  (30)  days  or  less  in 
special  circumstances. 

The  Committee  recommends  that  Resolution 
#19  be  rejected. 

Adopted 


Reference  Committee  "E" 

Benjamin  Wolfson,  M.D..  Chairman 


Reference  Committee  “E”  met  on  Sunday, 
May  15,  1977,  with  all  members  present: 
Doctors  John  P.  Kengeter.  Alexander  D. 
Kovacs,  Nicholas  E.  Marchione,  Kenneth  A. 
Morrissey,  and  the  chairman.  Approximately 
thirty-one  delegates  and  members  were  present 
to  discuss  the  various  items  under  considera- 
tion. 

1.  Legislation  (page  Tr  63)  and  Supplemental 
(Tr  65) 

It  was  felt  that  State  legislative  committees 
frequently  are  not  provided  sufficient  and 


accurate  information  from  physicians  which 
could  influence  pending  legislation  in  a more 
favorable  way.  Testimony  given  during  the 
Reference  Committee  meeting  indicated  a 
disconcerting  absence  of  physicians  at  legisla- 
tive hearings.  It  is  recommended  that  more 
effective  leadership  be  established  by  promoting 
attendance  at  such  hearings  of  informed  mem- 
bers of  the  Society. 

The  Committee  recommends  that  the  report 
and  the  supplemental  be  filed. 

Adopted 
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2.  Public  Relations  (page  Tr  77) 

Several  members  present  expressed  grave 
concern  over  the  quality  and  content  of  the 
Society’s  public  relations  program.  A repre- 
sentative from  the  Society’s  public  relations 
firm  was  present  and  helped  explain  the  ap- 
proach used  in  the  advertising.  Recommenda- 
tions were  made  to  him  by  Society  members 
present. 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

3.  Resolutions: 

a.  Hospital  Autopsies— Resolution  #20  (page 
Tr  118) 

While  the  Committee  recognizes  the  need  for 
autopsy  information  to  advance  medical 
knowledge,  it  believes  that  this  Resolution 
represents  an  intrusion  into  an  area  which  is  of 
great  personal  significance.  The  Committee 
deems  privacy  and  individual  rights  to  be 


paramount  to  the  benefits  to  be  derived  from 
mandatory  autopsies. 

The  Committee  recommends  that  Resolution 
#20  be  rejected. 

Adopted 

b.  Tort  Law  — Resolution  #30  (Tr  124) 

The  Committee  took  note  of  the  action  of  the 
AMA  House  of  Delegates  in  which  changes  in 
tort  laws  have  been  recommended.  The  Com- 
mittee believes  that  the  intent  of  this  Resolu- 
tion is  pertinent. 

The  Committee  recommends  that  the  “Re- 
solved" portion  of  Resolution  #30  be  amended 
by  deleting  from  line  16  and  17  the  words  “but 
excluding  the  Association  of  Trial  Lawyers." 

Adopted 

The  Committee  recommends  that  Resolution 
#30  be  adopted  as  amended. 

Adopted 


Reference  Committee  "F" 

William  M.  Chase,  M.D.,  Chairman 


Reference  Committee  “F”  met  on  Sunday,  May 
15,  1977,  with  the  following  members  present: 
Doctors  Harry  H.  Brunt,  Jr.,  Ernest  S.  Red- 
field,  Robert  A.  Weinstein,  Carl  A.  Restivo, 
(alternate),  and  the  chairman.  Approximately 
38  delegates  and  members  were  present  to 
discuss  the  various  items  under  consideration. 

I.  Board  of  Trustees 

a.  CAT  Scanners  (page  Tr  23) 

There  was  considerable  discussion  relating  to 
the  concern  about  requiring  certificates  of  need 
for  individuals  or  groups  of  physicians.  Never- 
theless, the  general  consensus  was  that  the 


Committee  recommend  that  the  report  be  filed 
and  that  the  individual  physician’s  concerns  be 
noted. 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

b.  Medical  Assistance  Advisory  Council  (page 
Tr  23) 

There  was  considerable  discussion  with  respect 
to  the  actions  of  the  Medical  Assistance  Ad- 
visory Council  and  full  support  of  the  Board  of 
Trustees'  approval  of  the  resolution  petitioning 
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the  Legislature  of  the  State  of  New  Jersey  to 
restore  adequate  fees  for  the  Medicaid  pro- 
viders. However,  those  present  voiced  their 
desire  to  be  able  to  communicate  with  the 
Medical  Assistance  Advisory  Council  through 
the  Committee  on  Medicaid  in  order  to  guaran- 
tee that  their  concerns  are  conveyed  to  the 
involved  agency. 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

c.  Relative  Value  Index  (page  Tr  23) 

There  was  an  airing  of  feelings  with  respect  to 
the  Relative  Value  Index  and  it  was  clarified  as 
to  its  relationship  with  the  Federal  Trade 
Commission  constraints. 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

2.  Medical  Services  (page  Tr  70) 

The  information  discussed  in  this  report  was 
aired  in  general  fashion,  item  by  item.  Dr. 
Victor  Boogdanian  was  present  to  give  the 
benefit  of  his  knowledge  as  a member  of  the 
Council  on  Medical  Services. 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

3.  Occupational  Health,  Workmen’s  Compensa- 
sation,  and  Rehabilitation  (page  Tr  71 ) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

4.  Medicaid  (page  Tr  83) 

Dr.  Harvey  J.  Shwed  was  present  to  discuss  the 
interrelationship  between  the  Committee  on 
Medicaid  and  its  interaction  with  Mr.  Gerald 
Reilly  of  the  New  Jersey  Department  of  Human 


Services  and,  although  he  was  not  present  at  the 
outset  of  the  Reference  Committee  meeting,  he 
noted  the  successful  lines  of  communication 
between  the  Medicaid  Committee  and  the  State 
agency.  Dr.  James  Gardam  further  compli- 
mented Dr.  Shwed  and  his  Committee  by 
recalling  Mr.  Reilly's  statement  of  May  14, 
1977,  (at  the  Governor's  Conference)  which 
expressed  Mr.  Reilly’s  pleasant  surprise  at  the 
completely  open  and  honest  communication 
between  the  Committee  and  his  Agency.  Mr. 
Reilly  had  noted  that  it  was  a learning  experi- 
ence for  himself  and  proved  a fertile  ground  for 
ironing  out  hostile  difficulties  and  emotional 
problems. 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

5.  Membership  Inquiries  and  Complaint  Com- 
mittees (page  T r 85) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted  — Reference  Committee  suggested  that 
availability  of  Committees  be  called  to  attention  of 
membership. 

6.  Mental  Health  (page  Tr  72) 

Dr.  Robert  Garber  was  not  present  to  discuss 
the  content  of  his  report.  Nevertheless,  Dr. 
Shwed,  Dr.  Friedland  and  others,  including  Dr. 
Brunt,  were  present  to  discuss  the  impact  of 
Senate  Bill  1677  on  the  practicing  physician 
with  respect  to  the  privilege  of  commitment,  on 
an  involuntary  basis,  of  patients  to  psychiatric 
facilities.  The  chief  area  of  controversy  seemed 
to  stem  from  the  exclusion  of  family  physicians 
and  other  nonpsychiatric  specialists  from 
participating  in  this  process.  It  appears  that  the 
most  recent  information  is  that  there  has  been 
an  effective  change  to  permit  others  in  the 
medical  profession  in  addition  to  those  recom- 
mended (psychiatrists  and  psychologists)  to 
admit  such  patients. 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 
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7.  Resolutions: 

a.  Reporting  of  Medicaid/Medicare  Fees  — 

Resolution  #21  (page  Tr  119) 

After  considerable  discussion  and  without  the 
benefit  of  the  writer  of  this  Resolution,  it  was 
the  final  consensus  that  this  Resolution  was 
written  poorly  and  upon  polling  representatives 
from  Mercer  County  and  with  the  help  of  Dr. 
Shwed,  because  of  his  expertise  on  the  Com- 
mittee on  Medicaid,  the  following  substitute 
Resolution  is  recommended: 

Whereas,  the  reporting  of  physician's  Medicaid 
and  Medicare  reimbursed  fees  has  been  widely 
publicized  in  the  news  media;  and 

Whereas,  this  reporting  has  been  manifestly 
inaccurate,  frequently  confusing  amounts  paid 
to  groups  with  amounts  paid  to  individuals; 
and 

Whereas,  this  type  of  disclosure  is  frequently 
inaccurate  and  susceptible  to  gross  distortions 
and  inflammatory  innuendo,  casting  aspersions 
by  the  media  and  the  public  concerning  the 
vast  majority  of  honest  and  ethical  physicians; 
now  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of 
the  Medical  Society  of  New  Jersey  oppose  the 
indiscriminate  release  of  such  gratuitous  in- 
formation unless  it  has  relevance  to  a specific 
allegation  of  abuse,  fraud,  or  unethical 
practice,  and  be  it  further 

RESOLVED,  that  the  Board  of  Trustees  and 
our  AM  A Delegates  take  steps  to  express  our 
concern  about  this  action. 

The  Committee  recommends  that  the  Sub- 
stitute Resolution  be  adopted. 

Adopted 

b.  Certain  Changes  to  Cut  Costs  of  Medicaid  — 

Resolution  #22  (page  Tr  119) 

After  lengthy  discussion  with  respect  to  the 


contents  of  this  Resolution  and  upon  receiving 
clarification  regarding  the  levels  of  care  pro- 
vided in  nursing  homes  and  with  the  additional 
contribution  of  Dr.  Gardam  with  respect  to  the 
participation  of  young  physicians,  retired 
physicians,  and  handicapped  physicians  and 
their  care  for  patients  in  nursing  home  facilities, 
it  was  felt  that  this  Resolution  was  not  in  the 
best  interest  of  the  Society  or  the  individual 
physician. 

The  author.  Dr.  John  Winslow,  therefore  with- 
drew Resolution  #22. 

The  House  agreed  to  withdrawal  of  Resolution  #22. 

c.  National  Catastrophic  Health  Insurance 
Plan—  Resolution  #23  (pageTr  1 19) 

After  considerable  discussion  and  explanations 
of  the  feelings  of  most  of  the  participants  in  this 
meeting,  the  Committee  felt  that  this  Resolu- 
tion should  be  supported. 

The  Committee  recommends  that  Resolution 
#23  be  adopted. 

Not  Adopted  — Resolution  #23  was  rejected  by  the 
House. 

d.  Generic  Drug  Prescribing  and  Substitution  — 

Resolution  #24  (page  T r 1 20) 

This  Resolution  was  discussed  by  Dr.  John 
Winslow,  Essex  County  Medical  Society, 
author.  Upon  receipt  of  a message  from  Dr. 
Gustav  Ibranyi,  Essex  County  Medical  Society, 
who  was  responsible  for  Resolution  #20,  which 
was  adopted  by  the  1974  House  of  Delegates, 
the  Committee  felt  that  the  Resolution  intro- 
duced this  year  by  Dr.  Winslow,  although  its 
intent  was  supportive,  needed  clarification  as  to 
how  that  support  would  be  effected. 

The  Committee  recommends  that  Resolution 
#24  be  rejected  and  further  recommends  the 
continued  support  of  Resolution  #20  approved 
by  the  1974  MSNJ  House  of  Delegates. 

Adopted 
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Reference  Committee  "G" 

Edwin  W.  Messey,  M.D.  Chairman 


Reference  Committee  “G”  met  on  Saturday, 
May  14,  1977,  with  all  members  present:  Doc- 
tors Ralph  J.  Fioretti,  Palma  E.  Formica, 
Donald  J.  Holtzman,  Roger  C.  Laauwe,  Jose 
A.  de  Castro,  (alternate),  and  the  chairman. 
Approximately  35  delegates  and  members  were 
present  to  discuss  the  various  items  under 
consideration. 

1 . Board  of  T rustees 

Ad  Hoc  Committee  on  Blood  Procurement 

(page Tr 23) 

The  Reference  Committee  recognizes  that 
blood  procurement  is  a broad  and  complex 
problem  which  cannot  be  solved  by  our  Society 
alone.  The  Committee  feels  that  there  were 
good  points  in  suggested  alternatives  1 and  3, 
and  both  should  be  considered.  The  present 
system  is  working  but  needs  improvement,  and 
our  Society’s  input  in  the  form  of  an  ongoing 
Committee  on  Blood  Procurement  would  be 
beneficial  in  lending  advice,  support,  and 
prestige. 

With  this  recommendation  the  Committee 
recommends  that  the  report  be  filed. 

Adopted 

2.  Chronically  III  and  Aging  (page  Tr  79) 

With  no  formal  meetings  and  no  formal  report, 
the  Reference  Committee  had  nothing  to  con- 
sider from  this  committee. 

3.  Public  Health  (page  Tr  73) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 


4.  Cancer  Control  (page  Tr  73) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

5.  Child  Health  (page  Tr  74) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

6.  Conservation  of  Hearing  and  Speech  (page 
Tr  74) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

7.  Conservation  of  Vision  (page  T r 75) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

8.  Environmental  Health  (page  Tr  75) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

9.  Maternal  and  Infant  Welfare  (page  Tr  76) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 
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10.  Ad  Hoc  Committee  on  Atomic  Energy 
Plants  and  Minority  Report  (pages  Tr  88  and 
Tr  90) 

The  Committee  recommends  that  the  reports  be 
filed. 

Adopted 

11.  Resolutions: 

a.  Blood  Replacement— Resolution  #25  (page 
Tr  121) 

After  much  debate,  the  audience  appeared  to  be 
divided  evenly  on  the  Resolution.  The  Com- 
mittee recommends  that  the  first  and  third 
"Resolved”  should  remain,  but  the  second 
“Resolved”  is  too  restrictive.  The  Committee 
therefore  recommends  that  the  second  "Re- 
solved" be  deleted  and  that  the  Resolution  as 
amended  be  adopted. 

Adopted 


b.  Air  Pollution  — Resolution  #26  (page  Tr 
122) 

The  Committee  recommends  that  Resolution 
#26  be  adopted. 

Adopted 

c.  Sludge  Pollution  — Resolution  #27  (page  Tr 


The  Committee  recommends  that  Resolution 
#27  be  adopted. 

Adopted 

d.  Restricting  the  Use  of  Saccharin  — Resolu- 
tion #28 (page  Tr  123) 

The  Committee  recommends  that  Resolution 
#28  be  adopted. 

Adopted 


Reference  Committee  "H" 

Harry  W.  Fullerton,  Jr.,  M.D.,  Chairman 


Reference  Committee  “H”  met  on  Sunday, 
May  15,  1977,  with  all  members  present:  Doc- 
tor Aldo  G.  Baldi,  Leticia  de  Castro,  Frank  R. 
Schell,  James  H.  Spillane,  John  A.  Surmonte 
(alternate),  and  the  chairman.  Approximately 
15  delegates  and  members  were  present  to  dis- 
cuss the  various  items  under  consideration. 

1.  Annual  Meeting  (page  Tr  29) 

Doctor  Gardam,  Chairman  of  the  Committee 
on  Annual  Meeting,  enlightened  the  Committee 
and  those  present  as  to  the  problems  facing  his 


Committee  in  selecting  the  site  for  the  1978 
Annual  Meeting. 

The  Committee  recommends  that  the  report  be 
filed  and  that  the  recommendations  on  page 
Tr  29  be  approved. 

Adopted 

Upon  motion  from  the  floor  it  was  directed  that 
information  obtained  by  the  Annual  Meeting  Com- 
mittee concerning  the  time  and  site  of  the  1978 
annual  meeting  be  referred  to  the  Board  of  Trustees 
for  evaluation. 
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2.  Scientific  Program  (page  Tr  30) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

3.  Honorary  Membership  (page  Tr  30) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 

4.  The  Medical  Society  of  New  Jersey  Auxiliary 
Advisory  (page  Tr  62) 

The  Committee  recommends  that  the  report  be 
filed. 

Adopted 


5.  Nominations  for  Emeritus  Membership 

(page  Tr  98)  Supplemental  #1,  #2,  and  #3 
(pages  Tr  99) 

The  Committee  recommends  that  the  nomina- 
tions be  approved. 

Adopted 

6.  Resolution: 

Procedure  in  the  House  of  Delegates— Resolu- 
tion §29  (pageTr  123) 

The  Committee  recommends  that  Resolution 
§29  be  adopted. 

Adopted 
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Nominating  Committee  and  Election 


- ■ • 


James  A Rogers,  M D , Chairman 


term 


Nominee  and  County 


1st  Vice-President 
2nd  Vice-Presiden 
Secretary 
Tr 

Trustees 


year 
.year 
year 
3 years 
3 years 


Charles  S Krueger,  M D , Burlington 
Alfred  A Alessi,  M D , Bergen 
George  L Ben/,  M D , Essex 
Arthur  Bernstein,  M.D.,  Essex 
Rudolph  C.  Gering,  M.D  , Mercer 


•Frank  Y Watson.  M.D.,  Essex 
James  S Todd,  M.D..  Bergen 
S Thomas  Carter  Jr,,  M.D. , Camden 
Sherman  Garrison,  M D . Cumberland 


John  L Olpp,  M.D,,  Bergen 
John  A Surmonte,  M .D  , Salem 


William  J.  D’Elia,  M.D  , Monmouth 
James  S.  Todd.  M D , Bergen 


Alfred  A Alessi,  M.D.,  Bergen 
Charles  L.  Cunmff,  M.D,  Hudson 
Frederick  W.  Durham,  M D , Camden 
Howard  D Slobodien,  M D , Middlesex 


Delegates  and  Alternate  Delegates 
New  York: 

Delegate 
Alternal 
Connecticut: 

Delegate 
Alternate 


toOther  States: 

I year 
I year 

I year 


Albert  F.  Moricom,  M.D,  Mercer 
F.  Sterling  Brown,  M.D,  Atlantic 


1 year 


Edward  G.  Bourns,  M D,  Union 
Gastone  A Milano,  M.D  , Atlantic 


Jministrative  Cou 
Legislation: 

1st  District 
4th  District 
Medical  Services: 
1st  District 
4th  District 
Mental  Health: 

1st  District 
2nd  District 
Public  Health: 

1st  District 
4th  District 
Public  Relations: 
1st  District 
4th  District 

■v’  ‘I 


3 years 
3 years 


John  R.  Tobcy,  M.D  , Essex 
Meyer  L Abrams,  M D,  Burlington 


Richard  H.  Sharrett,  M D,  Union 
Charles  O.  Tyler,  M.D,  Camden 


3 years 
3 years 

3 years 
3 years 


Alvin  Friedland,  M D,  Essex 
Ralph  J Fiorctti,  M.D  . Bergen 

Edward  M.  Coe,  M.D.,  Union 
Watson  E.  Neiman,  M.D  . Burlington 


v 


I years 
3 years 


Frank  Y Watson,  M D , Essex 
Jesse  Schulman,  M D , Ocean 


James  H.  Spillane,  M D,  Warren 
Charles  S.  Krueger,  M D,  Burlington 


Frank  J Malta.  M D , Ocean 
Arthur  Bernstein,  M.D,  Essex 
Julio  del  Castillo,  M D . Mercer 
Frederick  W.  Durham,  M D , Camden 
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consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasodilator 


POSTERIOR  VIEW  OF  PANCREAS) 


no  interference  in  the  management  of  the 
diabetic  patient  has  been  reported  with 

VASODILAN 

(ISOXSUFPINEHCI) 

TABLETS,  20  mg. 

the  compatible  vasodilator 


MeadJiliTmm 

© 1976  MEAD  JOHNSON  & COMPANY  . EVANSVILLE,  INDIANA  47721  U.S.A.  MJL-54U7 


’Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500,  1000,  5000  and  Unit  Dose. 


If  you  don't  talk  to  us  when  you  have 
personnel  problems... whom  do  you  talk  to? 


Qualified  PERMANENT  and/or  TEMPORARY  help  is  just  a phone  call  away. 

Applicants  are  pre-tested,  evaluated  and  screened  prior  to  your  interview.  Thus  your  valuable  time 
is  not  wasted  on  unnecessary  interviewing  . . . Advertisement  costs  $$$  can  be  eliminated  com- 
pletely. 

Keep  our  name  and  phone  number  handy! 

Let  us  solve  your  personnel  problems. 


MEDICAL  ASSIST 

div.  of  Dental  Assist,  Inc. 

1474  Route  23  Wayne,  New  Jersey  07470 

(201)  696  9400 

CORRINE  B.  GROSS  EILEEN  BERGER 


/ ; \ 

A private  psychiatric  hospital  for: 

Adolescents 

Fair  Oaks  offers  a specialized  treatment  unit  for  adolescents.  Interpersonal  dif- 
ficulties are  addressed  through  the  therapeutic  community  while  individual,  group 
and  family  therapy  focus  on  internal  or  long-term  conflict  and  tensions.  Certified 
tutors  enable  adolescents  to  continue  their  studies. 

Adults 

The  adult  program  offers  a variety  of  treatment  methods  and  specialized  units 
ranging  from  a therapeutic  community  which  includes  individual,  group  and  family 
therapy  to  a crisis  intervention  unit  serving  those  needing  close  supervision. 


Alcohol  and  Sedative  Dependent  Persons 

The  One  Day  at  a Time  Unit  offers  treatment  to  persons 
dependent  on  alcohol  or  sedatives  through  a 28-day 
program  of  physical  stabilization,  counseling  and 
introduction  to  continuing  supports  such  as 
Alcoholics  Anonymous. 

Fair  Oaks  hospital 


v 


19  Prospect  Street 
Summit,  New  Jersey  07901 


(201)  277-0143 


ATTENDANCE 


County 

Atlantic 

Official  Attendance  Report 

Delegates 

10 

Members 

54 

Total 

64 

Bergen 

39 

46 

85 

Burlington 

11  

26 

37 

Camden 

23 

62 

85 

Cape  May 

3 

3 

6 

Cumberland 

6 

14 

20 

Essex 

67 

1 12 

179 

Gloucester 

5 

11  

16 

Hudson 

24  

30 

54 

Hunterdon 

3 

2 

5 

Mercer 

25  

56  

81 

Middlesex 

23  

40 

63 

Monmouth 

21  

45  

66 

Morris 

19 

28 

47 

Ocean 

10  

22  

32 

Passaic 

29 

35  

64 

Salem 

3 

6 

9 

Somerset 

6 

12  

18 

Sussex 

3 

2 

5 

Union 

33  

45  

78 

Warren 

2 

5 

7 

Fellows  and  Officers 

23 

— 

23 

388 

656 

1,044 

Physician  Guests 
Physician  Exhibitors 

50 

21 

TOTAL  PHYSICIAN  REGISTRATION 


115 


Auxiliary  337 

Visitors 544 

Exhibitors  244 

TOTAL  REGISTRATION  2241 


FIVE-YEAR  COMPARATIVE  REGISTRATION  FIGURES 


Year 

Physicians 

Others 

Total 

1977 

1,115 

1,125 

2,241 

1976 

1,147 

801 

1,948 

1975 

1,363 

1,079 

2,442 

1974 

1,051 

1,024 

2,075 

1973 

932 

873 

1,805 
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THE  LOWER  G.I.  TRACT 
ORGANICALLY  SOUND 


Celiac  angiography  is  one  of  a number 
of  highly  specialized  diagnostic  techniques 
sometimes  necessary  to  rule  out  organic 
causes  of  abdominal  pain. 


pm  J 
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. .BUT  OVERSENSITIVE 
TO  EMOTIONAL  STRESS 


IN  IRRITABLE  BOWEL 
SYNDROME  LIBRAX 
PROVIDES  DISTINCTIVE 
ADVANTAGES  


• the  specific  antianxiety  action  of 
Libnutrffchlordiazepoxide  HCl) 

• the  potent  antispasmodic  action 

of  Quarzair(clidinium  Br) 


Adiunctive/Dual-Action 

LIBRAX 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl  and  2.5  mg  clidinium  Br. 


A clear  treatment  advantage 
for  patients  with 
irritable  bowel  syndrome 


ROCHE 


*This  drug  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


A CLEAR  TREATMENT 
ADVANTAGE  FOR  PATIENTS 
WITH  IRRITABLE  BOWEL 
SYNDROME 


Adjunctive/Dual-Action 

LIBRAX 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg  clidinium  Br 


ONLY  LIBRAX  PROVIDES  THE  SPECIFIC 
ANTI  ANXIETY  ACTION  OF 
LIBRIUM  (chlordiazepoxide  HCl)  PLUS  THE  POTENT 
A NTISPASMODIC  ACTION  OF  QUARZAN"  (clidinium  Br 


Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as 
follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment 
of  peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

Contraindications:  Patients  with  glaucoma:  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction:  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (eg  , operating  machinery,  driving)  Though  phys- 
ical and  psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  Librium®  (chlor- 
diazepoxide hydrochloride)  to  known  addiction-prone  individuals  or 
those  who  might  increase  dosage:  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  reported 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy:  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  increase 
gradually  as  needed  and  tolerated).  Though  generally  not  recom- 
mended, if  combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  pharmacologic  effects  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors  and 


phenothiazines.  Observe  usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  pa- 
tients. Employ  usual  precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Variable  effects  on 
blood  coagulation  have  been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  avoidable  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido — all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  the  mouth,  blurring  of  vision,  urinary  hesitancy  and  consti- 
pation. Constipation  has  occurred  most  often  when  Librax  therapy 
is  combined  with  other  spasmolytics  and  or  low  residue  diets. 
Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules.  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients — see  Precautions. 

How  Supplied:  Librax  is  available  in  green  capsules,  each  contain- 
ing 5 mg  chlordiazepoxide  hydrochloride  (Librium"*)  and  2.5  mg 
clidinium  bromide  (Quarzan*) — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100;  Prescription  Paks  of  50.  available  singly  and  in 
trays  of  10. 

<’  \ Roche  Laboratories 

ROCHE > Division  of  Hoffmann-La  Roche  Inc. 

/ Nutley,  New  Jersey  07110 


Golden  Merit  Awards 


President's  Remarks  at  1977  Ceremony* 

Last  year  I had  the  honor  of  bestowing  this 
award  on  fifty-nine  members  of  our  Society  at 
Cherry  Hill.  It  was  a happy  occasion  for  them, 
but  a sad  one  forme,  since  our  President.  John 
McGuire,  had  died  one  month  previously.  I am 
happy  to  be  able  to  give  this  Award  now  to 
members  who  have  lived  long  enough  to  deserve 
it.  Longevity  itself  is  no  longer  a great  ac- 
complishment, but  to  have  practiced  medicine 
for  half  a century  is  worthy  of  high  praise.  It 
represents  3200  years  of  compassion  to  the  sick 
and  injured,  rendered  by  64  doctors  from  16 
counties.  For  this  you  deserve,  not  just  an 
award,  but  the  heartfelt  thanks  of  the  many 
patients  you  have  tried  to  help  over  half  a 
hundred  years. 

I was  a little  surprised  to  realize  that  this  group 
of  recipients  of  the  Golden  Merit  Award 
graduated  just  100  years  after  the  birth  of 
Lord  Lister  — the  same  year  that  Lindbergh 
flew  his  “Spirit  of  St.  Louis”  across  the  Atlantic 
Ocean.  It  was  also  the  same  year  that  serum 
was  introduced  against  measles,  and  that 
legislators  in  Germany  abolished  prostitution 
and  passed  laws  on  abortion.  You've  lived  to 
see  measles  almost  wiped  out,  prostitution 
flourish,  and  abortion  sanctioned  by  the 
Supreme  Court  of  our  land.  You've  witnessed 
more  medical  advances  in  50  years  than  any 
other  generation,  and  you’ve  contributed  to 
these  advances  by  your  quality  of  practice. 

During  this  time  you've  accumulated  a knowl- 
edge that  only  experience  can  teach.  Walt 
Whitman  put  it  well: 

Wisdom  is  not  finally  tested  in  schools. 

Wisdom  cannot  be  pass’d  from  one  having  it  to  another 
not  having  it, 

Wisdom  is  of  the  soul. 


To  me,  to  be  a physician  is  to  be  a member  of 
the  greatest  profession  known  to  mankind. 
Other  professions  may  be  more  lucrative  and 
some  more  divine,  but  none  provides  the 
satisfaction  of  doing  good  for  others.  As  Robert 
Louis  Stevenson  said:  “There  are  men  and 
classes  of  men  that  stand  above  the  common 
herd:  the  soldier,  the  sailor,  and  the  shepherd 
not  infrequently;  the  artist  rarely;  rarelier  still 
the  clergyman;  the  physician  almost  as  a rule. 
He  is  the  flower  (such  as  it  is)  of  our  civilisa- 
tion . . . Generosity  he  has,  such  as  is  possible 
to  those  who  practice  an  art,  never  to  those  who 
drive  a trade;  discretion,  tested  by  a hundred 
secrets;  tact,  tried  in  a thousand  embarrass- 
ments; and  what  are  more  important,  Her- 
culean cheerfulness  and  courage." 

Some  of  the  younger  members  of  our  pro- 
fession have  yet  to  realize  the  potential  a 
physician  has  in  his  grasp.  As  Rudyard  Kipling 
said  in  A Doctor's  Work  — "You  belong  to 
the  privileged  classes.”  With  a stroke  of  your 
pen  or  a nod  of  your  head,  you  can  close  a 
school,  bar  entrance  to  a restaurant,  stop  a 
ship  at  sea,  force  an  airplane  to  land,  commit 
a person  to  an  institution,  release  a prisoner 
from  jail,  exhume  a buried  body,  certify  a birth, 
pronounce  a death,  give  a narcotic,  prevent  a 
wedding,  cancel  a sports  event,  or  even  give 
orders  to  a president  or  a king.  Who  else  wields 
such  power,  and  at  the  same  time  earns  such 
respect?  Be  proud  that  you've  been  physicians, 
because  we're  proud  of  you.  We  thank  you  for 
sharing  your  talents  and  abilities  with  those 
who  are  glad  to  call  themselves  your  patients. 

And  may  you  be  blessed  with  happy  days  full  of 
cheerful  reflections,  well-deserved  nights  of 
rest,  love  and  respect  from  your  families,  and 
the  appreciation  of  your  peers  for  a job  well- 
done! 


*John  S.  Madara.  M.D..  May  14.  1977.  Atlantic  City 
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TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 

Niciri~ 


Write  tor  literature  and  samples  . . . 

the  BROWN  PHARMACEUTICAL  CO. 

500  W.  6th  St.,  Los  Angeles,  Calif.  90057 


A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 


CAUTION:  Federal  law  prohibits  dispensing  without 
prescription  Keep  out  of  reach  of  children 


Each  CEREBRO-NICIN  capsule  contains: 


Pentylenetetrazole  100  mg 

Nicotinic  Acid  100  mg 

Ascorbic  Acid  100  mg 

Thiamine  HCl  25  mg 

l-Glutamic  Acid  50  mg 

Niacinamide  5 mg 

Riboflavin  2 mg 

Pyridoxine  HCl  3 mg 


AVAILABLE:  Bottles  100,  500,  1000 
SIDE  EFFECTS:  Most  persons  experience  a flushing  and 
tingling  sensation  after  taking  a higher  potency  nico 
time  acid  As  a secondary  reaction  some  will  complain 
of  nausea,  sweating  and  abdominal  cramps.  The  re 
action  is  usually  transient 
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Trustees'  Minutes 

Two  regular  meetings  of  the  Board  of  Trustees 
were  held  during  the  1977  Annual  Meeting  in 
Atlantic  City.  Detailed  minutes  are  on  file  with 
the  secretary  of  your  county  medical  society.  A 
summary  of  significant  actions  follows: 

May  13,  1977 

Conference  of  Presidents  and  Presidents-Elect 
. . . Received  information  that  the  format  for 
the  Conference  of  Presidents  and  Presidents- 
Elect  of  Component  Societies  will  be  changed 
and  that  such  conferences  no  longer  will  be 
held  in  conjunction  with  meetings  of  the  Board 
of  Trustees. 

. . . Directed  that  a letter  be  written  to  H. 
Oliver  Brown,  M.D.,  President  of  the  Union 
County  Medical  Society  indicating  that  the 
Society  plans  to  establish  a new  format  for  the 
Conference  of  Presidents  and  Presidents-Elect. 

Temporary  Licensure  . . . Noted  that  Dr. 
Frank  Begen  will  represent  MSNJ  at  the  State 
Board  of  Medical  Examiners’  meeting  on 
temporary  licensure  to  be  held  in  Newark  on 
May  18. 

Physician  Consultants  to  the  State  Board  of 
Medical  Examiners  . . . Approved  a request 
from  the  State  Board  of  Medical  Examiners  to 
develop  a list  of  practicing  physicians  who 
would  be  willing  to  act  as  consultants  to  the 
Board  (of  Medical  Examiners)  in  selected  cases. 

Hypertension  Screening  Program  . . . Agreed  to 
support  and  endorse  the  hypertension  program 
of  the  New  Jersey  State  Department  of  Health 
and  the  efforts  to  secure  NHLBI  77-20  “Dem- 
onstration Programs  on  the  Impact  of  State- 
wide Coordination  of  High  Blood  Pressure 
Control  on  Control  Success  and  Reduction  of 
Mortality  from  High  Blood  Pressure  Related 
Diseases.” 

Laetrile  . . . Voted  to  take  a position  of  Active 
Opposition  on  Assembly  Bill  3295  which  con- 
cerns the  use  of  Laetrile  in  the  treatment  of 
cancer. 


Position  Statement  on  Medical  Research  . . . 
Approved  the  following  position  statement  on 
medical  research  prepared  by  the  Committee  on 
Medical  Education: 

“In  view  of  the  understandable  public  concern  about  DNA 
recombinant  (genetic)  research,  the  Medical  Society  of  New 
Jersey  carefully  has  reviewed  the  scientific  evidence.  DNA 
recombinant  research  represents  a major  scientific  develop- 
ment which  has  vastly  expanded  our  ability  to  study  the 
nature  of  genetics  — in  man,  animals,  plants,  and  micro- 
organisms—and  to  experiment  with  the  formation  of  some 
new  forms  of  life.  Nature  has,  in  effect,  performed  DNA 
recombinant  experiments  for  millions  of  years.  This  has 
been  one  way  in  which  higher  forms  of  life  have  developed. 
For  thousands  of  years  animal  and  plant  breeders  have 
tried  to  produce  new  strains  with  desirable  characteristics 
through  control  of  genetics  using  cross  breeding  but  with 
limited  success. 

“Gene-splitting  research  has  vastly  enhanced  the  ability  of 
scientists  to  investigate  heredity  and  to  explain  the  existence 
of  new  forms  of  life.  This  type  of  research  appears  to  be  the 
inevitable  path  of  the  future. 

“The  potential  benefits  of  this  research  for  all  mankind  are 
substantial.  The  greater  understanding  of  the  genetic  aspects 
of  cancer,  diabetes,  various  anemias,  and  many  other 
diseases  will  lead  to  their  control.  Furthermore,  continued 
research  may  well  produce  important  advances  beneficial  to 
mankind  in  the  areas  of  food  producing  plants,  sources  of 
medication,  and  improvement  in  the  breed  of  animals. 

“Advanced  DNA  recombinant  research  also  involves  some 
risks  which  cannot  be  underestimated.  Federal  guidelines  as 
outlined  in  the  Federal  Register  of  Thursday.  September  9, 
1976  assign  different  levels  of  containment  for  experiments 
with  DNA  from  different  sources.  Experiments  with  DNA 
from  organisms  not  closely  related  to  man  (plants,  insects, 
yeast,  amphibians,  and  so  on)  are  considered  to  have  little  or 
no  risk  potential  and  require  low  levels  of  containment 
which  are  met  by  standard  laboratory  microbiological 
procedures.  Recombinant  experiments  with  DNA  from 
humans  or  closely  related  species  (other  mammals)  require 
more  stringent  levels  of  containment. 

"Many  research  projects  in  biology  and  medicine,  such  as  in 
polio,  tuberculosis,  vaccination,  and  many  other  diseases 
were  not  without  risk,  but  the  valuable  advances  were 
worthwhile.  Research  must  continue  with  the  same  special 
vigilance  and  careful  regulation  observed  by  all  true,  con- 
scientious scientists. 


“The  Medical  Society  of  New  Jersey,  having  carefully 
examined  all  the  alternatives,  is  convinced  that  Federal 
legislation  is  mandatory,  and  must  define  the  containments 
in  both  physical  and  biological  terms.  It  is  our  belief  that 
this  field  cannot  be  left  to  local  regulation  for  not  only 
will  research  be  handicapped  by  the  lack  of  uniform  guide- 
lines, but  there  would  be  serious  risk  of  inadequate  enforce- 
ment. 

“The  Medical  Society  of  New  Jersey  therefore  strongly 
endorses  Federal  legislation  which  will  limit  DNA  re- 
combinant research  to  specially  licensed  laboratories. 
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staffed  by  responsible  scientists  with  adequate  qualifica- 
tions. All  these  laboratories  — no  matter  whether  they  are  in 
universities,  private  industries,  or  any  other  location  — 
should  be  subject  to  unannounced  inspection  by  representa- 
tives of  the  Federal  government. 

“Scientists  conducting  such  research  should  be  required  by 
law  to  provide  the  government  with  regular  reports  which 
will  enable  government  experts  to  monitor  such  research 
and  to  make  certain  that  it  is  conducted  in  accordance  with 
appropriate  safeguards.  Developments  in  this  field  occur 
rapidly  and  at  times  spontaneously;  thus  legislation  should 
provide  for  regular  review.  There  should  be  a “sunset” 
provision  in  the  law  which  requires  reevaluation  of  the 
entire  field  at  least  every  five  years.  In  this  way,  new 
developments  or  risks  which  may  evolve  can  be  incorporated 
into  the  law. 

“The  Medical  Society  of  New  Jersey  believes  that  such 
research  should  be  encouraged  but  that  it  must  be  con- 
ducted under  the  outlined  safeguards  so  that  the  American 
public  as  well  as  all  mankind  may  benefit  without  being 
exposed  to  hazards. 

“There  have  been  well-intentioned  proposals  to  limit  or 
prohibit  all  DNA  recombinant  research.  The  Medical 
Society  of  New  Jersey  opposes  these  proposals  because  they 
would  not  be  in  the  public  interest,  for  the  public  would  be 
deprived  of  potential  benefits.  If  the  United  States  should 
stop  all  research,  it  would  continue  to  be  performed  abroad, 
leaving  the  United  States  without  adequate  knowledge  to 
maintain  a position  of  scientific  leadership.  It  is  the  opinion 
of  the  Medical  Society  of  New  Jersey  that  the  United  States 
government  should  do  all  within  its  power  to  develop, 
through  negotiations  and  agreements  with  all  nations  in  the 
world,  a pact  to  safeguard  mankinds’s  best  interests. 

“Therefore,  be  it  resolved:  that  the  Medical  Society  of  New 
Jersey  believes  that  recombinant  DNA  research  should  be 
continued  under  the  regulations  outlined  in  the  Federal 
register  of  Thursday,  September  9,  1976.” 

Accreditation  for  CME  Category  I Processed 
by  AMNJ  . . . Referred  to  Reference  Com- 
mittee “D”  comments  of  the  Committee  on 
Medical  Education  concerning  Resolution  § 19 
(to  be  introduced  in  the  1977  House  of  Dele- 
gates by  the  Burlington  County  Medical 
Society)  dealing  with  scientific  programs 
accredited  for  CME  Category  I through 
applications  processed  by  the  Academy  of 
Medicine  of  New  Jersey,  which  revealed  that: 

(1)  the  AM  A has  not  authorized  blanket 
approval  for  CME  programs  of  county  medical 
societies;  (2)  only  30  days  advance  notice  should 
be  required  for  accreditation;  (3)  the  Academy 
should  approve  programs  as  expeditiously  as 
possible;  and  (4)  if  MSNJ  were  to  attempt  to 
perform  the  function  of  the  Academy  in  carry- 
ing out  CME,  the  cost  would  be  at  least  quad- 
rupled. 


Members  Delinquent  in  CME  Credits  . . . 
Directed  that  before  a recommendation  to  drop 
members  who  have  not  complied  with  the 
mandatory  CME  requirement  be  implemented, 
a registered  letter  be  sent  to  each  of  the  de- 
linquent physicians. 

Mote:  At  the  present  time  there  are  2,147  members  de- 
linquent in  CME  credits. 

Urban  Health  Strategy  . . . Received  an  in- 
formative copy  of  a communication  from  the 
President  of  the  Essex  County  Medical  Society 
to  the  Director  of  the  Department  of  Health  and 
Welfare  of  the  City  of  Newark  which  indicated 
endorsement  of  the  Director's  request  for  as- 
signment of  National  Health  Service  Corps 
physicians  (1)  if  such  physicians  are  limited  to 
work  only  in  four  existing  Newark  owned  and 
operated  clinics  (Dickinson,  Dayton  Street, 
North  Newark,  and  Central  Newark  Com- 
munity Health  Centers;  (2)  if  the  National 
Health  Service  Corps  physicians  have  no  pri- 
vate office;  and  (3)  if  the  National  Health  Ser- 
vice Corps  physicians  handle  only  indigent 
patients  and  serve  no  Medicaid  or  Medicare 
patients. 

Professional  Liability  Advertisements 
Directed  that  a communication  be  sent  to  the 
Union  County  Medical  Society  explaining  the 
error  in  professional  liability  advertisements 
which  appeared  recently  in  national  magazines. 

Surgical  Assistants  . . . Voted  to  reexamine  the 
Society's  current  position  concerning  surgical 
assistants  which  stated  that  “the  assisting 
physician  is  a physician  who,  under  the  rules 
and  regulations  of  the  medical  staff  of  the  given 
hospital,  has  been  granted  privileges  to  assist  in 
the  procedure  being  undertaken.  That  phy- 
sician must  be  a licensed  physician,  unless  he  or 
she  is  serving  in  an  approved  training  pro- 
gram as  a surgical  resident.  The  physician  may 
or  may  not  hold  the  same  type  of  privileges  as 
the  primary  surgeon.  The  issue  is  that  he  or  she 
has  been  recognized  by  the  medical  staff  and  the 
board  of  trustees  as  being  qualified  to  assist  a 
primary  surgeon  in  the  operation  being  at- 
tempted.” 
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Commercial  Credit  Service  Corporation  . . . 
Approved  a loan  proposal  (at  no  cost  to  MSNJ) 
and  vehicle-leasing  program  submitted  by  the 
Commercial  Credit  Service  Corporation  which 
would  provide  MSNJ  members  with  a financial 
service  program  including  unsecured  loans  from 
$2600  to  $25,000  with  preferred  interest  rates 
and  maturities  to  84  months,  and  life  insurance 
up  to  $ 10,000. 

AMA  Section  on  Medical  Schools  . . . Re- 
ferred to  the  New  Jersey  Delegation  to  the 
AMA  the  investigation  of  the  method  of  select- 
ing individuals  from  the  College  of  Medicine 
and  Dentistry  of  New  Jersey  for  membership  in 
the  recently  organized  AMA  Section  on  Medi- 
cal Schools.  The  following  have  been  desig- 
nated: Chief  Executive  Officer  — Dr.  Richard 
Cross,  Chairman  and  Professor,  Department  of 
Community  Medicine;  Representative  I— Dr. 
Hadley  Conn,  Chairman  and  Professor,  De- 
partment of  Medicine;  Representative  2 — Dr. 
Irwin  Pollack,  Professor  and  Chairman, 
Department  of  Psychiatry;  Representative  3 — 
Dr.  StanleyS.  Bergen,  Jr.,  President,  CMDNJ. 

Gubernatorial  Candidates  . . . Referred  to 
Jempac  a communication  from  Dr.  A.  Ralph 
Kristeller  which  stated  that  physicians  have  the 
right  to  ask  gubernatorial  candidates  “who  are 
the  people  you  are  seriously  considering  for  the 
positions  of  Commissioner  of  Health  and 
Commissioner  of  Insurance  in  your  adminis- 
tration?” 

Resolution  from  the  Board  . . . Approved  a 
resolution  entitled  “Endorsement  of  AMA 
National  Health  Insurance  Proposal"  for 
presentation  to  the  1977  House  of  Delegates. 

Note:  The  resolution  subsequently  was  adopted  by  the 
House  (see  page  Tr  125). 


May  17,  1977 

Introduction  of  New  Members  . . . Welcomed 
Dr.  Frank  Y.  Watson,  1st  District,  newly 
elected  member  of  the  Board  and  noted  that 
Drs.  Carter,  Garrison,  and  Todd  were  re- 
elected. 


. . . Presented  Dr.  George  L.  Benz,  formerly  a 
member  of  the  Board  of  Trustees,  as  newly- 
elected  Second  Vice-President. 

. . . Noted  that  Dr.  Arthur  Bernstein  was  re- 
elected to  the  office  of  Secretary  and  that  Dr. 
Rudolph  C.  Gering  was  reelected  to  the  office 
of  Treasurer. 

Reorganization  of  the  Board  . . . Reelected  Dr. 
James  S.  Todd  as  Chairman  and  agreed  to 
continue  meeting  regularly  at  10  a.m.  on  the 
third  Sunday  of  each  month  in  the  Executive 
Offices  (subject  to  cancellation  if  the  agenda 
proves  insufficient). 

Committee  on  Finance  and  Budget  . . . Re- 
elected Dr.  James  S.  Todd  to  membership  on 
the  Standing  Committee  on  Finance  and  Budget 
for  a three-year  term. 

Investigation  of  Pharmacies  . . . Agreed,  upon 
request  from  the  State  Board  of  Medical  Ex- 
aminers, to  provide  the  names  of  physicians 
willing  to  provide  prescriptions  for  drugs  (to  be 
used  as  part  of  an  investigatory  procedure 
covering  pharmacies  suspected  of  violating 
statutes  regarding  the  dispensing  of  drugs)  by 
having  the  personnel  of  the  Board  to  so  serve. 

Endorsement  of  AMA  National  Health  In- 
surance Proposal  (Resolution  §35): 

RESOLVED,  that  the  Medical  Society  of  New  Jersey 
believes  that  the  17  principles  as  enunciated  by  the  AMA 
are  essential  in  any  form  of  national  health  insurance;  and 
be  it  further 

RESOLVED,  that  the  Medical  Society  of  New  Jersey 
endorses  the  AMA's  participation  in  the  national  health 
insurance  debate  and  its  support  of  health  insurance  through 
the  private  sector,  through  the  introduction  of  S.  218  and 
HR.  1818. 

. . . Directed  that  a copy  of  Resolution  #35  be 
sent  to  the  AMA,  U.S.  Senators  from  New 
Jersey,  Congressional  Representatives  from 
New  Jersey,  and  appropriate  U.S.  legislative 
com  mittees. 

Blood  Replacement  (Resolution  §25) 

RESOLVED,  that  the  Medical  Society  of  New  Jersey 
declares  the  withdrawal  of  the  American  National  Red 
Cross  from  the  National  Clearinghouse  Program  is  counter- 
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productive  and  not  in  the  public  interest;  and  be  it  further 

RESOLVED,  that  the  Medical  Society  of  New  Jersey  call 
on  the  American  Blood  Commission  and  its  organiza- 
tional members  to  urge  the  leaders  of  the  American  Na- 
tional Red  Cross  to  reconsider  and  support  the  National 
Blood  Clearinghouse  Program. 

. . . Directed  that  Resolution  #25  be  referred  to 
the  American  Red  Cross,  American  Blood 
Commission,  and  the  American  Association  of 
Blood  Banks. 

Air  Pollution  ( Resolution  #26) 

RESOLVED,  that  it  shall  henceforth  be  a top  priority  of 
the  Medical  Society  of  New  Jersey  to  (1)  assay  the  extent  of 
the  problem  (air  pollution);  (2)  take  all  effective  measures  to 
familiarize  the  public  with  the  implications  of  this  de- 
plorable situation;  and  (3)  to  define  and  implement  cor- 
rective measures. 

. . . Directed  that  Resolution  #26  be  forwarded 
to  the  Special  Committee  on  Environmental 
Health. 

Sludge  Pollution  ( Resolution  #27) 

RESOLVED,  that  the  Medical  Society  of  New  Jersey 
initiate  action  against  the  public  health  problem  of  pollu- 
tion of  our  New  Jersey  waters;  and  be  it  further 

RESOLVED,  that  we  work  toward  legislation  or  regula- 
tions which  quickly  would  move  the  present  twelve-mile 
sludge  dumping  sites  to  106  miles  offshore  until  the  year 
1981,  at  which  time  all  ocean  dumping  will  be  phased  out; 
and  be  it  further 

RESOLVED,  that  the  Medical  Society  of  New  Jersey 
send  copies  of  this  resolution  to  designated  officials  of  the 
Environmental  Protection  Agency,  the  National  Oceanic 
Atmospheric  Agency  and  the  Department  of  Environmen- 
tal Protection  as  well  as  other  concerned  government 
officials. 

. . . Directed  that  Resolution  #27  be  referred  to 
the  Council  on  Legislation,  the  Special  Com- 
mittee on  Environmental  Health,  and  the 
appropriate  environmental  protection  agencies. 

Restricting  the  Use  of  Saccharin  ( Resolution  #28) 

RESOLVED,  that  the  Medical  Society  of  New  Jersey 
officially  deplore  the  contemplated  ban  by  the  Food  and 
Drug  Administration  of  the  United  States  Government  of 
the  use  of  the  artificial  sweetener,  saccharin,  and  that  the 
Food  and  Drug  Administration  be  required  to  present  the 
case  to  an  impartial  panel  of  top  medical  scientists  con- 
cerning this  chemical  and  other  chemicals,  such  as  the 
cyclamates,  which  have  been  under  scrutiny  for  possible 
adverse  effects  before  any  ban  is  contemplated  and  most 
certainly  before  it  is  put  into  effect. 


. . . Directed  that  Resolution  #28  be  referred  to 
the  U.S.  Food  and  Drug  Administration,  U.S. 
Senators  from  New  Jersey,  Congressional 
Representatives  from  New  Jersey,  and  the  ap- 
propriate U.S.  legislative  committees. 

Joining  the  Medical  Inter-Insurance  Exchange 
(Resolution  #17) 

RESOLVED,  that  the  Medical  Society  of  New  Jersey  urge 
the  Board  of  Directors  of  the  MIIE  to  determine  that 
physicians  joining  the  MIIE  prior  to  June  30,  1977,  shall  be 
considered  charter  members;  and  be  it  further 

RESOLVED,  that  anyone  joining  the  MIIE  after  the  above 
date  shall  be  required  to  pay  an  additional  surcharge  of 
10  percent  above  and  over  the  required  initiation  fee;  and  be 
it  further 

RESOLVED,  that  any  physician  first  establishing  his 
practice  in  the  State  of  New  Jersey  shall  be  exempt  from 
this  requirement  if  he  joins  the  MIIE  within  three  months  of 
opening  his  office;  and  be  it  further 

RESOLVED,  that  the  Medical  Society  of  New  Jersey  urge 
the  Board  of  Directors  of  the  MIIE  to  determine  that  the 
MIIE  will  acept  no  physician  as  an  insured  unless  he/she  is, 
or  becomes,  a member  of  the  Medical  Society  of  New  Jer- 
sey or  the  New  Jersey  Osteopathic  Society. 

Reference  Committee  “C”  recommended  that  the  first  and 
second  “resolveds”  be  amended  to  read  as  follows: 

RESOLVED,  that  the  Medical  Society  of  New  Jersey  urge 
the  Board  of  Directors  of  the  MIIE  to  determine  that 
physicians  joining  the  MIIE  prior  to  January  1,  1979,  shall 
be  considered  charter  members;  and  be  it  further 

RESOLVED,  that  anyone  joining  the  MIIE  after  the 
above  date  shall  be  required  to  pay  an  additional  sur- 
charge. 

The  House  of  Delegates  also  considered  the  following 
substitute  amendment  submitted  by  a Delegate  from  Essex 
County: 

RESOLVED,  that  the  Medical  Society  of  New  Jersey  and 
the  Board  of  Directors  of  MIIE  do  all  in  their  power  to 
obtain  the  acceptance  of  the  Commissioner  of  Insurance  of 
a plan  whereby  there  would  be  a certain  percentage  reduc- 
tion in  the  yearly  premium  payments  for  those  physicians 
in  the  MIIE  plan  who  are  members  of  MSNJ  or  the  New 
Jersey  Association  of  Osteopathic  Physicians  and  Surgeons. 

. . . Directed  that  Resolution  #17  and  the  sug- 
gested amendments  thereto  be  referred  to  the 
Insurance  Underwriters  of  MIIE  for  study  and 
evaluation. 

Physicians  Starting  Practice  in  New  Jersey 
(Resolution  #18) 

RESOLVED,  that  the  Medical  Society  of  New  Jersey 
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investigate  ways  that  a fund  be  established  by  the  Inter- 
Insurance  Exchange  to  loan  the  first  year’s  premiums  and 
surplus  capitalization  monies  to  all  physicians  just  com- 
pleting residency  training  who  establish  a practice  of 
medicine  or  surgery  in  New  Jersey,  to  be  paid  back  over  a 
period  of  three  years  at  no  interest. 

Reference  Committee  “C”  recommended  that  the  "re- 
solved" portion  of  Resolution  #18  be  amended  to  read  as 
follows: 

RESOLVED,  that  the  Medical  Society  of  New  Jersey 
investigate  ways  that  a fund  could  be  established  to  loan  the 
first  year's  premiums  and  surplus  capitalization  monies  to 
all  needy  physicians  who  are  about  to  establish  a practice  of 
medicine  or  surgery  in  New  Jersey  to  be  paid  back  over  a 
period  of  three  (3)  years  at  minimal  interest. 

. . . Referred  Resolution  #18  and  the  suggested 
amendment  thereto  to  the  Insurance  Under- 
writers of  MIIE  and  to  the  Business  and  Fi- 
nance Manager  of  the  Medical  Society  of  New 
Jersey  for  study  and  evaluation. 

Tort  Law  (Resolution  #30)  as  amended  by  the 
Reference  Committee. 

RESOLVED,  that  the  Medical  Society  of  New  Jersey,  in 
conjunction  with  other  friendly  interested  parties  petition 
and  work  with  the  State  Legislature  to  (1)  eliminate  the 
disciplinary  functions  from  the  tort  system  and  expand  and 
improve  other  methods  of  discipline  outside  the  tort  system, 
and  (2)  provide  for  binding  and  contractual  arbitration  if 
defendant  and  plaintiff  agree. 

. . . Referred  Resolution  #30  to  the  Standing 
Committee  on  Medical  Defense  and  Insurance. 

Reporting  of  Medicaid / Medicare  Fees  ( Sub- 
stitute Resolution  01) 

Whereas,  the  reporting  of  physicians'  Medicaid  and  Medi- 
care reimbursed  fees  has  been  widely  publicized  in  the  news 
media;  and 

Whereas,  this  reporting  has  been  manifestly  inaccurate, 
frequently  confusing  amounts  paid  to  groups  with  amounts 


paid  to  individuals;  and 

Whereas,  this  type  of  disclosure  is  frequently  inaccurate  and 
susceptible  to  gross  distortions  and  inflammatory  innuendo, 
casting  aspersions  by  the  media  and  the  public  concerning 
the  vast  majority  of  honest  and  ethical  physicians;  now 
therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of  The  Medical 
Society  of  New  Jersey  oppose  the  indiscriminate  release  of 
such  gratuitous  information  unless  it  has  relevance  to  a 
specific  allegation  of  abuse,  fraud,  or  unethical  practice, 
and  be  it  further 

RESOLVED,  that  the  Board  of  Trustees  and  our  AMA 
Delegates  take  steps  to  express  our  concern  about  this 
action. 

. . . Referred  Resolution  #21  to  the  New  Jersey 
Delegation  to  the  AMA. 

Establishment  of  a Committee  on  Blood  Pro- 
curement . . . Agreed  with  the  suggestion  of 
Reference  Committee  “G"  that  an  ongoing 
Committee  on  Blood  Procurement  would  be 
beneficial  in  lending  advice  and  support  to  the 
complex  problem  of  blood  procurement. 

Fiscal  Note  . . . Referred  the  following 
resolution,  approved  by  the  House,  to  the 
Standing  Committee  on  Finance  and  Budget: 

RESOLVED,  that  where  possible,  the  staff  of  the  Medical 
Society  of  New  Jersey  provide  a fiscal  note  on  resolutions 
and/or  reports  that  may  commit  the  Society  to  any  expendi- 
tures. (This  conforms  with  AMA  protocol.) 

Search  Committee  for  Key  State  Cabinet 
Positions  . . . Empowered  President  Begen  to 
appoint  a search  committee  to  select  suitable 
candidates  from  among  New  Jersey  physicians 
for  key  positions  in  the  State  Cabinet  — Com- 
missioner of  Health.  Commissioner  of  En- 
vironmental Protection,  and  Commissioner  of 
Human  Services. 


Support  the  Society  for 
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Where  do  you  stand  on  these  issues? 

Pro  Con 

□ □ Maternal  and  child  care  programs 

□ □ Federal  aid  to  medical  students 

□ □ Extending  private  health  insurance  to 

everyone 

□ □ Nationwide  program  of  community 

emergency  medical  services 

□ □ Reform  of  the  tort  system  of  malprac- 

tice adjudication 

□ □ Maximum  Allowable  Cost  (Drug) 

Regulations 

□ □ Health  Planning  Act  of  1974 

□ □ Federal  control  of  the  number  and 

location  of  residences 

□ □ Federal  standards  for  licensure  and 

relicensure 

□ □ Federal  national  health  service 

If  you’re  for  the  First  five  but  against  the  second 
five,  you  stand  where  the  AMA  stands. 

The  AMA  has  vigorously  supported  virtually  all 
recent  legislation  to  provide  more  and  better 
health  care  for  the  public.  The  AMA  has  just  as 
staunchly  opposed  any  plan  that  would  infringe 
on  your  right  to  practice  the  way  you  choose. 

On  such  vital  issues,  the  AMA  is  the  most  effec- 
tive and  influential  spokesman  the  profession 
has.  With  your  support,  it  can  be  even  more 
effective. 

Join  the  AMA— we  can  do  so  much  more  to- 
gether. For  complete  information  on  the  AMA 
and  AMA  Membership  write  to  Dept,  of  Mem- 
bership Development,  American  Medical  Asso- 
ciation, 535  N.  Dearborn  Street,  Chicago, 
Illinois,  60610. 


You’ve  got 

several  types  of  patients 
who  may  need 

BEROCCA.bLET 

therapy 

1. 

2. 

3.  

4.  

5.  

6. 


Match  your  list 
with  ours  ^ 
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Please  see  other  side  for  a summary  of  product 
information. 


These  are 

some  of  the  patients 
who  may  need 


BEROCCAe 


therapy 


F^only 


Balanced  high  potency  B-complex 
and  500  mg  vitamin  C 

For  nutritional  support  in: 

■ The  patient  with  chronic  disease 

■ The  patient  with  wasting  disease 

■ The  patient  with  febrile  illness 

■ The  patient  with  Gl  disorder 

■ The  patient  with  severe  burns 

■ The  patient  with  hyperthyroidism 

■ The  patient  with  diabetes 

■ The  problem  drinker 

■ The  surgical  patient 

Virtually  no  odor  or  aftertaste 
Economically  priced 


Please  see  complete  product  information,  a sum- 
mary of  which  follows: 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate 

(Vitamin  B,) 15  mg 

Riboflavin  (Vitamin  B2). . . . 15  mg 

Pyridoxine  HCI 

(Vitamin  B6i 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  ....  20  mg 
Cyanocobalamin 

(Vitamin  B12) 5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid 

(Vitamin  C)  . . . 500  mg 


Indications:  Nutritional  supplemen- 
tation in  conditions  in  which  water- 


soluble  vitamins  are  required  pro- 
phylactically  or  therapeutically 
Warning:  Not  intended  for  treatment 
of  pernicious  anemia  or  other  pri- 
mary or  secondary  anemias.  Neu- 
rologic involvement  may  develop  or 
progress,  despite  temporary  remis- 
sion of  anemia,  in  patients  with 
pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per 
day  and  who  are  inadequately 
treated  with  vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as 
indicated  by  clinical  need. 

Available:  In  bottles  of  100  and  500. 
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Just  what  do  you  get  for  your  AMA  dues? 

You  get  a package  of  personal  and  professional 
benefits  and  services  that  are  the  most  extensive 
of  any  professional  organization. 

You  get  group  insurance  programs  that  pro- 
vide coverage  at  far  lower  costs  than  individual 
coverage.  They  include:  Group  Life  Insurance, 
Excess  Major  Medical,  Disability  Income  In- 
surance, Supplemental  “In  Hospital’’  Insur- 
ance, Accidental  Death  and  Dis  memberment 
Plan,  and  Office  Overhead  Insurance. 

You  get  publications  to  keep  you  abreast  of 
medical  and  health  developments:  JAMA, 
American  Medical  News,  and  one  of  nine  spe- 
cialty journals. 

There's  the  AMA  Members  Retirement  Plan. 
Professional  practice  management  information 
and  guides.  Authoritative  legal  information. 
Continuing  medical  education.  The  nation's 
largest  physician  placement  service.  The  re- 
search resources  of  one  of  the  nation's  greatest 
medical  libraries. 

These  are  just  a few  of  the  broad  range  of  bene- 
fits you  get  for  your  dues.  Even  more  important, 
you  get  a strong  and  effective  spokesman  to 
represent  you,  your  interests,  and  your  views. 

For  complete  information  on  the  AMA  and 
AMA  Membership,  write  to  Dept,  of  Member- 
ship Development,  American  Medical  Associa- 
tion, 535  N.  Dearborn  Street,  Chicago,  Illinois, 
60610. 
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to  lower 
blood  pressure 

effectively... 


antihypertensive  therapy 


TABLETS:  250  mg,  500  mg,  and  125  mg 


ALDOMET(methyldopaimsd) 


helps  lower  blood  pressure  effectively... 
usually  with  no  direct  effect  on 
cardiac  function- cardiac  output 
is  usually  maintained 


MDOMET  is  contraindicated  in  active  hepatic  disease,  hypersensitivity  to  the  drug,  and  if 
previous  methyldopa  therapy  has  been  associated  with  liver  disorders, 
t is  important  to  recognize  that  a positive  Coombs  test,  hemolytic  anemia,  and  liver  disorders 
nay  occur  with  methyldopa  therapy.  The  rare  occurrences  of  hemolytic  anemia  or  liver  disorders 
:ould  lead  to  potentially  fatal  complications  unless  properly  recognized  and  managed.  For  more 
details  see  the  brief  summary  of  prescribing  information. 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 


MSD 


)OHME 


in  hypertension 

ALDOMET 

(METHYLDOFAIMSD) 

helps  lower 
blood  pressure 
effectively... 
usually  with  no 
direct  effect  on 
cardiac  function- 
cardiac  output  is 
usually  maintained 


Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis;  if  previous 
methyldopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings);  hypersensitivity. 
Warnings:  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyldopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20%  of 
patients  develop  a positive  direct  Coombs  test, 
usually  between  6 and  12  months  of  therapy  Lowest 
incidence  is  at  daily  dosage  of  1 g or  less.  This  on 
rare  occasions  may  be  associated  with  hemolytic 
anemia,  which  could  lead  to  potentially  fatal  com- 
plications. One  cannot  predict  which  patients  with  a 
positive  direct  Coombs  test  may  develop  hemolytic 
anemia.  Prior  existence  or  development  of  a positive 
direct  Coombs  test  is  not  in  itself  a contraindication 
to  use  of  methyldopa.  If  a positive  Coombs  test 
develops  during  methyldopa  therapy,  determine 
whether  hemolytic  anemia  exists  and  whether  the 
positive  Coombs  test  may  be  a problem  For  exam- 
ple, in  addition  to  a positive  direct  Coombs  test 
there  is  less  often  a positive  indirect  Coombs  test 
which  may  interfere  with  cross  matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable  to 
do  a blood  count  (hematocrit,  hemoglobin,  or  red 
cell  count)  for  a baseline  or  to  establish  whether 
there  is  anemia  Periodic  blood  counts  should  be 
done  during  therapy  to  detect  hemolytic  anemia.  It 
may  be  useful  to  do  a direct  Coombs  test  before 
therapy  and  at  6 and  12  months  after  the  start  of 
therapy.  If  Coombs-positive  hemolytic  anemia  oc- 
curs, the  cause  may  be  methyldopa  and  the  drug 
should  be  discontinued  Usually  the  anemia  remits 
promptly  If  not,  corticosteroids  may  be  given  and 
other  causes  of  anemia  should  be  considered.  If  the 
hemolytic  anemia  is  related  to  methyldopa,  the  drug 
should  not  be  reinstituted.  When  methyldopa  causes 
Coombs  positivity  alone  or  with  hemolytic  anemia, 
the  red  cell  is  usually  coated  with  gamma  globulin  of 
the  IgG  (gamma  G)  class  only.  The  positive  Coombs 
test  may  not  revert  to  normal  until  weeks  to  months 
after  methyldopa  is  stopped 
Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive  A positive  direct 
Coombs  test  alone  will  not  interfere  with  typing  or 


cross  matching  If  the  indirect  Coombs  test  is  also 
positive,  problems  may  arise  in  the  maior  cross 
match  and  the  assistance  of  a hematologist  or 
transfusion  expert  will  be  needed 
Fever  has  occurred  within  first  3 weeks  of  therapy, 
sometimes  with  eosinophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SGOT,  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention.  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to 
3 months  of  therapy.  In  some  patients  the  findings 
are  consistent  with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported.  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or 
jaundice  appear,  stop  therapy  with  methyldopa.  If 
caused  by  methyldopa,  the  temperature  and  abnor- 
malities in  liver  function  characteristically  have 
reverted  to  normal  when  the  drug  was  discontinued 
Methyldopa  should  not  be  reinstituted  in  such  pa- 
tients. 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen  Reversible  thrombocytopenia  has  occurred 
rarely  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur 
Patients  should  be  followed  carefully  to  detect  side 
reactions  or  unusual  manifestations  of  drug  idio- 
syncrasy. 

Use  in  Pregnancy:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  requires  that  antici- 
pated benefits  be  weighed  against  possible  risks; 
possibility  of  fetal  injury  can  not  be  excluded 
Precautions:  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings).  May  interfere  with 
measurement  of;  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported 
This  will  interfere  with  the  diagnosis  of  pheochro- 
mocytoma.  It  is  important  to  recognize  this 
phenomenon  before  a patient  with  a possible  pheo- 
chromocytoma  is  subjected  to  surgery  Methyldopa 
is  not  recommended  for  patients  with  pheochromo- 
cytoma  Urine  exposed  to  air  after  voiding  may 
darken  because  of  breakdown  of  methyldopa  or  its 
metabolites. 


Stop  drug  if  involuntary  choreoathetotic  movemen 
occur  in  patients  with  severe  bilateral  cerebrovasc 
lar  disease  Patients  may  require  reduced  doses 
anesthetics;  hypotension  occurring  during  ane 
thesia  usually  can  be  controlled  with  vasopressor 
Hypertension  has  recurred  after  dialysis  in  patien 
on  methyldopa  because  the  drug  is  removed  by  th 
procedure. 

Adverse  Reactions:  Central  nervous  systei 
Sedation,  headache,  asthenia  or  weakness,  usual 
early  and  transient;  dizziness,  lightheadednes 
symptoms  of  cerebrovascular  insufficienc 
paresthesias,  parkinsonism,  Bell's  palsy,  decreasr 
mental  acuity,  involuntary  choreoathetotic  mov 
ments;  psychic  disturbances,  including  nightman 
and  reversible  mild  psychoses  or  depression. 
Cardiovascular:  Bradycardia,  aggravation  of  angir 
pectoris  Orthostatic  hypotension  (decrease  dai 
dosage)  Edema  (and  weight  gain)  usually  relievf 
by  use  of  a diuretic.  (Discontinue  methyldopa 
edema  progresses  or  signs  of  heart  failure  appea 
Gastrointestinal:  Nausea,  vomiting,  distention,  co 
stipation,  flatus,  diarrhea,  mild  dryness  of  mouth,  so 
or  "black’’  tongue,  pancreatitis,  sialadenitis 
Hepatic:  Abnormal  liver  function  tests,  jaundic 
liver  disorders. 

Hematologic:  Positive  Coombs  test,  hemolyt 
anemia.  Leukopenia,  granulocytopenia,  thron 
bocytopema. 

Allergic:  Drug-related  fever,  myocarditis. 

Other:  Nasal  stuffiness,  rise  in  BUN,  breast  enlarg 
ment,  gynecomastia,  lactation,  impotence,  decreasr 
libido,  dermatologic  reactions  including  eczema  ar 
lichenoid  eruptions,  mild  arthralgia,  myalgia. 

Note;  Initial  adult  dosage  should  be  limited 
500  mg  daily  when  given  with  antihypertensivi 
other  than  thiazides  Tolerance  may  occur,  usual 
between  second  and  third  month  of  therapy;  i 
creased  dosage  or  adding  a thiazide  frequent 
restores  effective  control.  Patients  with  impairr 
renal  function  may  respond  to  smaller  doses.  Sy 
cope  in  older  patients  may  be  related  to  increase 
sensitivity  and  advanced  arteriosclerotic  vascul 
disease;  this  may  be  avoided  by  lower  doses 
How  Supplied:  Tablets,  containing  125  m 
methyldopa  each,  in  bottles  of  100;  Tablets,  contaii 
mg  250  mg  methyldopa  each,  in  single-un 
packages  of  100  and  bottles  of  100  and  lOOi 
Tablets,  containing  500  mg  methyldopa  each, 
single-unit  packages  of  100  and  bottles  of  100 
For  more  detailed  information,  consult  your  MS 
representative  or  see  full  prescribing  inf  or  mi 
tion  Merck  Sharp  & Dohme,  Division  of  Merck 
Co.,  Inc.,  West  Point,  Pa  19486  j6amo7(7o; 
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EMERGENCY  ROOM 
PHYSICIAN 

Immediate  Opening  in  large  teaching  hospital  — 
750  beds.  Suburban  area,  northern  New  Jersey, 
30  minutes  from  New  York  City.  Multi-specialty 
group  provides  back-up.  Prefer  career-oriented, 
full  time  Emergency  Physicians.  Good  salary, 
excellent  benefits.  Outstanding  schools,  cultural 
and  recreational  facilities. 

For  further  information  call  (201 ) 533-5500 
between  the  hours  of  9:00  a.m.  and  5:00  p.m. 

Physician  Wanted 

Licensed  New  Jersey  Physician  wanted  for 
northern  New  Jersey  industrial  clinic.  Mostly 
light  trauma.  Regular  hours— no  weekends. 
Excellent  benefits.  Submit  resume  to  Box  No. 
01 , c/o  The  Journal. 

PSYCHIATRIST 

Atlantic  Mental  Health  Center 

Seeks  3/4  to  full  time  child-adult  psychiatrist. 
Must  hold  N.J.  license.  Available  August  15, 
1977. 

Contact:  J.  W.  Halpin 

13  N.  Hartford  Avenue 
Atlantic  City,  N.J.  08401 
(609)  348-1161 

SEE 

Hospitals  pages  603,  634 

Personnel  pages  61  8,  641 

Real  Estate  pages  640,  641 

RESIDENCY  IN 
PHYSICAL  MEDICINE 
AND  REHABILITATION 

Dynamic,  young  program  with  balanced  academ- 
ic and  clinical  emphasis  under  the  supervision  of 
10  physiatrists.  Three  year  program  and  inte- 
grated internship/residency  with  opportunity  for 
research  and  pursuit  of  special  interests  both  in 
medical  school  and  private  hospital  settings. 
Stipends  from  $13,300  to  $15,200  depending  on 
qualifications.  Gl  schooling  benefits  available  for 
veterans.  We  will  pay  for  visits  in  selected  cases. 
Telephone  or  write  for  information  to: 

John  F.  Ditunno,  Jr.,  M.D.,  Director 
Department  of  Rehabilitation  Medicine 
Thomas  Jefferson  University  Hospital 
1 1th  and  Walnut  Street 
Philadelphia,  Pa.  19107 
Telephone:  (215)  829-6573 

VACANCIES  AVAILABLE  IN  THE  U.S. 
ARMY  RESERVE  MEDICAL  CORPS 

The  U.S.  Army  Reserve  has  numerous  vacancies  for 
physicians,  male  and  female,  anywhere  within  New 
York  State,  but  especially  in  the  New  York  City  area. 
Positions  are  available  in  all  military  ranks  up  through 
lieutenant  colonel.  Female  physicians  are  particularly 
encouraged  to  apply  for  this  program. 

Those  individuals  unable  to  complete  20  years  service 
by  age  60  can  be  accepted  if  they  are  willing  to  waive 
their  pension  benefits.  Individuals  with  no  prior  military 
service  are  urged  to  apply  as  are  those  who  have 
previously  served  on  active  duty  (i.e.,  U.S.  Army,  Navy 
or  Air  Force). 

Active  part-time  participation  requires  attendance  at 
up  to  12  once-monthly  weekends  per  year  plus  two 
weeks  of  active  duty  during  the  same  year. 

The  pay  is  up  to  $4,000  annually  for  a lieutenant  colo- 
nel with  20  years  service  in  the  local  Medical  Army 
Reserve. 

For  additional  information  on  your  hometown  Medical 
Army  Reserve  unit,  all  sent  to  you  without  any  obliga- 
tion, please  write  to: 

Brig.  General  Joseph  P.  Cillo,  M.D. 

8th  Medical  Brigade  USAR 
Bldg.  408,  Fort  Hamilton 
Brooklyn,  N.Y.  11252 

THE  MEDICAL  ARMY  RESERVE 
. . . PART  OF  WHAT  YOU  EARN  IS  PRIDE! 

Visit  us  at  Booth  33  at  the  1 977  Annual  Convention, 
Medical  Society  of  the  State  of  New  York 

CHOICE  SPACE 

Cherry  Hill,  New  Jersey 

New  Medical  Building  at  $5.50  square  foot. 
Near  Speedline  and  Major  Highways.  Limited 
offer. 

Call  (609)  667  4731 


OPPOSITE  PROPOSED  NEW 
HOSPITAL  SITE 
WEST  MILFORD  TOWNSHIP,  N.J. 

Sale  or  lease  8000'  modern  custom  built  for  owner 
expandable  office  building.  Suitable  for  medical  and 
professional  offices.  2 acres.  Landscaped.  Offices  paneled 
and  carpeted.  Quiet,  scenic.  Gov't,  wooded  watershed 
property  on  3 sides.  Kitchen.  A/C.  Electrically  heated 
driveway  & many  other  extras.  Ample  parking.  Near  ski 
and  recreation  areas.  1 hour  from  N.Y.C.  July  occu- 
pancy. $160,000,  long  terms  available.  $15,000  per  year 
net  lease.  Newfoundland,  N.J.  near  route  23. 

Write:  P.O.  Box  247,  Franklin,  N.J.  07416. 


MUST  SACRIFICE 
CHEAPER  THAN  RENT 


Buy  this  beautiful  Custom  Built  Tudor  style  corner  prop- 
erty, in  choice  location  of  EAST  ORANGE.  Has  large  2- 
car  brick  garage.  USE  AS  RESIDENCE  OR  IN  COMBINA- 
TION WITH  OFFICE.  Six  (6)  large  rooms— include  3 
bedrooms— deluxe  bath— 2 lavatories,  living  and  dining 
rooms,  modern  kitchen,  enclosed  porch.  Tremendous 
basement  with  all  steel  beam  construction.  Quality  brick 
and  cement  block  construction.  Beautifully  landscaped. 
— Asking  price  only  $62,500  — To  liquidate  estate  will 
consider  best  OFFER  ABOVE  $52,500— Now  here's  a 
bonus:—  Average  MONTHLY  TAXES  during  past  10  years 
have  been  less  than  rent.— Property  has  no  mortgage. 
Inspection  by  appointment  only. 

Call  (201)  992  4162 
Between  4:30  & 7:00  PM 


OCEAN  COUNTY 

5 Miles  South  of  Toms  River 

NOW  RENTING  FOR  OCTOBER  1977 
NEW  MEDICAL  AND  DENTAL  ARTS  BUILDING 
GROUND  LEVEL,  1400  sq.  ft.  (may  subdivide) 

General  Dentist  located  in  building 
Excellent  for  Group  or  Solo  practice 

For  more  information 
CALL  (609)  693  6524 


PROFESSIONAL  SPACE  AVAILABLE 

In  prestigious  NUTLEY  Professional  Building 

An  ideal  location  in  Nutley  Center 
1 suite  available  — 920  square  feet 

Call  (201)  667-6850 


SEE 

Hospitals  pages  603,  634 

Personnel  pages  61  8,  639,  641 

Postgraduate  Course  page  642 

Real  Estate  . . . page  641 


CLASSIFIED  ADVERTISEMENTS 


FAMILY  PRACTITIONER  — Part-time;  M.D.  graduate  1967, 
University  of  Pennsylvania.  Desires  permanent  affiliation  of 
2 evenings  and  Saturday  a.m.  (12-15  hours  a week).  Cam- 
den, Gloucester  County  region.  Currently  a full-time  hos- 
pital specialist.  Write  P.O.  Box  474,  Haddonfield,  New 
Jersey  08033. 


GASTROENTEROLOGIST  — Seeks  group,  GI  partnership  or 
hospital  practice.  Board  eligible  GI,  29,  ABIM,  strong 
clinical  training;  currently  solo  practice.  Contact:  Paul  V. 
Heilman,  M.D.,  24  Royal  Crest  Drive,  North  Andover, 
Mass.  01845. 


INTERNIST  — Seeks  group,  partnership  or  full  time  position. 
Available  July  1977;  board  eligible,  F.M.G.,  Diplomat 
Royal  College  of  Physicians  of  England.  1972.  Write  Box 
No.  203,  c/o  THE  JOURNAL. 


WANTED  ANESTHESIOLOGIST  — Salaried  position.  No. 
O.B.,  pleasant  working  conditions.  Northern  New  Jersey. 
Write  Box  No.  207,  c/o  THE  JOURNAL. 


WANTED  FAMILY  PRACTITIONER  - Board  certified  or  eligi- 
ble only,  for  group  practice  in  large  complete  medical  facil- 
ity adjacent  to  Rutgers  Medical  School.  Top  salary,  bonus 
and  percentage.  Call  B.  Levine,  M.D.,  A.B.F.P.  (201) 
246-1001 . East  Brunswick,  New  Jersey. 


WANTED  RADIOLOGIST  — Part-time  primarily  gastroin- 
testinal radiology.  Perth  Amboy  area.  Reply  Box  No.  201, 
c/o  THE  JOURNAL. 


FOR  SALE  — EQUIPMENT— Universal  x-ray  control  and 
transformer  100/100;  Profesc-ray  space  saver  tilt  table; 
fluoroscope.  Excellent  condition,  all  accessories.  For  private 
sale  $2,000.00.  Call  Dr.  N.  Cane  (201)684-2413. 


FOR  SALE  — EQUIPMENT  — Northern  New  Jersey  proctol- 
ogist retiring.  Modern  equipment  — Ritter  motorized  table; 
Castle  autoclave,  lamp,  sterilizer;  instruments.  Excellent 
opportunity  for  trained  proctologist  in  growing  suburban 
area.  Will  assist  with  introductions.  Reply  Box  No.  03,  c/o 
THE  JOURNAL. 


FOR  SALE- Home/Office  — Paramus,  Bergen  County, 
Triple  A location.  Gracious  10  year  old  colonial  bi-level 
home/office.  Forest  Avenue  corner  with  150’  frontage.  6 
room  office  suite  with  separate  entrance  and  parking.  House 
has  4 bedrooms,  living  room,  dining  room  leading  to  a 
20’  x 20’  tree  top  terrace.  Eat-in-kitchen,  family  room  and 
2 car  garage.  4 baths.  Beautifully  landscaped  and  main- 
tained. Gas  hot-water  heat,  central  air,  burglar/fire  alarm, 
among  many  extras  too  numerous  to  mention.  Fine  schools, 
low  taxes,  walking  distance  to  houses  of  worship  and  central 
to  over  8 area  hospitals.  15  minutes  to  New  York  City. 
$129,500.  Call  (201)  262-2058. 


WANTED  PHYSICIAN  — To  join  a busy  Family  Practice  as 
soon  as  possible  in  Paterson  area.  Physicians  licensed  in 
New  Jersey,  if  interested,  can  apply  to  this  address:  Dr. 
Mohammad  A.  Meah,  M.D..  293  Broadway,  Paterson, 
New  Jersey  07501 . 


WANTED  INTERNIST  OR  FAMILY  PRACTITIONER  - To  join 
expanding  General  Surgeon  in  excellent  3,000  feet  large 
modern  office  with  lab,  x-ray  and  physio-therapy  facilities. 
North  Arlington,  New  Jersey.  Reply  Box  No.  202,  c/o  THE 
JOURNAL. 


FOR  SALE  — Home/Office,  South  Amboy;  with  equipment. 
Walking  distance  to  hospital.  Ideal  for  GP  or  Internist. 
$42,000.  Call  (201)985-0489. 


OFFICE  SPACE—  Matawan,  Monmouth  County,  Central 
New  Jersey.  Located  in  a busy  Professional  Building,  1200 
square  feet  of  offices  presently  set  up  for  Pediatric  Practice 
complete  with  partitions,  plumbing,  etc.  or  could  be  con- 
verted to  other  professional  use.  For  further  information 
call  (201)  566-2396. 


OFFICE  SPACE— Metuchen;  Medical  office  fully  equipped. 
5 rooms,  waiting,  consultation,  3 treatment,  darkroom. 
Centrally  located,  5 minutes  to  JFK  Medical  Center.  Close 
to  4 other  hospitals  serving  residential  and  industrial  area. 
Call  (201)  549-2172,  evenings. 


WANTED  OPHTHALMOLOGIST -To  do  medical  ophthal- 
mology, refractions,  assist  in  surgery.  New  Jersey  Shore 
area.  Ideal  for  semi-retired  individual.  Pay  own  share  of 
expenses  or  salary  as  desired.  Reply  to  Box  No.  02,  c/o 
THE  JOURNAL. 


OFFICE  MANAGEMENT- Physicians  office  management 
advisory  service.  Write  Albert  Abraham,  M.D.,  Cromwell 
Consultants,  1 1 Cromwell  Drive,  Convent  Station.  New 
Jersey  07960. 


Information  for  Members  — RATES:  — $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in  advance.  WORD 
COUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated  numbers,  groups  of  numbers,  hyphen- 
ated words.  Count  name  and  address  as  five  words,  telephone  number  as  one  word,  and  “Write  Box  No.  000,  c/o  THE  JOURNAL"  as  six 
words,  COPY  DEADLINE:  Fifth  of  preceding  month. 


SEE 
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POSTGRADUATE  COURSE  FOR  PHYSICIANS 


Recent  Advances  in  Internal  Medicine  and  Therapeutics  R’v 


Twenty-Second  Series 


JUl 

<iJ  1977 


Sponsored  by 


The  Academy  of  Medicine  of  New  Jersey,  The  New  Jersey  State  and 
Middlesex  County  Chapters  of  the  American  Academy  of  Family  Physicians 
and  the  Middlesex  General  Hospital,  New  Brunswick. 


MEETING  PLACE:  Auditorium,  Middlesex  General  Hospital.  180  Somerset  Street,  New 
Brunswick,  New  Jersey 

Dates:  Wednesdays,  9-1 1 a.m.,  starting  September  21,  1977  and  ending  May  31,  1978. 


Beginning  this  September  and  ending  the  last  Wednesday  in  May,  1978  the  Postgraduate 
Course  “Recent  Advances  in  Internal  Medicine  and  Therapeutics"  will  be  given  as  in  previous 
years  at  Middlesex  General  Hospital  in  New  Brunswick.  The  Course  is  sponsored  by  the  New 
Jersey  State  and  Middlesex  County  Chapters  of  the  American  Academy  of  Family  Physicians, 
the  Academy  of  Medicine  of  New  Jersey  and  the  Middlesex  General  Hospital. 

The  Course  provides  university  credit  toward  meeting  the  requirement  of  the  AAFP  (totalling 
72  points  for  the  36  sessions)  and  the  Continuing  Education  requirement  of  the  Medical 
Society  of  New  Jersey  (72  hours)  for  AM  A accreditation. 

As  in  previous  years  the  22nd  year  of  the  Course  is  designed  to  provide  clear  and  concise  re- 
views of  important  advances  in  internal  medicine  that  are  of  practical  interest  to  internists  and 
primary  physicians  in  family  practice.  All  36  of  the  two-hour  Wednesday  sessions  are  presented 
by  outstanding  physicians  of  the  medical  faculties  of  New  York,  Boston,  Philadelphia  and 
other  metropolitan  medical  centers.  During  the  sessions  opportunity  is  given  to  discuss  with  the 
speakers  those  aspects  of  clinical  problems  that  arise  in  the  care  of  individual  patients.  In 
1977-1978  the  Course  will  be  devoted  to  discussions  of  Circulatory  Disorders,  Neuropsychiatry 
and  Neurology,  Endocrinology  and  Metabolism,  Gastrointestinal  and  Urogenital  Disorders, 
Infection  and  Immunology,  Treatment  of  Pain,  and  other  subjects. 


IF  YOU  ARE  INTERESTED  IN  ENROLLING  AND  HAVE  NOT  RECEIVED  AN 
APPLICATION  FORM  IT  IS  IMPORTANT  THAT  YOU  WRITE  IMMEDIATELY  TO 
THE  CHAIRMAN  OF  THE  COURSE,  DR.  S.E.  MOOLTEN,  MIDDLESEX  GENERAL 
HOSPITAL,  NEW  BRUNSWICK,  NEW  JERSEY  08903. 


The  fee  for  the  entire  Course,  (36  sessions)  is  $200,  for  interns  and  residents  $60. 


BEHIND  EVERY  CAPSULE  OF 

LIBRIUIVT  * 

chlordiazepoxide  HCI/Roche 

ARE  THESE  AND  OTHER 
ROCHE  SERVICES: 


INFORMATION. 

RETRIEVE,  the  Roche 
computer  literature 
retrieval  system,  provides 
quick  access  to  more 
than  15,000  published 
Ters  on  Librium  (chlordiazepoxide  HC1) 
d other  Roche  products. 


CONSULTATION. 

An  active  Professional 
Services  Department  to 
answer  any  inquiries 
about  Librium  and 
other  Roche  products 
and  services. 


ore  prescribing,  please  consult  complete 
duct  information,  a summary  of  which 
ows: 

ications:  Relief  of  anxiety  and  tension 
urring  alone  or  accompanying  various 
ease  states. 

Vindications:  Patients  with  known 
>ersensitivity  to  the  drug, 
nings:  Caution  patients  about  possible 
nbined  effects  with  alcohol  and  other 
S depressants.  As  with  all  CNS-acting 
gs,  caution  patients  against  hazardous 
upations  requiring  complete  mental 
rtness  (e.g.,  operating  machinery,  driv- 
).  Though  physical  and  psychological 
jendence  have  rarely  been  reported  on 
ommended  doses,  use  caution  in  ad- 
listering  to  addiction-prone  individuals 
hose  who  might  increase  dosage;  with- 
wal  symptoms  (including  convulsions), 
Dwing  discontinuation  of  the  drug  and 
ilar  to  those  seen  with  barbiturates, 
e been  reported. 

/sage  in  Pregnancy:  Use  of  minor  tran- 
uilizers  during  first  trimester  should 
Imost  always  be  avoided  because  of 
lcreased  risk  of  congenital  malforma- 
ions  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
istituting  therapy;  advise  patients  to 
iscuss  therapy  if  they  intend  to  or  do 
ecome  pregnant. 

cautions:  In  the  elderly  and  debilitated 
I in  children  over  six,  limit  to  smallest 
sctive  dosage  (initially  10  mg  or  less  per 
) to  preclude  ataxia  or  oversedation,  in- 


EMERGENCY. 

Physicians  and  pharma- 
cists are  available 
24  hours  a day  to  assist 
you  in  the  event  of  a 
medical  emergency.  The 

number  to  call  is  201-235-2355. 

YOUR  ROCHE 
REPRESENTATIVE 

Is  always  ready  to 
help  you  get  the 
most  out  of  the  many 
benefits  offered  to 

you  by  Roche  Laboratories. 


5mg,10mg,  25mg  capsules 

Libritabs®  (chlordiazepoxide)  & 
available  in  5 mg,  10  mg,  25  mg  tablets 

creasing  gradually  as  needed  and  tolerated. 
Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotro- 
pics seems  indicated,  carefully  consider  in- 
dividual pharmacologic  effects,  particularly 
in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagu- 
lation have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at 


the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregu- 
larities, nausea  and  constipation,  extrapy- 
ramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  con- 
trolled with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests  advis- 
able during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  max- 
imum beneficial  effects.  Oral— Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or 
10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10.  Libritabs® 
(chlordiazepoxide)  Tablets,  5 mg,  10  mg 
and  25  mg  -bottles  of  100  and  500.  With 
respect  to  clinical  activity,  capsules  and 
tablets  are  indistinguishable. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 

Please  see  following  page. 
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preceding  p'afcg 
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ofproducf 
information-. 


PREDICTABILITY 

An  extensive  pattern  of  _ 
favorable  patient  response 


SAFETY 

Seldom  associated  with, 
serious  side  effects 


PERFORMANCE 

Proven  effectiveness  within 
a wide  safety  margin 


CONCOMITANTUSE 

Little  or  no  interference  witl 
many  primary  medications 


EXPERIENCE 


, More  than  a decade  and  a 
^ half  of  effective  clinical  use 


THIS  IS  WHAT  MAKES 

LIBRIUM  LIBRIUM  ® 

chlordiazepoxide  HCI/Roche 
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Endorsed  Insurance  Plans 


NEW  HIGHER 
LIMITS 

$4600  Monthly  Accident  and  Health 

TAX  DEDUCTIBLE 
PREMIUM 

$2500  Professional  Overhead  Expense  Plan 

INCREASED 
FROM  $150,000 

$250,000  Term  Life  Insurance 

$250,000 

COVERAGE 

Quarter-Million-Dollar  Major  Expense  Plan 

HIGH  LIMITS— 

$200,000  Six  Point  High-Limit,  Accidental 

LOW  COSTS 

Death,  Dismemberment,  Total  Disability 

EXTRA  MONEY 
WHEN  HOSPITALIZED 

$60  a day  Hospital  Money-Indemnity  Plan 

$7500—15o/o 

$7500  Tax-deductible  KEOGH  Plan  and 
Corporate  Master  Plan 

CHECK  THIS  LIST  AGAINST  YOUR  COVERAGES  . . . ASK  FOR  FREE 
NO-OBLIGATION  INFORMATION  ABOUT  THE  NEW  MONEY-SAVING  PLAf' 


E.  & W.  M,  WKSTKEX  YCEXCY.  INC. 


E.  & W.  BLANKSTEEN 

75  MONTGOMERY  STREET  • JERSEY  CITY,  N.J.  07302 
(201)  333-4340 


When  impotence  due  to 


androgenic  deficiency 
is  driving  them  apar 


Android- 5 
Android- 10 
Android- 25 


Buccal 

Tabs 


Methyltestosterone  U.S.P.  - 5,  10,  25  mg. 


New  Double-Blind  Study 
ANDROID-25  vs.  Placebo* 


* WRITE  FOR  REPRINT:  R B Greenblatl,  M D ; R Witherington,  M D I.  B 
Sipahioglu,  M D Hormones  for  Improved  Sexuality  in  the  Male  and  Female 
Climacteric.  Drug  Therapy.  Sept.  1976. 

Is  there  a true  aphrodisiac9  How  effective  are  androgens  in  the  management  of  the 
male  climacteric  and  male  impotence?  Article  discusses  the  psychophysiological  and 
hormonal  changes  in  the  elderly  male  and  female  and  therapeutic  considerations 
The  effectiveness  of  methyltestosterone  in  the  management  of  male  impotence  was 
confirmed  by  a cross-over,  double-blind  study  using  a placebo  and  Android-25 

DESCRIPTION:  Methyltestosterone  is  17/J-Hydroxy- 
17-Methylandrost-4-en-3-one  ACTIONS:  Methyltesto- 
sterone is  an  oil  soluble  androgenic  hormone 
INDICATIONS:  In  the  male:  1.  Eunuchoidism  and 
eumchism  2.  Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency  3 Impotence  due  to 
androgenic  deficiency  4 Post-puberal  cryptochidism 
with  evidence  of  hypogonadism  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SGOT  levels,  have 
been  reported  after  Methyltestosterone  These  changes 
appear  to  be  related  to  dosage  of  the  drug  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease  In  treating  males  for  symptoms  of  climacteric. 


(methyltestosterone  25  mg  ).  on  20  males.  50  years  of  age  or  older  who  complained  of 
secondary  impotence  Patients  received  a series  of  placebo  then  Android-25,  or 
Android-25  then  placebo  as  follows  1 tablet/30  days:  2 tablets/30  days:  3 tablets/30 
days  Sexual  response  was  evaluated  0 = no  change:  + = 25%  improvement:  + - = 
50%  improvement,  - - + = 75%  improvement  Placebo  effectiveness  was  - or  - ^ in 
12  7%  of  trials  Android-25  elicited  a + . + + or  + + + response  in  47.2%  of  trials 
There  was  often  a dose  related  response  not  observed  with  the  placebo  This  effect 
was  not  observed  in  younger  patients  (age  28-45  years). 


REACTIONS:  Cholestatic  |aundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma. 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Pnapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia. 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
requirements  Daily  requirements  are  best  administered 
m divided  doses  The  following  is  suggested  as  an 
average  daily  dosage  guide  In  the  male:  Eunuchoidism 
and  eunuchism.  10  to  40  mg  : Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency.  10  to  40  mg 
Postpuberal  cryptorchism.  30  mg  REFERENCE:  Robert 
B.  Greenblatt.  M.D.,  and  D.  H.  Perez,  M.D.:  The 
Menopausal  Syndrome  Problems  of  Libido  in  the 
Elderly,  pp  95-101  Medcom  Press.  NY,  1974  HOW 
SUPPLIED:  5.  10.  25  mg  in  bottles  of  60.  250  Rx  only 


avoid  stimulation  to  the  point  of  increasing  the  nervous, 
mental,  and  physical  activities  beyond  the  patients 
cardiovascular  capacity  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast  Contraindicated  in  the  presence  of  severe  liver 
damage  WARNINGS:  If  priapism  or  other  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
ejaculatory  volume  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development  Hypersensitivity  and  gynecomastia  may 
occur  rarely  PBI  may  be  decreased  in  patients  taking 
androgens  Hypercalcemia  may  occur,  particularly  during 
therapy  for  metastatic  breast  carcinoma  If  this  occurs, 
the  drug  should  be  discontinued  ADVERSE 


(BROlVJJfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  Sixth  Street,  Los  Angeles,  California  90057 
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Embark  on  an  Adventure  in  Medical  Education 

ACP-MKSAP IV  Postgraduate  Courses 

Beginning  this  August,  the  American  College  of  Physicians  will  sponsor  23  intensive,  five-day  post- 
graduate courses  based  on  the  College's  latest  Medical  Knowledge  Self-Assessment  Program,  MKSAP 
IV. 

An  outstanding  faculty  has  been  lined  up  by  the  ACP  in  connection  with  the  medical  schools  in  each 
area.  The  courses  have  been  divided  into  1 0 three-hour  sessions  covering  the  developments  since  1971 
in  the  disciplines  of  internal  medicine  (allergy  and  immunology,  cardiovascular  diseases,  endocrinology 
and  metabolism,  gastroenterology,  hematology-oncology,  infectious  diseases,  nephrology,  neurology, 
pulmonary  diseases,  and  rheumatology). 

The  program  for  each  course  will  be  based  on  the  MKSAP  IV  Syllabus  and  selected  multiple-choice 
questions.  (It  will  be  extremely  helpful  to  have  the  MKSAP  IV  Syllabus  and  question  books  with  you 
for  the  course.) 


Registration  is  limited,  so  it  is  advisable  to  indicate  several  choices.  The  MKSAP  IV  Postgraduate 
Courses  promise  to  be  an  experience  in  continuing  medical  education  that  you  will  not  soon  forget! 


COURSE 

DATES 

LOCATION 

CODE  # 

August 

15-19 

Atlanta,  Georgia 

701 

15-19 

Burlington,  Vermont 

702 

15-19 

New  York,  New  York 

703 

22-26 

Birmingham,  Alabama 

704 

29- Sept.  2 

Baltimore,  Maryland 

705 

29- Sept.  2 

Seattle,  Washington 

706 

September 

7 11 

Ann  Arbor,  Michigan 

707 

7-1 1 

Richmond,  Virginia 

708 

" t 1 I t 

odl  O U i sU IJ  L-dll  i ui  ina 

/ U9  " 

14-18 

Kansas  City,  Missouri 

710 

7 11 

— Uaravtife  ,l*ustaenu  setts 

/ f t 

26-30 

Los  Angeles,  California 

712 

26  30 

Philadelphia,  Pennsylvania 

713 

26-30 

Rochester,  Minnesota 

714 

26-30 

Washington,  DC 

715 

October 

1-5 

Montauk  Point,  L.I.,  NY 

716 

3-7 

Cincinnati,  Ohio 

717 

3-7 

Denver,  Colorado 

718 

3-7 

Houston,  Texas 

719 

3-7 

Pittsburgh,  Pennsylvania 

720 

10-14 

Chicago,  Illinois 

721 

17-21 

Cleveland,  Ohio 

722 

17-21 

New  Orleans,  Louisiana 

723 

REGISTRATION  FORM 


Please  enroll  me  in  the  ACP-MKSAP  Course 


ef 


Check  one 
Course  fee  I |( A) 
□(B) 
□(C) 
□(D) 


$140  00  ACP  Members 
70.00  ACP  Associates 

200.00  Non-member  physician 

140.00  Resident  or  Research  Fellow 


(1st  choice) 
(2nd  choice) 
(3rd  choice) 


Please  fill  in 


Cour 

□ 

n 

se  Code  # 

□ □ 

Location 

n n 

I 

□ □ c 

1 

(Name) 


(Address) 


Enclosed  is  my  check  for  $ 

(To  avoid  delay,  enclose  proper  fee) 

Registrar 

American  College  of  Physicians 
4200  Pine  Street 
Philadelphia,  PA  19104 


(Zip) 
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MEDICAL  SCHOOL 


Clinical  Anesthesia  Today  (CAT  III) 

Tuition  $200*  September  1 6-1 8 

For  practitioners  and  nurse  anesthetists  to  improve  and  update 
skills  in  clinical  anesthesia.  Stress  is  on  new  management  and 
care  concepts,  especially  in  circulation,  respiration,  anesthetic 
agents,  obstetrics,  neuroanesthesia  and  pediatrics.  Includes 
group  workshops  in  respiratory  care  and  a special  session  on 
government  regulation  and  malpractice.  Review  will  assist  in 
preparation  for  the  ADA  oral  examination.  Tuition  $100  for 
residents  and  nurse  anesthetists.  (21  AAA  A Category  1 credit 
hours.) 

Clinical  Rheumatology  for  Primary  Physicians 

Tuition  $165*  October  9-10 

Practical  knowledge  and  application  of  the  newest  developments 
in  the  diagnosis  and  treatment  of  the  rheumatic  diseases.  Special 
attention  to  the  more  common  disorders  such  as  rheumatoid 
arthritis,  gout,  osteoarthritis  and  various  musculoskeletal 
syndromes.  Problem  cases  are  presented  and  discussed.  Several 
concurrent  lectures  in  Spanish  are  offered.  (14  AAFP  prescribed 
hours,-  14  AMA  Category  1 credit  hours.) 

Introduction  to  Medical  Genetics 
for  Primary  Physicians 

Tuition  $165*  October  11-12 

Basic  concepts  and  genetic  terminology  are  defined.  Differential 
diagnosis  with  emphasis  on  inborn  errors  of  metabolism  is  re- 
viewed with  special  attention  to  practical  application  in  clinical 
situations.  Office  counseling  and  treatment  including  dietary 
and  replacement  therapy  and  the  implications  of  genetic  screen- 
ing are  considered  (14  AAFP  prescribed  hours,-  14  AAAA  Cate- 
gory 1 credit  hours). 

General  Diagnostic  Radiology 

Tuition  $275  October  10-14 

An  in-depth  survey  of  all  subspecialties  of  diagnostic  radiology 
including  neuroradiology  and  bone  and  joint  radiology.  Basic 
concepts  and  practical  clinical  applications  are  reviewed  with 
particular  attention  to  currently  accepted  procedures  as  well  as 
newer  developments,  e.g.,  computerized  tomography  and  its 
application  to  the  trunk  and  head.  A refresher  course  for 
practicing  radiologists  and  a review  for  candidates  preparing 
for  radiology  exams.  Tuition  $175  for  residents,  fellows  and 
military  personnel.  (30  AMA  Category  1 credit  hours.) 

Dermatological  Diagnosis  & Management  For 
The  Primary  Physician 

Tuition  $200*  October  26-28 

Common  dermatologic  problems  are  considered  with  emphasis 
on  unraveling  diagnostic  possibilities  in  a presenting  complaint 
and  providing  relief  of  the  patient's  symptoms  while  the  evalua- 
tion is  underway.  Format  includes  clinical  presentations  and  a 
workshop  on  therapeutics.  (21  AAFP  prescribed  hours;  21  AMA 
Category  1 credit  hours.) 


Introduction  to  Echocardiography 

Tuition  $165*  October  20-21 

Basic  physical  concepts  of  sound  and  ultrasound  are  reviewed, 
echocardiographic  equipment  is  described  and  demonstrated 
and  examination  techniques  are  illustrated.  Indications  for 
examination  in  adults  and  children  are  presented  and  the 
echocardiographic  patterns  of  patient  problems  commonly  seen 
in  practice  are  examined.  Assumes  no  previous  experience  with 
the  subject.  Will  assist  physicians  evaluate  their  patients' 
echocardiograms  and  intelligently  interpret  the  literature.  (14 
AAFP  prescribed  hours;  14  AMA  Category  1 credit  hours.) 

Office  Management  of  Common  Orthopedic 
Problems  for  Emergency  Department  and 
for  Primary  Physicians 

Tuition  $165*  October  22-23 

An  intensely  practical  review  of  the  diagnosis  and  management 
of  common  orthopedic  problems  as  seen  in  the  office  and 
emergency  room.  Topics  include  neck  and  shoulder  pain,  hand 
trauma,  low  back  pain  and  disc  disease,  the  painful  hip,  the 
painful  knee,  the  sprained  ankle,  common  foot  problems  and 
frequently  missed  fractures.  Instructors  stress  their  personalized 
approach  to  diagnosis  and  management.  (14  AAFP  prescribed 
hours;  14  AMA  Category  1 credit  hours.  Emergency  Medicine 
credit  pending.) 

Hypnosis  in  Clinical  Practice 

Tuition  $165*  October  29-30 

A practical  demonstration  on  how  and  when  to  employ  hyp- 
nosis in  office  practice.  The  use  of  the  Hypnotic  Induction  Profile 
(test  and  measure  of  hypnotizability)  is  taught  as  a diagnostic 
fool  and  a therapeutic  agent  in  the  treatment  of  smoking,  weight 
control,  management  of  pain,  seizure  disorders,  control  of 
breathing  disorders,  blood  pressure,  functional  cardiac  arrhyth- 
mias and  the  management  of  phobic  reactions.  The  relation  of 
hypnosis  to  TM,  yoga,  biofeedback  and  acupuncture  is  ex- 
amined. (14  AAFP  prescribed  hours,-  14  AMA  Category  1 credit 
hours.) 

Additional  Courses  — Fall  1977 

• Management  of  the  Alcoholic  and  the  Alcohol  Abuser  — 

Oct.  13-15 

• Internal  Medicine:  An  In-Depth  Review — Jan. -April,  1978 

• Diagnosis  of  Inflammatory  Skin  Diseases  (dermatologists, 

pathologists)  — Oct.  13-15 

• Helping  Children  Cope— Oct.  1 5 

• Hotchkiss  Symposium  on  Male  Infertility—  Nov.  5-6 

• Diagnosis  of  Muscular  Disease  for  Primary  Physicians  — 

Nov.  1 1 

• Neurosurgery/New  York  City  1977  — Nov.  28-Dec.  1 

• Urodynamics  — Dec.  3-6 

• Clinical  Diagnosis  of  Neuromuscular  Disease  — Dec.  8-9 

• Tuition  includes  continental  breakfast,  lunch  and  refreshments, 
and  written  materials. 


For  more  detailed  information  write  or  phone:  Registra- 
tion Department,  NYU  Post-Graduate  Medical  School, 
550  First  Avenue,  New  York,  NY  10016;  (212)  679-3200, 
Ext.  4038. 


Pediatric  Drops 


100  mg. /ml. 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


500738 


EDITORIALS 

Medicare  and 
Medicaid  Fraud 

A front-page  photograph  of  a recent  issue  of 
The  New  York  Times  portrayed  eleven  podia- 
trists handcuffed  and  chained  together  — “stand- 
ard procedure  when  moving  a group  in  a felony 
arrest.”  This  group  was  indicted  on  “charges 
of  conspiracy  and  attempted  bribery.”  The  in- 
vestigators attributed  the  bribery  scheme  to  the 
group’s  attempt  to  block  New  York  State’s 
proposal  to  eliminate  podiatry  services  from 
Medicaid  coverage. 

A Philadelphia  physician  pleaded  guilty  to 
fraudulent  billing  of  Medicare  and  receiving 
payments  for  services  allegedly  performed  in 
his  office.  The  court  sentenced  him  to  a sizable 
fine,  probation  for  five  years,  coupled  with 
thrice-weekly  charity  work.  Another  physician 
was  sentenced  to  a Federal  prison  term  for  sim- 
ilar dishonest  practices— with  devastating  ef- 
fects on  his  wife  and  children. 

What  can  one  say  about  Medicare  or  Medicaid 
fraud?  Can  one  explain  it,  justify  it,  or  excuse 
it?  Can  one  countenance  mail  fraud,  bank  em- 
bezzlement, income  tax  evasion,  or  election 
frauds? 

Fraud  is  an  intentional  breach  of  the  law  — 
a perversion  of  truth  — which  entails  deception 
for  the  purpose  of  gain.  Medicare  and  Medicaid 
fraud  violate  both  state  and  federal  law  — a not 
inconsiderable  endangerment. 

There  is  no  ethical,  moral,  social,  constitu- 
tional, or  other  justification  for  a physician  to 
break  the  laws  relating  to  Medicare  and  Medi- 
caid. The  small  proportion  of  physicians,  podia- 
trists, and  other  health  professionals  who  have 
been  punished  for  such  infractions  have  the  rest 
of  their  lives  to  realize  that,  but  how  does  one 
explain  such  actions  to  his  family,  to  his  pa- 
tients, to  himself? 


Most  physicians— like  most  podiatrists,  den- 
tists, and  lawyers  — are  honest.  In  every  group 
of  human  beings  there  will  be  those  who  parti- 
cipate in  illegal,  criminal,  immoral,  or  unethi- 
cal behavior  patterns.  Predictably,  however,  the 
image  of  many  may  be  tainted  by  the  miscon- 
duct of  a few. 

There  is  no  place  in  medical  practice  or  medical 
research  or  medical  education  for  the  circuitous 
illogical  reasoning  which  may  seem  to  justify 
falsification  of  clinical  records,  laboratory  re- 
sults, or  research  findings.  When  temptation 
appears,  the  final  test  is  not  difficult.  Was  it 
worth  the  overwhelming  stress  of  study  in  high 
school  and  college,  the  pressures  of  medical 
school  interviews  and  applications,  the  rigors  of 
medical  education,  internship,  and  post-gradu- 
ate study,  the  denial  of  personal  and  family 
pleasures  to  reach  a professional  zenith  from 
which  one  may  be  toppled  by  monetarily-based 
misconduct?  The  answer,  fortunately,  is  quite 
clear  to  the  vast  majority  of  the  medical  profes- 
sion. Hopefully,  the  same  conclusion  should  be 
clear  to  the  general  citizenry  at  large  and  to  our 
governmental  representatives  who  should  recog- 
nize that  most  physicians  do  not  participate  in 
Medicare  or  Medicaid  fraud. 

These  situations  are  indeed  unfortunate.  The 
medical  profession  must  condemn  such  mis- 
conduct whenever  and  wherever  it  occurs.  A.K. 

Prison  Medicine  in 
New  Jersey  and  in  the 
United  States 

In  Milwaukee  this  month  the  American  Medi- 
cal Association  is  sponsoring  a national  confer- 
ence dealing  with  “health  care  in  jails.”  The 
conference  is  related  to  a pilot  program  “to 
improve  medical  care  and  health  services  in  the 
jails”  in  six  states.  The  project,  which  is  spon- 
sored and  staffed  by  the  AMA  with  a financial 
grant  from  the  Law  Enforcement  Assistance 
Administration  of  the  U.S.  Department  of 
Justice,  involves  the  state  medical  societies  in 
Georgia,  Indiana,  Maryland,  Michigan,  Wash- 
ington, and  Wisconsin. 
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New  Jersey  recently  had  some  experience  with 
purported  “negligent  medical  care”  of  a dia- 
betic prisoner  in  the  State  Prison  at  Trenton. 
The  result  of  a court  hearing  was  the  cancella- 
tion of  10  years  of  a 10  to  12-year  imprisonment 
by  the  sentencing  judge,  based  on  his  decision 
that  the  prisoner  could  not  receive  adequate 
care  for  his  diabetes.  This  case  was  similar  to 
“some  successful  lawsuits  on  behalf  of  prisoners 
in  which  a federal  court  ruled  that  inadequate 
medical  care  constituted  cruel  and  unusual  pun- 
ishment, and  was  a violation  of  inmates’  con- 
stitutional rights.”* 

Evaluation  of  the  quantity  and  quality  of  medi- 
cal care  in  New  Jersey  prisons  is  not  an  easy 
task— just  as  the  provision  of  such  care  by  phy- 
sicians, nurses,  technicians,  and  paramedical 
assistants  is  not  a simple  matter.  By  their  very 
nature,  prisoners  in  general  tend  to  be  manipu- 
lative, uncooperative,  non-compliant,  evasive, 
and  even  hostile  to  those  health  professionals 
who  are  trying  to  help  them.  Unfortunately,  de- 
cisions such  as  those  described  above,  which  are 
humane,  tend  to  encourage  the  manipulative 
prisoner  to  become  more  so  in  the  hope  of  gain- 
ing early  release  on  grounds  of  inadequate 
health  care.  This  is  especially  true  of  those  pris- 
oners with  chronic  diseases  such  as  diabetes,  in 
which  patient  cooperation  is  so  important.  Diet, 
for  example,  can  be  altered  grossly  by  the  pris- 
oners through  the  barter  or  sale  of  food  items, 
and  some  prisoners  have  refused  to  permit 
nurses  to  give  injections  of  insulin  and  have  re- 
fused to  permit  performance  of  blood  tests. 
Urine  tests  are  easily  distorted. 

In  crisis-intervention  fashion,  the  New  Jersey 
Department  of  Corrections,  the  Superintendent 
and  the  Medical  and  Clinical  Directors  of  the 
Trenton  State  Prison,  and  the  Medical  Consul- 
tant to  the  Department  of  Human  Services  in- 
stituted a program  of  reform  for  diabetes  care. 
This  included  intensive  training  of  professional 
and  staff  members  in  diabetes  management,  a 
new  method  of  rapid  blood  glucose  determina- 
tions, inauguration  of  dietetic  services  with 
development  of  special  diets  for  diabetics,  an 


*AMA,  Director  of  Public  Relations  News  Release,  May 
30,  1977 


identification  system  for  diabetic  prisoners,  and 
so  on.  Although  this  program  is  commendable 
and  a start  in  the  right  direction,  there  is  much 
more  to  be  done  relative  to  chronic  diseases  and 
even  for  geriatric  problems.  Some  prisoners 
remain  incarcerated  well  into  their  sixties;  there 
was  one  past  ninety. 

The  national  pilot  program  “seeks  improve- 
ment in  health  care  in  jails,  and  a long-range 
objective  is  development  of  a national  accredita- 
tion system  for  jail  medical  programs,  similar 
to  accreditation  programs  now  in  force  for  hos- 
pitals and  medical  schools.”  In  the  meantime 
one  must  make  a plea  for  reason.  In  evaluating 
health  care  in  prisons,  one  must  not  judge  its 
quality  against  the  standard  of  health  care  in 
the  outside  world.  To  be  fair,  one  must  com- 
pare one  prison’s  medical  service  against  an- 
other prison  — not  against  a university  hospital 
or  out-patient  department.  The  national  accred- 
itation system  is  a sensible  one  which  obviously 
will  adhere  to  this  concept. 

A former  Georgia  governor  once  complained 
that  the  problem  in  that  state  was  not  a poor 
prison  system  but  a low  class  of  prisoners.  Be 
that  as  it  may.  New  Jersey  jails  and  prisons  have 
human  beings  behind  their  bars  and  they  are 
entitled  to  health  care  services.  The  Medical 
Society  of  New  Jersey  should  be  cognizant  of 
the  national  program  and  its  recommendations 
and  assist  in  the  development  of  high-level  pri- 
son medicine  in  our  state.  A.K. 


Have  You  No  Complaints? 

At  the  211th  Annual  Meeting  of  MSNJ.  the 
report  of  the  Membership  Inquiries  and  Com- 
plaint Committees  was  accepted  and  filed  in  the 
House  of  Delegates.  The  chairman  pointed  out 
that  the  services  of  the  committees  are  under- 
utilized and  suggested  that  this  be  brought  to 
the  attention  of  the  membership  at  large. 

The  original  impetus  for  the  establishment  of  an 
inquiry  and  complaint  mechanism  came  in  the 
form  of  a resolution  from  the  Essex  County 
Medical  Society  to  a special  session  of  the 
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House  of  Delegates  in  December  1972.  The 
resolution  was  adopted  and  referred  by  the 
Board  of  Trustees  to  the  Executive  Committee 
for  implementation.  Committees  called  for  in 
the  resolution  were  established  and  a third- 
party  membership  complaint  form  — a master- 
piece of  simplicity  — was  prepared  and  supplied 
to  all  county  societies. 

Any  MSNJ  member  who  has  a specific  prob- 
lem with  a carrier  or  intermediary,  whether  it 
be  Medicare,  Medicaid,  Blue  Shield,  or  other, 
should  avail  himself  of  the  Society’s  service.  If 
you  have  a complaint,  let  it  be  known.  If  you 
are  uncertain,  write  or  call  Mr.  Joseph  C. 
Lucci,  Executive  Assistant  at  MSNJ’s  offices  in 
Trenton.  A.K. 


Audit  the  Audits 

The  hospital-medical  audit  is  a fact  of  life.  Be 
that  as  it  may,  one  still  may  be  inquisitive. 

Do  audits  do  any  good?  Do  they  teach  physi- 
cians, nurses,  and  other  health  personnel  any- 
thing? Do  the  hospital  administrators  or  the 
Boards  of  Trustees  benefit  from  medical  audits? 
Do  audits  provide  a prospective  advantage  to 
patients  yet  untreated?  Do  they  control  costs  or 
curtail  over-utilization? 

The  answers  to  these  questions  are  not  readily 
available.  Nor  is  the  ultimate  question  — Is 
medical  audit,  as  presently  conducted,  worth- 
while?— answerable. 


A brief  look  at  the  medical  and  nursing  audits 
in  one  urban  hospital  in  1976  revealed  the  fol- 
lowing: 

Medical  and  nursing  audits  in  1976  — 20. 

Weeks  required  for  audits  — 47  . 

Staff  time  in  1976  spent  on  audits  — 418  hours. 
Approximate  time  spent  per  audit  — 18  hours. 

Meeting  time  — 49'/^  hours. 

Duties  of  audit  staff: 

— pulling  and  filing  records 

— data  retrieval  (abstracting  each  chart  for  criterial  com- 
pliance) display  and  analysis,  preparation  of  reports  (20 
photocopies  per  meeting) 

— attending  criteria  and  data  review  meetings,  nursing 
audit  meetings,  and  medical  audit  meetings  (at  least  four 
to  five  hours  per  month). 

— special  reports  and  retrieval  of  information  for  admin- 
istration and  utilization  departments,  director  of  Medical 
Affairs,  and  physicians. 

The  time  spent  easily  can  be  converted  to  dollar 
equivalents,  but  this  represents  only  staff  activi- 
ty. How  about  physician  time  — at  the  commit- 
tee meetings  and  department  reviews?  Once 
more  we  see  that  government  regulations  cost 
time  and  money,  but  who  pays  the  bill? 

If  we  are  going  to  be  required  to  do  audits,  it 
makes  sense  to  dissect  the  audits.  If  they  are 
non-productive  as  presently  performed,  we 
should  consider  changing  them.  We  should  do 
them  less  frequently  but  more  intensively.  Or, 
select  problem  areas  and  focus  on  the  lessons  to 
be  learned.  In  no  case  should  the  audit  be  done 
as  a routine  chore  to  satisfy  the  inquisitors.  At 
year's  end,  let's  audit  the  audits.  A.K. 


Cover 

The  photograph  from  which  this  month's  cover  was  prepared  was  taken  by  M.  Jay  Goodkind, 
M.D.,  Trenton  cardiologist,  who  also  provided  the  original  material  for  the  February  and 
May  covers. 
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igns  Certificate  of  Ratification 
at  HisHome  Without 
Women  Witnesses. 


Social  Security  Bill  Is  Signet 
Gives  Pensions  to  Aged,  Jo 

Roosevelt  Approves  Message  Intended  to  Benefit  30, 
Persons  When  States  Adopt  Cooperating  Laws-He 
the  Measure  ‘Cornerstone’ of  His  Economic  Progi 


IILITANTS  VEXED  AT  PRIVACY. 


Vanted  Movies  of 


SENATE  APPROVES 
8-YEAR0LDV0TE 
IN  ALL  ELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,  Aug. 
The  Social  Security  Bill, 
a broad  program  of  unen 
insurance  and  old  age 
and  counted  upon  to  ber 
20,000,000  persons,  becan 
day  when  it  was  signed 
dent  Roosevelt  in  the  pi 
those  chiefly  responsible 
ting  it  through  ' •< 

Mr.  Ro  >evelt  cal 
‘‘the  co;  erstone 
whic 


WASHINGTON,  March  10, 
1971— The  Senate  approve^ 

ntiet  ser;' 


ED  NATIONS  CONFEREE 


THPLEA  TO  TRANSLAT 


HARTER  INTO  DEEDS 


NEW  WORLD  HOPE 


President  Hails  ‘Great 
Instrument  of  Peace,’ 
Insists  It  Be  Used 


HISTORIC  LANOMARk 


H Meeting  Gives  Standing 
Ovat  ion  as  Executive 


m Pictures  Peace  Gain 


"If  we  fail  to  use  it,"  he  declared 
to  the  solemn  final  meeting  of  the 
delegates,  ‘we  shall,  betray  all  of 
those  who  have  died  in  order  that 
we  might  meethere  in  freedom  and 
safety  to  create  it.’ 

"If  we  seek  to  use  it  selfishly— for 
the  advantage  of  any  one  nation  or 
any  small  group  of  nations-we 
shall  be  equally  guilty  of  that  be- 
trayal." 

Fervent  Interpolation 
The  President,  speaking  in  the 
auditorium  of  the  War  Memorial 
Opera  House,  built  in  memory  pf 
.sons  of  the  Golden  Gate  city  who 
gave  their  lives  in  the  first  World 
War,  in  which  he  himself  served, 
seemed  to  give  unconscious  expres- 
sion to  fhe  solemn  feeling  of  the 
occasion  when,  at  the  outset  of  bis 
speech,  he  interpolated  the  words, 
half  a hope,  half  a prayer: 

Oh,  vrhat  a great  day  tl  ‘ 


the  Dra 


End 


be  in  history?”  v v'  *?>•; 


Just  before  the  plenary  sesaj. 


lL  . TV 


WASHINGTON,  Jan.  27, 
973— “With  the  signing  of 
peace  agreement  in 


aris  today,  and  after  re- 
-ring  a report  from  the 
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PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer’s  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient’s  right  to  know  more  about  his 
or  her  prescription  medications,  (hie 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated, they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone's  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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Hyperalimentation  is  a reliable  and  practical  technique  to  convert  depleted  patients 
with  enterocutaneous  fistulas  to  positive  nitorgen  balance.  Complete  healing  of 
fistulas  may  occur  with  TPN  but  for  many  of  these  patients  hyperalimentation  pre- 
pares the  patient  for  surgery.  Notable  complications  of  hyperalimentation  include 
hyperosmolor  dehydration  and  sepsis.  The  operative  procedure  of  choice  on  the 
fistulous  tract  is  complete  excision  and  end-to-end  anastomosis,  utilizing  a lateral 
approach  whenever  possible. 

Enterocutaneous  Fistulas 

Management  with  Hyperalimentation  and  Surgery* 


I.  Dardik,  M.D.,  H.  Dardik,  M.D., 

M.  Levy,  M.D.,  and  I.  M.  Ibrahim,  M.D., 
Fort  Lee;  I.  Peyser,  M.D.,  Boonton;  and 
A.  Koslow,  B.S. 

The  surgical  literature  is  replete  with  articles 
dealing  with  enterocutaneous  fistulas,  all  at- 
testing to  the  formidable  problems  besetting  the 
physician  who  must  care  for  the  patient  with 
this  complication.  Prior  to  total  parenteral 
nutrition  (TPN),  the  mortality  for  high  output 
fistulas  was  about  60  percent  and  for  low  out- 
put fistulas,  15  to  20  percent.  With  the  advent 
of  TPN,  the  overall  mortality  ranges  from  5 to 
20  percent.  The  majority  of  these  patients  were 
never  able  to  tolerate  corrective  operation,  and 
died  from  acute  intra-abdominal  sepsis  or  slow 
deterioration  from  electrolyte  imbalance,  pro- 
tein depletion,  and  malnutrition.  The  principles 
governing  the  successful  management  of  entero- 
cutaneous fistulas  have  now  been  defined  as 
follows:  ( 1 ) reversing  the  catabolic  state,  (2)  re- 
placing electrolyte  and  fluid  losses,  (3)  con- 
trolling associated  infections  and  (4)  local  care 
of  the  surrounding  skin. 

Until  recently  nutritive  and  electrolyte  support 
was  supplied  by  intravenous  solutions  of  five  or 
ten  percent  dextrose  with  the  addition  of 
albumin  and  blood  as  needed.  If  the  fistulous 
tract  was  located  high  in  the  alimentary  tract  a 
long  tube  was  passed  distal  to  the  fistula  and 
blenderized  feedings  were  delivered  by  Barron 
pump.  Alternatively,  the  fistulous  output  as 
well  as  blenderized  feedings  were  fed  through  a 
distal  feeding  jejunostomy.  Unfortunately, 
this  approach  was  applicable  in  only  a small 
percentage  of  patients,  since  it  frequently  was 


hampered  by  intractable  diarrhea  and  the 
dumping  syndrome. 

The  major  cause  of  enterocutaneous  fistulas  is 
intraoperative  injury  of  the  intestine  or  anas- 
tomotic leakage.  Other  common  causes  of 
fistulization  are  Crohn’s  disease,  ulcerative 
colitis,  perforated  diverticulitis,  malignant 
disease  with  perforation,  and  radiation  enteritis. 

We  have  found  it  imperative  that  all  patients 
with  an  enterocutaneous  fistula  undergo  a 
complete  evaluation  with  prior  resuscitation  of 
fluids  and  electrolytes.  All  patients  undergo  a 
fistulogram,  upper  gastrointestinal  series,  small 
bowel  study  and  barium  enema.  After  these 
tests  are  performed  one  then  can  decide  on  the 
course  of  management,  i.e..  TPN,  surgical  in- 
tervention, drainage  of  an  intra-abdominal 
abscess  or  any  combination  of  the  above. 

The  introduction  of  intravenous  hyperalimen- 
tation bv  Dudrick  and  Rhoads7  was  a major 
innovation  in  the  management  of  enterocuta- 
neous fistulas.  They  conclusively  demonstrated 
that  this  was  a practical  method  to  place  the 
alimentary  tract  at  rest  and  to  regain  positive 
nitrogen  balance.  Patients  w ith  enterocutaneous 
fistulas  were  able  to  gain  weight  and,  in  a cer- 
tain percentage,  spontaneously  close  their 
fistulas.  Hamilton,  et  al.,':  have  shown  that 
TPN  produces  an  anabolic  state  and  alters 
the  Fistulous  secretions  quantitatively,  both  of 
which  favor  rapid  healing  and  closure. 

Another  approach,  described  by  Bury,  el  al.f 
involves  the  use  of  a chemically  defined  liquid 

’From  the  Departments  of  Surgery  of  Englewood  Hospital. 
Englewood,  and  St.  Clare's  Hospital.  Denville. 
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Table  1 


elemental  diet  that  provides  sufficient  carbo- 
hydrate, protein,  and  electrolytes.  The  ele- 
mental composition  permits  rapid  absorption 
with  minimal  stimulation  of  intestinal,  biliary, 
and  pancreatic  secretions.  Over  half  of  the 
patients  with  fistulas  treated  with  this  form  of 
diet  have  had  spontaneous  closure  of  the 
fistulas. 

Both  intravenous  hyperalimentation  and  ele- 
mental oral  diet  play  a critical  role  in  the  sup- 
port of  these  severely  ill  and  depleted  patients. 
Although  surgery  may  be  obviated  by  spon- 
taneous healing  of  the  enterocutaneous  fistulas 
in  many  patients  there  are  circumstances  under 
which  these  fistulas  persist  despite  adequate 
supportive  therapy.  Concerted  preoperative 
management  and  a well-timed  and  well-planned 
operative  approach  best  serve  the  patient.  The 
highest  percentage  of  cures  results  from  a 
definitive  operation  on  the  fistula  itself  with 
primary  resection  and  end-to-end  anastomo- 

SIS  ^ ^ 

Preoperative  Management  and 
Operative  Approach 

Once  the  fistula  is  localized  by  fistulogram, 
large  and  small-bowel  contrast  studies  are  per- 
formed in  all  our  patients  to  delineate  other 
internal  fistulas  or  complicating  factors  such 
as  intra-abdominal  collections  or  distal  ob- 
struction. 

The  composition  of  our  standard  hyperali- 
mentation solution  for  adults  (Table  1)  con- 
sists of  20  to  25  percent  dextrose,  4 to  5 per- 
cent crystalline  amino  acids,  and  1 to  3 percent 
multiple  vitamins  and  minerals.  Initially  2500cc 
per  day  is  infused,  with  gradual  increments  of 
700cc  per  day  to  a level  of  5000  to  7000cc  per 
day.  If  diabetes  is  a complicating  feature  initial 
therapy  is  lOOOcc  per  day  with  increments  of 
500cc  every  five  to  seven  days.  Insulin  coverage 
is  strictly  observed. 

Serum  electrolyte  and  fasting  blood  sugar  levels 
are  obtained  daily;  additional  sodium,  potas- 
sium, chloride,  and  calcium  are  added  accord- 
ing to  the  laboratory  results.  Most  of  our 
patients  were  noted  to  have  above-average 
potassium  requirements  due  to  intracellular 


500  ml.  8.5%  Fraemine  II  * 

500  ml.  50%  plus  dextrose 

Aseptic  mixing  with  transfer  apparatus 

To  each  liter  of  solution,  the  following  are  added: 

Sodium  (acetate  and/or  chloride)  40-50  mEq. 

Potassium  (acetate,  chloride,  lactate)  20-40  mEq. 
Magnesium  (sulphate)  8-15  mEq. 

Phosphate  (potassium  acid  salt)  12-18  mMol. 

Additions  to  one  liter  daily 

One  ampule  multivitamins 
Calcium  gluconate  4. 8-9. 6 mEq. 

Vitamins  K,  B12,  Folic  acid  and  Iron  are  added  to  the 
solutions  (or  given  intravenously  in  the  appropriate 
dosage  daily  or  weekly) 

Trace  elements  such  as  copper,  cobalt,  zinc  and  man- 
ganese are  found  in  fresh  frozen  plasma  which  is  given 
once  or  twice  weekly. 

•Each  liter  contains: 

a)  1000  KCal 

b)  Amino  Acids:  42  ± 5 G 

potassium  shifts.  As  much  as  200  to  250  meq 
of  potassium  chloride  were  needed  per  day. 
Observations  included  an  accurate  record  of 
intake  and  output,  fractional  urine  tests  for 
glucose  every  six  hours,  and  body  weight. 
Prior  to  operation  antibiotic  bowel  preparation 
is  instituted  and  a long  intestinal  tube  inserted 
to  aid  in  identification  of  proximal  and  distal 
bowel  limbs  at  operation.  The  role  of  oral  anti- 
biotics in  the  preoperative  treatment  of  experi- 
mental gastrocolic  fistulas  has  been  noted1  ’. 

Operative  Treatment 

The  operative  approach  utilized  in  our  patients 
with  enterocutaneous  fistulas  has  been  men- 
tioned only  casually  in  the  literature.  In  our 
modification  of  the  operation,  the  incision, 
which  is  made  in  an  oblique  manner  through 
that  portion  of  the  abdomen  opposite  the  fis- 
tulous opening,  splits  the  oblique  abdominal 
musculature  including  the  rectus  when  neces- 
sary (Figure  1).  The  incision  extends  from  a 
point  midway  between  the  anterior  superior 
iliac  spine  and  the  costal  margin  obliquely 
toward  the  infraumbilical  area.  After  entering 
the  peritoneal  cavity  adhesions  are  lysed,  and 
the  bowel  loop  in  question,  with  its  fistulous 
communication,  readily  can  be  seen  from  this 
lateral  approach  to  be  adherent  to  the  anterior 
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Figure  I The  positioning  of  the  patient  is  indicated  with 
the  oblique  incision  extending  from  a point  between  the 
costal  margin  and  anterior  superior  iliac  spine  toward  the 
pubic  symphysis. 

abdominal  wall.  Insertion  of  catheters  into  the 
fistulous  opening  at  operation  is  an  additional 
aid  in  isolating  the  loop.  The  bowel  loop,  to- 
gether with  its  fistulous  tract  and  accompanying 
granulation  tissue,  is  then  dissected  from  the 
abdominal  wall  leaving  a defect  in  the  anterior 
abdominal  wall.  At  this  point  the  bowel  con- 
taining the  fistula  is  excised  and  an  end-to-end 
anastomosis  performed.  The  operative  incision 
is  closed  to  the  level  of  the  fascia  and  the  skin 
and  subcutaneous  tissue  are  packed.  (Figure  2) 
The  wound  thus  is  allowed  to  heal  by  delayed 
closure  or  secondary  intention.  The  defect  in 
the  anterior  abdominal  wall  which  was  the  site 
of  the  previous  fistula  is  closed  by  multiple 
through-and  through-retention  sutures.  If  these 
wound  edges  cannot  be  approximated  then  the 
wound  can  be  packed  over  a rubber  dam  or 
silastic  sheet. 

Discussion 

Edmunds  and  Welch9  noted  that  surgical  com- 
plications account  for  over  80  percent  of  gastro- 
duodenal, 70  percent  of  small  bowel,  and  about 
45  percent  of  large  bowel  fistulas.  The  mor- 
tality rates  were  62,  54  and  16  percent  respec- 
tively. The  most  common  causes  were  anas- 
tomotic failure,  surgical  injury,  and  gross  sur- 
gical error.  Distal  obstruction,  inflammatory 
diseases  of  the  large  and  small  bowel,  and 
underlying  neoplastic  disorders  less  frequently 
led  to  fistula  formation.  Morbidity,  as  well  as 
mortality,  is  related  to  the  level  of  the  fistula, 


Figure  2:  The  bowel  and  fistulous  tract  have  been  excised 
from  the  anterior  abdominal  wall;  the  inserts  demonstrate 
the  technique  employed  for  resection  and  primary  end-to- 
end  anastomosis. 

i.e.,  the  higher  its  level  in  the  gastrointestinal 
tract,  the  more  profuse  the  drainage  with  pro- 
portionally greater  loss  of  fluids,  electrolytes 
and  proteins.  Therefore,  gastroduodenal  and 
high  small-bowel  fistulas  more  frequently  are 
complicated  by  electrolyte  deficiencies  and 
severe  malnutrition  as  indicated  by  total  serum 
protein  less  than  4.8  grams  and/or  weight  loss 
greater  than  25  pounds.  The  output  from  lower 
small-bowel  and  colonic  fistulas  is  much  less; 
the  complications  at  this  level  usually  are  due 
to  wound  infection  or  of  intra-abdominal  puru- 
lent collections.  The  severe  skin  problems  en- 
countered in  upper  intestinal  fistulas  are  usually 
not  a major  problem  with  lower  small-bowel  or 
colonic  fistulas. 

Because  of  the  high  morbidity  and  mortality 
associated  with  intestinal  fistulas,  it  is  apparent 
that  all  efforts  should  be  directed  toward  pre- 
venting such  a complication.  Careful  entry  into 
the  abdominal  cavity,  meticulous  intestinal 
anastomosis  with  adequate  blood  supply  and 
without  tension  at  the  suture  line,  relief  of  distal 
obstruction,  and  carefully  placed  sutures  closing 
the  peritoneal  cavity  will  reduce  substantially 
the  possibility  of  this  complication.  Great  care 
must  be  exercised  in  deciding  to  perform  an 
intestinal  anastomosis  or  exteriorization  within 
a contaminated  peritoneal  cavity. 

Treatment  of  the  patient  with  an  established 
small-bowel  fistula  documented  by  contrast 
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studies  includes:  (1)  immediate  repletion  of 
electrolytes,  proteins,  calories,  and  vitamins 
to  reverse  the  catabolic  state,  (2)  control  of 
infection,  (3)  local  skin  care,  and  (4)  relief  of 
any  distal  obstruction. 

The  skin  is  best  protected  by  aluminum  paste 
or  karaya  gum  powder  together  with  frequent 
dressing  changes  and  sump  suction  alongside 
the  fistulous  tract.  Infection  is  controlled  by 
systemic  antibiotics  and  drainage  of  localized 
collections  of  purulent  material. 

Hyperalimentation 

Hyperalimentation  can  correct  fluid,  electro- 
lyte, and  protein  losses.  Our  patients  were  pro- 
hibited from  any  oral  intake  and  the  hyper- 
alimentation solution  was  infused  under  asep- 
tic conditions.  Therapy  was  initiated  at  2000cc 
daily  with  increments  up  to  6000cc  daily.  As 
others  have  noted, '-  the  amount  of  fistulous 
drainage  dropped  rapidly  soon  after  institu- 
tion of  this  regimen  and  this  made  fluid  and 
electrolyte  replacement  and  skin  care  con- 
siderably easier. 

The  potential  complications  of  hyperalimenta- 
tion have  been  noted  by  others'68.  Dehydration 
due  to  hyperglycemia  and  glycosuria  can  occur 
easily  if  the  rate  of  administration  is  not  moni- 
tored carefully,  and  this  may  lead  to  a second- 
ary hyperosmolor  state.  Diabetics  are  particu- 
larly prone  to  such  difficulties.  Measures  to 
counteract  this  tendency  include  strict  moni- 
toring of  infusion  flow  rates  and  blood  and 
urine  glucose  levels.  Insulin  should  be  admin- 
istered as  needed,  and  potassium  chloride 
should  be  added  to  the  solution  if  necessary. 
Finally,  reduction  of  the  total  fluid  delivered 
daily  to  allow  the  pancreas  to  re-equilibrate  at  a 
lower  stress  level  may  be  needed.  One  of  our 
patients  was  repeatedly  started  on  hyperali- 
mentation but  each  time  developed  a hyper- 
osmolor state,  despite  careful  monitoring;  it 
was  necessary  to  abandon  this  modality  of 
therapy. 

Sepsis  secondary  to  indwelling  subclavian 
catheters  occurs  at  times.  Simple  removal  of  the 
catheter  and  replacement  with  a new  catheter 
on  the  opposite  side  usually  corrected  the 


problem  and  the  temperatures  returned  to  nor- 
mal within  twenty-four  hours.  In  those  pa- 
tients, blood  cultures  and  culture  of  the  catheter 
tip  usually  grew  out  Candida  albicans.  This 
complication  occurs  at  times  despite  frequent 
dressing  changes  about  the  catheter  and  re- 
placement of  intravenous  tubing  every  two 
days. 

Where  a strict  hyperalimentation  regimen  was 
possible,  the  patients  gained  weight,  serum 
electrolytes  returned  to  normal,  fistulous 
output  decreased,  and  wounds  healed.  None  of 
the  fistulas  in  our  experience  closed  spon- 
taneously without  therapy. 

Fistulas  that  persist  after  an  adequate  trial  of 
hyperalimentation  require  surgical  interven- 
tion. Factors  contributing  to  the  persistence  of 
fistulas  include  size,  additional  internal  tracts, 
infection,  occult  neoplasm  or  foreign  body  at 
the  origin  of  the  fistula,  distal  obstruction, 
granulomatous  disease,  radiation  enteritis  and 
epithelialization  of  the  fistulous  tract. 

Operations  that  have  been  used  definitively  to 
correct  enterocutaneous  fistulas  include  com- 
plete bypass,  turn-in  of  the  fistula,  and  primary 
resection  with  end-to-end  anastomosis.  The 
latter  has  been  universally  shown  to  be  superior 
to  other  procedures.  Turning  in  of  the  fistula 
is  to  be  condemned.  The  lateral  approach, 
through  a separate  clean  incision  provides 
ready  access  to  the  pathology  under  direct 
vision  which  reduces  the  possibility  of  further 
injury  to  the  bowel. 
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Hemorrhoids  Treated  Successfully  by  Simple,  Inexpensive  Procedure 


Hemorrhoids  can  be  removed  safely  and  ef- 
fectively by  ligation  with  rubber  bands  at  a 
cost  of  $ 1 75  instead  of  by  conventional  surgery 
at  an  average  cost  of  $1,400,  says  a report  in 
the  April  issue  of  the  Archives  of  Surgery,  a 
scientific  publication  of  the  American  Medical 
Association.  Not  only  is  the  cost  less,  but  the 
hospital  stay  of  several  days  and  the  acute  post- 
operative pain  and  discomfort  is  virtually  elim- 
inated, says  John  Bartizal,  M.D.,  and  P.  A. 
Slosberg,  M.D.,  of  Loyola  University,  Chicago. 

Ligating  hemorrhoidal  tissue  by  rubber  bands 
has  been  used  for  20  years  as  an  alternative  to 
regular  surgery,  they  point  out.  The  rubber 
band  at  the  base  of  the  hemorrhoid  cuts  off  the 
blood  supply,  and  the  tissue  sloughs  off  in  a 
few  days. 

The  Chicago  doctors  gave  the  technique  a 
thorough  test.  Their  report  is  a review  of  670 
patients  who  underwent  3,208  rubber-band 
ligations  for  internal  hemorrhoids.  Mild  to 
moderate  discomfort  occurred  in  32  patients. 


while  pain  severe  enough  to  limit  activity  oc- 
curred in  only  four  patients.  Slight  bleeding  was 
noted  in  19  patients  and  severe  bleeding  in  nine. 
Only  two  of  these  nine  required  hospitalization 
and  further  treatment. 

The  bands  were  placed  by  an  instrument  used 
in  the  doctor's  office.  Most  patients  required 
six  bandings  for  multiple  hemorrhoids,  and  98 
percent  of  the  patients  got  rid  of  their  hemor- 
rhoids with  no  complications  sufficient  enough 
to  interfere  with  daily  activity. 

“Rubber-band  ligation  of  hemorrhoids  meets 
all  the  requirements  of  an  acceptable  alternative 
to  hemorrhoidectomy,  and  considering  con- 
venience, comfort,  and  cost,  it  may  well  be  a 
superior  alternative,’’  say  the  authors. 

The  $ 1 ,400  average  cost  of  conventional  surgery 
includes  the  physician's  fee,  hospital  charges, 
and  laboratory  and  x-ray  charge.  The  $175 
cost  for  banding  includes  six  bandings  and 
proctoscopic  examination. 
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Adverse  Reactions:  Varying  degrees  of 
salivary  sec  rations  may  occur  as  well  as  r 
and  blurred  vision  In  addition  the  f( 
adverse  reactions  have  been  reported 
ness,  drowsiness,  dizziness,  insomnia,  he 
loss  of  the  sense  of  taste,  nausea,  vomit 
stipation.  impotence  and  allergic  derma 

Dosage  and  Administration:  The  recorr 

daily  dosage  for  adult  oral  therapy  is  one 
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A technique  of  rectal  fistula  setonization  is  described.  Three  areas  of  use  are  enumer- 
ated and  an  explanation  is  offered  for  the  method  of  destruction  of  the  abnormal 
passage. 


The  Seton  in  Fistula  Surgery 


Salvatore  J.  Detrano,  M.D.,  Union  City* 

The  complicated  fistula  is  probably  the  most 
difficult  benign  condition  affecting  the  anus  and 
rectum  with  which  the  surgeon  must  cope,  so 
any  addition  to  treatment  methodology  is  cer- 
tainly most  welcome. 

The  seton  is  a tool  which  deserves  review.  As 
used  here,  the  seton  is  a malleable  filiform 
material  (either  thread  or  wire)  passed  through 
a fistula  tract  and  used  to  identify  a fistula  or 
to  aid  in  the  excision  of  a passage  in  definitive 
fistula  surgery. 

Pennington1,  in  1907,  used  a rubber  band  which 
was  tightened  by  the  patient.  Allen  and  Haskell1 
reported  266  cases  and  found  the  seton  a 
valuable  procedure.  Buie3,  in  1927,  used  a 
heavy  thread  that  he  gradually  tightened. 
Gorsch  and  Becker4  described  a seesaw  motion 
with  a knotted  #4-0  steel  wire  to  cut  through  the 
muscle.  Hyman',  in  1955,  followed  Gorsch's 
method  using  a stainless  braided  #000  steel 
wire  and  reported  five  cases.  Fansler6,  in  1956, 
mentioned  the  seton  for  extensive  fistulas. 
Smith7  found  it  “advantageous  only  in  infants, 
where  surgery  and  postoperative  care  are 
impractical.” 

Mechanics  of  the  Seton  Technique 

The  following  description  of  the  mechanics  of 
the  seton  is  most  interesting: 

“Taking  a very  slender  thread  of  raw  lint,  and  uniting  it 
into  five  folds  of  the  length  of  a span,  and  wrapping  them 
round  with  a horsehair.  Then  having  made  a director  of  tin, 
with  an  eye  at  its  extremity,  and  having  passed  through  it 
the  end  of  raw  lint  wrapped  round  as  above  described, 
introduce  the  director  into  the  fistula,  and  at  the  same  time, 
introduce  the  index  finger  of  the  left  hand  per  anum;  and 
when  the  director  touches  the  finger,  bring  it  out  with  the 
finger,  bending  the  extremity  of  the  director  and  the  end 
of  the  threads  in  it,  but  the  ends  of  the  thread  are  to  be 
knotted  twice  or  thrice,  and  the  rest  of  the  threads  are  to  be 
twisted  round  and  fastened  into  a knot.  Then  the  patient  is 
to  be  told  that  he  may  go  and  attend  to  his  matters.” 


That  description  was  written  by  Hippocrates' 
in  approximately  the  year  400  B.C. 

The  essential  equipment  for  setonization  con- 
sists of  an  anoscope,  preferably  with  a beveled 
distal  end.  a straight  probe  such  as  a Barr  probe 
with  a hole  at  the  distal  end,  a curved  probe  also 
notched  at  the  distal  end  to  permit  a wire  or 
thread  to  be  tied  in  place,  and  a braided  tanta- 
lum wire  used  for  cutting  and  soft  enough  not  to 
cause  discomfort.  (Figure  1).  The  Barr  probe 
with  the  wire  threaded  is  placed  through  the 
fistula  and  protrudes  at  the  internal  opening. 
With  the  anoscope  in  place,  one  end  of  the  wire 
is  grasped  with  a clamp  and  brought  out 
through  the  anus.  (Figure  2).  The  probe  is  with- 
drawn and  with  it  the  other  end  of  the  wire. 
Both  ends  are  then  loosely  tied. 

There  are  three  primary  uses  for  the  seton:  (1) 
preoperatively  to  facilitate  surgery,  (2)  during 
surgery  and  postoperativelv  to  exteriorize  the 
tract,  and  (3)  rectovaginal  fistula. 

Fistula  Surgery  with  the  Seton 

One  of  the  very  disconcerting  experiences  a 
surgeon  can  have  is  to  search  in  vain  for  an 
internal  fistula  opening  at  the  time  of  surgery. 
This  can  lead  to  the  most  common  cause  for 
recurrence,  i.e.,  the  inadvertent  puncturing  of 
the  rectal  mucosa  in  a location  other  than  the 
true  internal  opening  and  then  proceeding  with 
the  surgery  under  the  impression  that  he  has  the 
complete  tract.  Preoperative  setonization  with 
heavy  silk  thread  (as  an  office  procedure) 
eliminates  this  possibility.  Then  at  surgery  one 
merely  excises  the  tract  around  the  seton,  fol- 
lowing which  satisfactory  saucerization  is  pos- 
sible. The  patient  is  almost  assured  a cure.  This 
technique  also  has  been  applied  successfully  by 
the  author9  to  cryosurgery  of  fistulas. 


*Dr.  Detrano  is  Director  of  Proctology,  Christ  Hospital 
Jersey  City. 
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Figure  1 


Figure  2 


In  the  case  of  an  extensive  fistula,  whether  it  be 
of  the  high  level  or  the  horseshoe  type,  the 
surgery  is  conducted  in  the  usual  manner.  The 
tract,  however,  is  excised  up  to  but  not  through 
sphincteric  muscles  and  loosely  tied  outside 
the  anus.  About  two  weeks  later,  when  sufficient 
healing  has  taken  place  to  fix  the  muscles  in 
position,  the  wire  is  seesawed  through  part  of 
one  muscle,  (Figure  3). 


Several  days  later  the  procedure  is  repeated 
through  the  remainder  of  that  muscle  and  part 
of  the  next.  This  eliminates  the  possibility  of 
muscle  retraction.  It  is  repeated  again  until  the 
tract  is  completely  exteriorized.  I find  an 
injection  of  a local  anesthetic  into  the  muscle 
to  be  very  helpful.  Excessive  bleeding  is  not 
encountered.  B\  this  method  one  may  prevent 
incontinence  and  some  of  the  deforming 
defects  so  often  seen  with  extensive  one- 
stage  fistulectomy. 


The  seton  has  been  very  valuable  also  in  the 
treatment  of  rectovaginal  fistula.  In  this  con- 
dition. it  is  essential  that  the  anterior  portion 
of  the  subcutaneous  external  sphincter  and  the 
perineal  body  be  strong  and  intact.  As  in  the 
case  of  the  extensive  fistula,  the  tract  is  exterior- 
ized in  stages.  Cogan  and  Harris10  reported 
rectoperineal  and  rectovaginal  fistulas  satis- 
factorily treated  with  “string  technique”  as  a 
modified  seton. 


Figure  3 


It  seems  that  the  success  of  this  procedure 
depends  on  two  factors.  First,  the  seton  must 
remain  following  initial  insertion  long  enough 
to  permit  an  inflammatory  process  to  set  in  and 
destroy  the  fibrotic  lining  of  the  fistula;  this 
appears  to  coincide  with  the  time  it  takes  for 
a well-saucerized  area  to  granulate.  Second, 
the  muscles  are  cut  in  such  a manner  that 
separation  does  not  take  place. 
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Sexual  Revolution  Reflected  in  Medical  Practice  in  U.S. 


The  so-called  sexual  revolution  of  the  past  10 
to  15  years  is  real,  America's  doctors  report. 
Two-thirds  of  primary  care  physicians,  respond- 
ing to  an  AMA  poll,  declare  that  the  sexual 
revolution  has  been  “markedly  reflected”  in 
their  day-to-day  office  practice. 

The  doctors  report  an  increase  in  requests  for 
information  on  birth  control  and  abortion, 
more  incidence  of  venereal  disease,  and  more 
requests  for  help  with  sexual  problems. 

Results  of  the  poll  are  published  in  the  April  25 
Impact  Section  of  American  Medical  News, 
the  AMA’s  weekly  newspaper  for  physicians. 
Doctors  polled  included  general  and  family 
practitioners,  internists,  obstetricians-gynecolo- 
gists,  and  pediatricians. 

Some  of  the  doctors  report  they  are  seeing  more 
sexually-related  infections  and  diseases.  Many 
more  female  patients  are  now  taking  the  birth 
control  pill.  More  requests  are  being  received 
for  sterilization,  and  doctors  are  being  asked 
about  sex  after  heart  attacks.  Teenagers  are 
less  reluctant  to  be  examined  than  in  the  past, 
and  there  are  more  births  to  younger  parents. 
More  teenagers  ask  for  sexual  counseling.  Al- 
most half  of  the  physicians  in  the  poll  say  that 
patients  are  asking  for  sexual  counseling  much 
more  frequently  in  recent  years. 


How  competent  are  physicians  in  dealing  with 
sexual  problems  of  their  patients?  Two  out  of 
three  report  they  do  not  believe  their  medical 
education  equipped  them  adequately.  Doctors 
under  35  report  more  training  in  sexual  coun- 
seling, indicating  that  medical  schools  have 
begun  in  recent  years  to  devote  more  time  to 
the  area.  But  90  percent  of  the  respondents 
declare  that  medical  schools  should  devote  even 
more  time  to  sexual  training. 

What  do  the  doctors  think  of  the  sexual  revolu- 
tion? Indications  are  revealed  in  their  candid 
comments  in  the  poll: 

“It’s  a good  thing”  . . . “Healthy”  . . . “An  overdue  adjust- 
ment to  sexual  reality.” 

“It’s  tragic”  . . . “Disgusting”  ...  “A  bummer.” 

“It’s  no  revolution.  People  just  talk  more  about  sex.” 

“It  has  appreciably  increased  venereal  disease  and  disrupted 
the  family  complex.” 

“It’s  a good  change.  We  were  too  puritanical.” 

“It’s  a serious  mistake  that  has  shaken  the  whole  moral 
fiber  of  the  nation.” 

“The  openness  and  willingness  to  discuss  sexual  problems 
is  good.” 

“It’s  a return  to  paganism.” 

“Vive  la  revolution!” 
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THE  LOWER  G.I.  TRACT: 
ORGANICALLY  SOUND 


Celiac  angiography  is  one  of  a number 
of  highly  specialized  diagnostic  techniques 
sometimes  necessary  to  rule  out  organic 
causes  of  abdominal  pain. 
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which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as 
follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment 
of  peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

Contraindications:  Patients  with  glaucoma:  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving).  Though  phys- 
ical and  psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  Librium®  (chlor- 
diazepoxide hydrochloride)  to  known  addiction-prone  individuals  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy:  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  increase 
gradually  as  needed  and  tolerated)  Though  generally  not  recom- 
mended, if  combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  pharmacologic  effects  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors  and 


phenothiazines.  Observe  usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reactions  (e  g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  pa- 
tients. Employ  usual  precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary  Variable  effects  on 
blood  coagulation  have  been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  avoidable  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido — all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  the  mouth,  blurring  of  vision,  urinary  hesitancy  and  consti- 
pation. Constipation  has  occurred  most  often  when  Librax  therapy 
is  combined  with  other  spasmolytics  and/or  low  residue  diets. 
Dosage:  Individualize  for  maximum  beneficial  effects  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients — see  Precautions. 

How  Supplied:  Librax  is  available  in  green  capsules,  each  contain 
mg  5 mg  chlordiazepoxide  hydrochloride  (Librium®)  and  2.5  mg 
clidinium  bromide  (Quarzan®}—  bottles  of  100  and  500;  Tel-E-Dose1 
packages  of  100;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10 
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Methadone,  as  currently  employed,  has  a significant  place  in  the  treatment  of  drug 
addiction.  We  prefer  to  use  the  term  methadone  treatment  or  support  rather  than 
maintenance  in  view  of  our  treatment  goals,  although  we  recognize  that  some 
patients  will  require  long-term  maintenance.  Methadone  is  an  addictive  drug  and 
not  a cure,  but  it  does  provide  a respite  and  an  opportunity  for  patients  to  change  if 
they  wish  Some  patients  may  do  well  in  therapeutic  communities,  drug-free 
counseling  programs,  or  with  the  help  of  narcotic  antagonists  but  these,  unfortu- 
nately. make  up  a small  proportion  of  the  patients.  For  the  rest,  who  are  either 
unwilling  or  unable  to  profit  from  these  programs  or  who  have  attempted  them  and 
been  unsuccessful,  methadone  treatment  provides  a reasonable  alternative  to  in- 
creasing heroin  tolerance,  life  on  the  streets,  and  continuing  criminal  activities  to 
support  their  habits. 

Common  Questions 
About  Methadone  Treatment 


Edward  Gottheil,  M.D.,  Ph.D. 
Philadelphia 

Prospective  patients,  their  families  and  friends, 
teachers,  probation  officers,  and  other  com- 
munity workers  frequently  ask  many  of  the 
same  questions  about  the  use  of  methadone  in 
the  treatment  of  narcotic  addiction.  Some  of 
these  include:  Why  treat  an  addiction  to  one 
narcotic  with  another  narcotic?  Do  methadone 
clinics  make  addicts  out  of  unaddicted  children 
who  apply  for  treatment?  What  harmful  effects 
does  methadone  have  on  the  body?  What  steps 
are  taken  to  keep  methadone  from  being 
diverted  to  the  black  market?  Is  anything  done 
for  addicted  patients  at  these  clinics  besides 
giving  them  methadone?  What  are  the  goals  of 
methadone  treatment?  Does  it  work? 

Since  answers  to  these  questions  are  not  readily 
available  in  medical  and  psychiatric  textbooks, 
medical  students,  residents,  and  practicing 
physicians  often  ask  the  same  questions.  Indeed, 
the  questions  have  come  so  frequently  that  we 
found  it  useful  to  prepare  a mimeographed 
handout  in  which  the  13  most  common  ones 
were  discussed.  Before  turning  to  our  list  of 
questions,  however,  it  might  be  helpful  to 
provide  some  perspective  by  briefly  reviewing 
the  history  of  drug  treatment  in  this  country. 

History  of  Drug  Treatment 

During  the  early  1800’s,  there  were  few  drug 
addicts  and  these  were  generally  cared  for  by 


private  practitioners.  Treatment  at  that  time 
usually  involved  little  more  than  helping  the 
patients  through  withdrawal  when  this  was 
requested1.  The  widespread  use  of  morphine 
during  the  Civil  War  resulted  in  many  more 
cases  of  addiction  but  most  were  easily  and 
successfully  withdrawn.  The  few  that  remained 
addicted  were  not  seen  as  a major  problem 
since  morphine  was  easily  available.  However, 
many  other  people  were  becoming  addicted  in 
the  middle  and  late  1800’s  through  the  use  of 
opium-containing  patent  medicines.  When 
heroin  was  developed  in  1898,  it  was  found 
capable  of  relieving  morphine  withdrawal 
symptoms  and  was  hailed  as  a cure  for  mor- 
phine addiction.  Shortly  thereafter,  it  was 
learned  that  heroin  was  no  less  addicting  than 
morphine  and  created  even  more  problems2. 
Parallels  have  been  drawn  between  this  ex- 
perience with  heroin  and  the  current  experience 
with  methadone. 

It  was  not  until  the  turn  of  the  century  that 
drug  addiction  emerged  as  a public  health 
issue.  The  number  of  cases,  including  a sig- 
nificant proportion  of  physicians,  was  steadily 
increasing.  It  had  become  apparent  that 
treatment  would  require  more  than  simple  with- 
drawal, that  complex  psychological  factors 
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were  involved  so  that  people  of  all  socio- 
economic classes  and  backgrounds  could  be 
affected,  and  there  was  a pronounced  tendency 
for  relapse,  recurrence,  and  chronicity.  Finally, 
the  Flarrison  Act  was  passed  in  1914  to  restrict 
and  control  the  distribution  of  opiates  and 
cocaine.  Thus,  following  World  War  I,  which 
again  resulted  in  many  new  medically  addicted 
individuals,  legitimate  sources  of  narcotics 
were  no  longer  available.  Addicts  turned  to 
the  black  market  and  organized  crime  flour- 
ished. The  Federal  Government  responded  by 
encouraging  and  supporting  the  establishment 
of  44  clinics  designed  to  provide  maintenance 
medication  followed  by  dose  reduction  and 
withdrawal.  A few  of  the  clinics  had  some 
success,  most  merely  offered  maintenance, 
and  illegal  diversion  became  a major  problem. 
Federal  support  was  withdrawn  and  by  1925  all 
of  these  clinics  had  closed.  The  lack  of  treat- 
ment facilities  resulted  in  many  patients  ending 
up  in  federal  prisons.  In  the  middle  thirties, 
federal  institutions  were  opened  at  Lexington 
and  Fort  Worth  for  the  treatment  of  federal 
prisoner  drug  addicts.  Later,  voluntary  patients 
also  were  accepted.  Different  treatment  ap- 
proaches were  attempted,  some  extending  for 
considerable  periods  of  time,  but  follow-up 
data  consistently  revealed  poor  results.  Never- 
theless, these  were  the  only  available  treatment 
facilities  until  1952  when  Riverside  Hospital  in 
New  York  attempted  to  treat  juveniles  who 
were  involved  with  drugs.  Although  this  pro- 
gram was  treating  younger  and  less  chronically 
addicted  patients  and  often  included  hospital- 
ization for  18  months  and  more,  follow-up 
results  still  revealed  a 95  percent  relapse  rate. 
The  program  was  discontinued  in  1963. 

The  explosion  in  drug  addiction  during  the 
fifties  and  sixties  led  to  a search  for  new  treat- 
ment approaches.  Synanon,  founded  in  1959, 
provided  a model  therapeutic  community 
residential  program  emphasizing  the  psycho- 
logical aspects  of  addiction  and  self-help 
techniques.  Many  similar  communities  were 
formed  and  they  have  become  recognized  as  an 
important  treatment  resource.  Although  there 
have  been  some  successes,  the  problem  with 
this  approach  is  that  few  patients  wish  to  enter 
such  communities.  Of  those  who  apply,  few 


make  it  through  the  demeaning  and  rigorous 
initiation  procedures  and,  of  those  who  do, 
75  percent  leave  within  the  first  month.3  In  the 
early  sixties,  both  California  and  New  York 
established  statewide  treatment  programs 
offering  withdrawal,  a period  of  mandatory 
hospitalization,  psychiatric  treatment,  group 
therapy,  and  compulsory  aftercare.  Again, 
treatment  results  were  disappointing. 

In  1965,  Dole  and  Nyswander  noted  that  while 
high  doses  of  methadone  blockaded  the  effect 
of  heroin,  their  patients  still  could  function 
normally  and  not  experience  the  highs, 
euphoria,  somnolence,  or  motivationless  states 
common  with  heroin.  Consequently,  they 
recommended  methadone  as  a medical  treat- 
ment for  heroin  addiction. 4 ' A 1967  indepen- 
dent evaluation  of  a methadone  maintenance 
program,  which  included  individual  counseling 
and  support  services,  revealed  that  80  percent 
of  the  patients  were  retained  in  the  program  and 
that  the  social  functioning  of  these  patients  had 
improved.1  Recently,  there  have  been  many 
attempts  to  develop  effective  narcotic  antago- 
nists. Programs  using  these  antagonists,  how- 
ever, have  not  enjoyed  wide  sucess  with  many 
patients  as  the  antagonists  are  either  too  short- 
acting or  have  unpleasant  side  effects.  The 
search  for  a long-acting  drug  without  side 
effects  persists 

Questions  and  Discussion 

Most  current  treatment  programs  employ  as 
many  of  the  above  methods  as  possible  and 
attempt  to  adapt  the  treatment  plan  to  the 
particular  patients.  There  have  been  no  signifi- 
cant breakthroughs  and  no  clear-cut  solutions. 
It  is  against  this  background  that  we  wish  to 
discuss  the  following  questions  that  have  been 
raised  about  methadone. 

/.  Why  treat  addiction  to  a narcotic  drug  like 
heroin  with  another  narcotic  drug  like  metha- 
done? 

There  are  some  basic  differences  between  the 
two  drugs.  The  effects  of  heroin  last  four  to 
five  hours  and  the  amount  of  drug  necessary 
to  keep  an  individual  from  becoming  uncom- 
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fortable  increases  very  quickly.  Therefore, 
almost  as  soon  as  he  has  obtained  a “fix”  he 
needs  to  look  for  funds  for  his  next  one.  This 
takes  more  and  more  drug  and  more  and  more 
money  and  soon  comes  to  occupy  nearly  all 
of  his  time  as  he  is  caught  on  a treadmill  going 
from  fix  to  fix.  Methadone  lasts  about  24  hours; 
the  patient  can  remain  comfortable  on  the 
same  dosage  and  it  is  available  at  a methadone 
clinic  free.  If  methadone  is  substituted  for 
heroin,  then,  the  patient  can  stop  stealing  to 
support  his  habit.  If  he  wishes  he  can  work  or 
go  to  school,  spend  time  with  his  family,  regain 
some  self-respect,  and  start  thinking  again 
about  the  possibility  of  changing  his  life  style. 

2.  Does  methadone  treatment  require  so  much 
drug  that  the  patient  is  turned  into  a zombie ? 

When  methadone  maintenance  treatment  was 
first  started,  large  doses  were  used  because 
such  amounts  would  block  the  effects  of  heroin. 
Even  if  the  patient  took  heroin  in  addition  to 
his  methadone  he  would  feel  little  or  no  effect 
from  it.  The  higher  the  dosage  of  methadone, 
the  greater  the  amount  of  heroin  required  to 
overcome  the  methadone-blocking  effect. 
Even  at  these  doses,  few  patients  experienced 
highs  or  lethargy.  Highs  do  occur  on  methadone 
but  require  extremely  high  oral  doses  or 
intravenous  injection.  As  the  use  of  methadone 
treatment  spread,  experience  increased,  the 
goals  of  treatment  changed,  and  the  amounts  of 
methadone  given  were  greatly  reduced.  At  the 
present  time  only  enough  is  given  to  keep  the 
patients  from  becoming  uncomfortable.  When 
the  dose  is  properly  adjusted  at  these  levels 
(20  to  80  mg  daily)  it  does  not  interfere  with 
thinking,  it  does  not  produce  highs,  it  does 
not  result  in  sleepiness,  and  it  still  prevents 
drug  craving  and  withdrawal  effects. 

3.  What  are  the  harmful  effects  of  methadone 
on  the  body? 

Patients  addicted  to  narcotic  drugs  often  do  not 
eat  or  dress  properly,  they  sleep  irregularly 
and  generally  do  not  take  care  of  themselves. 
They  become  run  down,  their  resistance  de- 
creases and  they  may  develop  infections,  poor 
teeth,  and  so  on.  When  they  inject  drugs  with 


improper  or  poorly  cleaned  equipment,  they 
may  develop  skin  abscesses,  scarred  veins, 
liver  disease,  or  other  complications.  Although 
these  patients  require  a great  deal  of  medical 
attention,  the  problems  are  all  side  effects.  No 
harmful  effects  on  the  brain  or  other  parts  of 
the  body  have  been  found  when  methadone  is 
ingested  on  a regular  schedule  — even  when 
taken  in  large  amounts  for  many  years. 

4.  What  are  the  goals  of  methadone  treatment ? 

Briefly  stated,  in  order  of  increasing  accom- 
plishment. they  are  as  follows:  to  help  someone 
escape  from  his  need  to  commit  crimes  to 
support  his  habit  by  providing  methadone; 
to  examine  him  medically  and  provide  neces- 
sary care  and  treatment;  to  engage  the  patient 
in  individual  and  group  counseling  sessions 
and  encourage  reliability  in  keeping  regular 
appointments;  to  provide  vocational,  educa- 
tional, and  family  counseling  and  guidance 
directed  toward  the  return  to  his  family  and 
school  or  job;  to  help  the  patient  review  his  life 
style,  set  goals  and  work  for  them,  gain  self- 
respect  and  learn  to  work  with  his  problems;  to 
reduce  dependence  on  methadone  and  become 
drug-free;  and  to  continue  treatment  after  he 
has  become  drug-free  until  he  feels  ready  and 
able  to  function  in  society  without  the  support 
of  the  program.  While  all  patients  do  not 
progress  uniformly  through  this  list  of  goals, 
the  objective  of  the  clinic  is  to  help  them  move 
as  far  along  in  the  hierarchy  as  possible. 

5.  Can  patients  with  a drug  problem  obtain 
methadone  treatment  from  any  physician? 

While  any  physician  may  prescribe  methadone 
when  medically  indicated,  only  physicians  with 
a special  license  are  allowed  to  provide  metha- 
done treatment  for  addicted  patients  and  only  at 
clinics  which  are  approved  by  the  government. 
To  be  approved,  these  clinics  must  meet 
strict  government  standards  which  include: 

a.  Proper  number  and  type  of  staff. 

b.  Availability  of  other  medical  treatments. 

c.  Safeguarding  of  methadone. 

d.  Completeness  and  accuracy  of  reports  and  records. 
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The  clinics  are  inspected  frequently  to  be  sure 
that  they  maintain  such  standards  and  pro- 
cedures and  keep  complete  and  accurate 
records. 

6.  How  are  patients  protected  so  that  they  will 
not  become  known  to  the  government  as  drug 
addicts  or  be  listed  on  police  or  other  official 
records? 

It  is  extremely  important  that  patients  feel 
safe  in  coming  for  treatment  and  the  regula- 
tions, therefore,  are  very  clear  about  the 
patients’  rights  to  privacy.  They  state  that  no 
information  may  be  given  out  about  a patient 
without  his  written  permission  — not  even  that 
he  is  a patient  or  that  his  name  is  known  to  the 
clinic  — except  under  three  conditions.  First, 
information  may  be  given  to  other  doctors 
when  it  is  necessary  to  help  them  treat  the 
patient  for  a medical  condition  or  emergency. 
Second,  the  records  of  the  program  may  be 
seen  by  clinic  program  inspectors  but  these 
persons,  by  law,  must  not  in  any  way  identify 
any  patients  in  any  report  to  anyone.  Their  job 
is  to  inspect  the  program,  not  the  patients. 
Third,  information  may  be  obtained  by  a special 
court  order  under  circumstances  not  related  to 
drugs.  This  is  done  very  rarely.  In  the  many 
years  that  one  program  known  to  the  author 
has  been  operating,  information  about  patients 
was  refused  to  families,  police,  probation 
officers,  and  the  FBI.  Not  once  was  there  any 
question  of  a court  order. 

7.  What  steps  are  taken  to  keep  methadone  off 
the  black  market? 

This  is  clearly  an  important  matter  since 
methadone  is  a narcotic  drug  and  can  be  sold 
for  considerable  profit.  Therefore,  it  is  neces- 
sary to  safeguard  against  theft  and  to  prevent 
patients  and  others  from  obtaining  a supply  for 
sale.  The  government  is  very  specific  about  the 
construction  of  the  clinic,  special  doors  and 
locks  and  the  type  of  safe  that  may  be  used  for 
storing  methadone.  Burglar-alarm  systems 
for  the  safe  and  the  clinic  must  be  installed  and 
connected  with  a police  or  private  agency 
monitoring  system.  Records  must  be  kept  of 
the  amount  of  methadone  delivered,  the  amount 


given  to  patients  and  the  amount  on  hand.  Each 
dose  must  be  accounted  for.  There  also  affe 
special  rules  for  how  shipments  of  methadone 
are  made,  who  may  do  this,  what  records  are 
kept,  and  so  on.  The  methadone  that  is  given  to 
patients  is  in  a form  to  be  taken  by  mouth  and 
is  prepared  in  such  a way  that  it  is  very  difficult 
to  change  so  that  it  could  be  injected.  New 
patients  are  required  to  come  and  take  their 
methadone  at  the  clinic  seven  days  a week. 
In  addition,  urines  of  the  patients  are  checked 
on  a random  basis  to  see  whether  they  have 
taken  their  methadone  and  that  they  have  not 
taken  other  drugs.  Only  after  they  have  done 
well  (kept  regular  appointments,  committed  no 
crimes,  taken  no  illegal  drugs,  made  progress 
in  counseling  sessions,  obtained  a job,  and  so 
on)  for  at  least  three  months  are  they  given  any 
take-home  methadone. 

8.  Is  every  patient  who  applies  to  a methadone 
program  accepted  for  treatment? 

The  admission  requirements  for  a methadone 
treatment  program  are  that  the  patient  be  at 
least  18  years  old.  have  a history  of  dependence 
on  narcotic  drugs  for  at  least  two  years,  show 
certain  medical  signs  and  symptoms  of  with- 
drawal when  he  does  not  receive  drugs,  pre- 
sent other  evidence  of  addiction  such  as  positive 
urine  tests,  old  and  fresh  needle  marks  and 
information  about  his  addiction  from  other 
sources,  and,  finally,  be  likely  to  benefit  from 
treatment  in  the  professional  judgment  of  the 
medical  director.  If  a patient  is  between  16 
and  18  years  of  age  he  may  be  admitted  if, 
in  addition  to  all  of  the  above  requirements,  his 
parents  or  guardian  sign  a consent-to-treatment 
form  with  him  and  present  evidence  that  there 
have  been  at  least  two  previous  unsuccessful 
attempts  to  help  him  become  free  of  drugs.  No 
patient  under  the  age  of  16  may  be  admitted  to 
a methadone  program. 

9.  How  does  a patient  enter  a methadone 
treatment  program? 

Treatment  in  a methadone  program  is  always 
voluntary.  When  a patient  applies  to  a clinic  he 
is  given  a consent  form  which  describes  the 
program.  The  program  is  then  discussed  and 
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explained  in  detail  before  he  signs  the  consent 
form  which  is  also  his  application  to  enter  the 
program.  He  is  informed  that  the  program 
involves  taking  methadone  daily  and  that 
methadone  is  a narcotic  drug  which  is  addictive 
and  can  be  harmful.  He  is  made  aware  that 
there  are  outpatient  and  live-in  drug-free  treat- 
ment programs  to  which  he  may  be  referred, 
and  that  he  can  be  helped  to  withdraw  from 
drugs  slowly  and  comfortably  under  medical 
supervision.  If,  after  recognizing  the  dis- 
advantages of  methadone  treatment  and 
learning  about  the  availability  of  drug-free 
programs,  he  still  wishes  to  apply  for  metha- 
done treatment,  it  is  explained  that  the  goals  of 
this  treatment  also  include  helping  him  with  his 
problems,  providing  school  or  job  guidance, 
training  and  counseling,  and  reducing  de- 
pendency on  drugs  to  achieve  a drug-free 
state. 

10.  What  if  a patient  wishes  to  leave  the  pro- 
gram before  the  staff  feels  he  is  ready? 

The  consent  form  which  the  patient  signs  when 
he  enters  the  program  states  very  clearly  that  he 
is  free  to  withdraw  from  the  treatment  pro- 
gram at  any  time.  If  he  decides  to  do  this,  even 
against  medical  advice,  he  will  be  helped  to 
decrease  the  amount  of  methadone  slowly 
under  medical  supervision  so  that  the  with- 
drawal will  not  be  difficult  or  uncomfortable 
and  will  be  referred  to  other  drug-free  programs 
if  he  wishes  it. 

11.  Is  it  more  difficult  to  withdraw  from 
methadone  than  heroin ? 

This  is  a common  misconception.  Since  metha- 
done remains  in  the  body  for  a longer  time 
than  heroin,  withdrawal  does  take  longer. 
However,  the  symptoms  are  not  more  severe 
and,  in  fact,  are  often  less  severe.  Actually, 
withdrawal  from  any  of  the  narcotic  drugs 
under  medical  supervision  is  not  difficult  or 
really  uncomfortable. 


12.  What  is  done  for  addicted  patients  at 
methadone  clinics  besides  giving  them  meth- 
adone? 

As  previously  indicated,  all  approved  programs 
must  have  many  resources  available  to  them 
including:  complete  medical  workup  and 

treatment,  individual  counseling,  group 
counseling,  vocational  guidance  and  assistance, 
educational  guidance  and  assistance,  family 
counseling. 

13.  Does  methadone  treatment  work? 

The  results  of  methadone  treatment  compare 
favorably  with  the  results  of  other  treatment 
methods.  To  begin  with,  80  to  85  percent  of 
patients  who  come  to  methadone  programs 
return  and  remain  in  treatment  for  considerable 
periods  of  time,  while  80  to  85  percent  of 
patients  who  come  to  other  treatment  programs 
leave  within  the  first  month.  Statistics  from 
methadone  treatment  programs  reveal  that 
the  number  of  crimes  committed  by  patients 
and  the  amount  of  illegal  drug  use  decreases 
markedly.  At  most  clinics,  30  to  40  percent  of 
the  patients  are  employed,  many  are  slowly 
reducing  the  amount  of  methadone  they  are 
taking,  and  about  5 to  10  percent  are  drug  free 
but  continue  to  visit  their  counselors  on  a 
regular  basis. 
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consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasodilator 


(POSTERIOR  VIEW  OF  PANCREAS) 


no  interference  in  the  management  of  the 
diabetic  patient  has  been  reported  with 

VASODILAN 

( ISOXSUFRINE  HCI) 

TABLETS,  20  mg. 

the  compatible  vasodilator 


MeadJjJiTiHnn  ,.A«,o.»T0..es 


'Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  nverdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg. -bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg. -bottles  of  100,  500, 1000,  5000  and  Unit  Dose. 


As  pari  of  the  socialization  process  of  growing  up  children  must  learn  to  handle 
their  feelings  and  thoughts  appropriately.  This  process  occurs  within  the  family 
system  with  outside  influences  from  other  adults,  peers,  the  community,  school, 
church,  and  other  institutions.  Television  also  plays  a major  role.  This  developmental 
process  and  the  effects  of  child  abuse  and  neglect  on  this  process  are  discussed. 

The  Development  of  Human  Aggression* 


Larry  B.  Silver,  M.D.,  Piscataway* 

During  the  time  between  infancy  and  adulthood 
the  child  must  learn  to  handle  his  or  her  feelings 
and  thoughts  appropriately.  Certain  behaviors 
are  learned  to  be  acceptable  and  others  not.  For 
most  children  this  “socialization”  process 
occurs  within  the  family  system  with  additional 
influences  from  other  adults,  peers,  the  com- 
munity, school,  church,  and  other  institutions. 
As  will  be  discussed  later,  television  is  another 
major  influence. 

The  parents'  role  in  this  socialization  process 
is  critical.  Their  style  of  child  rearing,  discipline 
techniques,  and  role  models  influence  the  child 
during  the  developmental  process  and  shape  the 
adult  to  be. 

To  understand  this  process  of  moving  the  child 
from  direct  expression  of  his  angry  feelings  to 
socially  acceptable  ways  of  expressing  feelings, 
one  must  look  at  two  themes:  (1)  the  normal 
psychological  and  social  development  of  a 
child  and  the  multiple  tasks,  influences,  and 
coping  techniques  available  at  each  stage  of 
development;  and  (2)  the  dynamics  of  the 
family  and  its  multiple  roles  and  influences  on 
the  child’s  development. 

Through  these  two  influences  the  child  learns  to 
move  from  open  physical  expression  of  anger  to 
less  aggressive  acts  to  the  use  of  words  rather 
than  actions  and,  eventually,  to  the  use  of  sub- 
stitute behaviors,  thoughts,  or  passive  acts  to 
express  anger. 

This  paper  will  review  these  two  frames  of 
reference  for  understanding  the  child’s  social- 
ization of  aggression,  then  explore  the  effects 
of  child  abuse  and  neglect  on  this  process, 
leading  to  some  explanation  of  the  observed 


theme  that  violence  often  breeds  violence,  and 
finally  focus  on  the  possible  influences  the  mass 
media,  especially  television,  has  on  the  social- 
ization of  aggression. 

Normal  Psychosocial  Development 

The  new-born  infant  functions  primarily  as  a 
physiological  being,  receiving  stimuli  from  his 
body  and  from  all  his  senses  and  responding. 
Initially  the  child  is  unrelated  to  anyone  and 
undefined  from  the  environment.  As  the  child 
perceives  the  world  there  is  no  differentiation 
between  his  body  and  the  environment.  The 
baby's  stomach  hurts;  he  cries;  he  is  fed,  causing 
the  pain  to  go  away;  and.  he  relaxes  and  sleeps. 
Any  frustration  or  discomfort  is  expressed 
directly  and  openly.  The  infant  may  scream, 
thrash  his  arms  and  legs,  and,  later,  bite. 

Gradually  the.  infant  begins  to  discover  bound- 
aries. He  discovers  fingers,  hands,  toes,  and 
feet  and  finds  that  these  objects  belong  to  the 
same  body  that  he  has  begun  to  experience.  At 
about  three  months  of  life,  the  infant  begins  to 
recognize  pieces  or  parts  of  the  world  and 
relates  to  these  “part  objects”  as  important. 
We  see  the  social  smile;  the  child  looks  at  part 
of  a face  and  smiles.  By  about  nine  months  of 
age  most  infants  have  finalized  this  process, 
discovering  where  they  leave  off  and  the  world 
begins.  They  discover  that  there  are  many 
people-objects  in  the  world.  By  associating 
pleasurable  experiences  with  certain  of  these 
people-objects  the  child  begins  to  learn  that 
specific  ones  are  very  important.  He  establishes 
basic  trust  in  these  key  people  and  becomes 
totally  dependent  on  them.  In  establishing 
basic  trust  in  these  key  parenting  people,  the 


*Dr.  Silver  is  Professor  of  Psychiatry,  Professor  of  Pedi- 
atrics, and  Chief,  Section  of  Child  and  Adolescent  Psy- 
chiatry, Rutgers  Medical  School,  CMDNJ,  Piscataway. 


VOL.  74-NUMBER  8- AUGUST  1977 


673 


infant  masters  the  first  major  step  in  psycho- 
social development.  Parents  now  find  that 
their  child  becomes  upset  if  they  leave;  the 
child  has  a fear  of  separation  and  a fear  of 
strangers. 

The  child  becomes  demanding  and  possessive. 
If  frustrated  he  may  still  express  anger  openly 
by  hitting,  scratching,  biting,  or  yelling.  Many 
parents  stop  their  child  from  hurting  himself  or 
others  but  do  not  try  to  block  such  expressions. 

By  one  year  of  age  most  children  have  estab- 
lished basic  trust  in  significant  parenting  adults, 
becoming  intimately  dependent  on  them  for 
their  total  emotional  and  physical  well-being. 
The  next  task  in  psychosocial  development  is 
to  learn  how  to  separate  from  these  significant 
people  and  survive.  The  child  masters  this  stage 
of  separation  in  steps,  starting  at  nine  to  twelve 
months  and  usually  finishing  at  three  to  three 
and  one-half  years. 

Initially,  the  child  needs  some  form  of  per- 
ceptual hook-up  with  the  significant  person. 
The  baby  cries,  then  hears  a parent’s  footsteps 
in  the  hall  and  stops.  The  auditory  linkage  was 
enough.  A child  crawls  behind  a chair,  loses 
sight  of  a parent  and  cries,  then,  as  the  parent 
moves  into  view,  stops.  The  visual  linkage 
reestablished  contact.  A baby  cries  at  night,  is 
picked  up  in  the  dark  and  held,  and  stops;  the 
touch  and  smell  provide  reassurance  of  the 
needed  intimate  connection.  During  this  phase 
direct  expression  of  anger  is  still  tolerated  by 
most  parents.  The  child  begins  to  learn  that 
some  actions  are  unacceptable  but  that  others 
are  tolerable. 

Slowly,  beginning  at  about  18  to  24  months, 
the  child  learns  to  separate  for  longer  and 
longer  periods  of  time.  Yet,  he  still  must  return 
frequently  to  the  parent  to  “refuel.”  A hug  or 
kiss  or  cookie  will  do  and  he  is  off  again.  For 
some  children  these  early  efforts  at  separating 
are  made  easier  if  something  reminding  them  of 
a parent  can  go  along.  These  “transitional 
objects”  are  usually  selected  because  they  have 
a familiar  smell  or  soft  touch,  or  cuddly  feel 
which  they  have  learned  to  associate  with  the 
parent. 


During  this  second  major  stage  of  development, 
as  the  child  is  trying  to  master  separation,  two 
major  psychological  events  take  place.  Each 
helps  the  child  master  separation  and  each  helps 
to  shape  his  or  her  handling  of  angry  feelings 
and  style  of  expressing  anger. 

The  first  of  these  issues  is  “negativism”  which 
begins  at  about  age  two.  Most  requests  or 
comments  are  responded  to  with  a “No.  . .” 
“No,  I can  do  it  myself,  ma.”  The  child  is 
beginning  to  try  out  having  a mind  of  his  own. 
This  negativism  is  an  effort  toward  mastering 
the  separation  process.  It  is  also  the  beginning 
of  expressing  frustration  and  anger  through 
words  rather  than  actions.  A properly  timed  and 
defiant  “no”  can  communicate  the  anger  and 
affect  to  a parent  just  as  effectively  as  a hit 
or  kick. 

The  other  issue  occurring  at  about  age  two  is 
toilet  training.  In  the  process  of  toilet  training 
the  child  must  begin  to  learn  two  new  concepts. 
First,  the  child  must  shift  his  concept  of  love 
and  relationships.  Up  until  this  time  the  whole 
world  was  perceived  by  the  child  as  being  there 
to  take  care  of  him.  Love  and  caring  were 
automatic  and  free.  Suddenly  the  child  begins 
to  learn  that  love  is  no  longer  free  and  available 
at  his  every  request.  Now,  if  the  child  wants 
love  he  must  do  something.  Loving  relation- 
ships are  no  longer  totally  centered  around  the 
child's  wishes  and  needs  but  are  a give-and-take 
process.  “Make  in  potty  and  mommy  loves  you; 
make  in  pants  and  mommy  frowns  or  hits  or 
threatens  not  to  love  you.”  To  get  love  requires 
giving.  To  be  pleased  requires  pleasing.  This  is  a 
major  shift  in  the  child’s  concept  of  the  world, 
of  people,  and  of  relationships,  an  essential 
shift  for  the  child  to  master. 

The  second  new  concept  introduced  with  toilet 
training  is  that  of  having  aggressive  power.  For 
the  first  time  in  a child’s  life  he  has  an  active 
weapon.  Prior  to  this,  the  child  could  cry  or 
have  a tantrum  but  the  parents  could  choose 
whether  to  respond  or  to  get  angry  or  not.  Prior 
to  this  the  child  experienced  anger  and  ex- 
pressed it.  Now  the  child  begins  to  realize  the 
significance  of  anger  and  the  influence  his  way 
of  expressing  anger  has  on  getting  or  keeping 
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love.  Direct  expression  of  anger  does  not  work; 
the  price  to  pay  might  be  too  great.  He  begins 
to  learn  that  passive,  indirect  expressions  of 
anger  work  as  well  as  hitting  or  yelling.  Now.  if 
angry  with  a parent  he  can  squat  right  in  front 
of  the  parent,  preferably  when  company  is 
around,  and  with  a big  smile  “make”  in  his 
pants.  If  pleased  with  mommy  or  daddy  he 
will  “make”  on  potty.  The  child  begins  to 
learn  the  importance  of  controlling  anger  or  of 
learning  more  acceptable  ways  of  expressing 
anger. 

These  issues  — of  wishing  to  please  and  be 
pleased,  loving  and  being  loved,  and  handling 
angry  feelings  — are  struggled  with  individually 
and  together.  The  two  themes  can  interrelate; 
it  is  possible  to  love  and  to  hate  the  same  person 
at  the  same  time  or  to  hurt  and  care  for  the 
same  person  at  the  same  time. 

Pure  narcissism  is  no  more.  Being  held,  feeling 
warm  and  safe,  and  sensing  total  pleasure  is 
no  longer  there  for  the  demanding.  The  free 
expression  of  anger  is  no  longer  accepted.  The 
child  learns  that  he  must  give  to  get,  must  learn 
how  to  please  to  be  pleased,  and  must  deal  with 
those  feelings  created  when  one  does  not  get 
what  he  wants  or  needs. 

If  the  child  has  mastered  the  first  major  task 
of  development,  establishing  basic  trust,  and  the 
second  major  task,  separating,  he  is  ready  to 
struggle  with  the  next  task,  individuation.  This 
deals  with  asking  and  trying  to  answer  the 
question,  “Who  am  I?”  “Now  that  I’ve  learned 
that  I am  a person  and  that  I can  survive  with- 
out these  important  people,  what  kind  of  a 
person  am  I?”  These  questions  are  struggled 
with  between  the  ages  of  three  and  six. 

The  child  begins  to  try  out  many  roles.  What  is 
it  like  to  be  big,  little,  active,  passive,  a boy,  or 
a girl?  He  begins  to  experience  what  it  is  like 
to  be  female  or  male.  It  is  during  this  time  that 
we  imprint  our  cultural  stereotypes  of  behavior. 
If  a boy  reaches  for  a doll  to  play  with,  he  is 
told  that  boys  play  with  guns  not  with  dolls. 
This  theme  is  amazing  since  adult  men  must 
know  how  to  relate  lovingly  to  their  children 
and  not  to  use  guns.  Girls  learn  that  they  play 


with  dolls  and  do  things  in  kitchens;  they  do  not 
use  guns  or  work  with  tools  in  shops.  Boys 
learn  that  it  is  acceptable  to  express  anger  but 
not  love  or  sadness;  girls  learn  the  opposite. 
Fortunately,  the  consciousness-raising  efforts  of 
the  women’s  liberation  movement  have  helped 
to  free  us  from  these  stereotypes.  Children 
should  feel  free  to  explore  and  to  learn  many 
roles  in  becoming  a male  or  female.  They 
should  learn  that  the  concept  of  maleness  or 
femaleness  is  not  based  on  the  kinds  of  things 
one  does  or  how  one  expresses  different 
emotions  but  on  the  kinds  of  experiences, 
relationships,  and  respects  one  develops  toward 
others. 

During  this  stage  of  development  the  child 
begins  to  explore  the  differences  between  boys 
and  girls  and  to  notice  these  differences.  While 
playing  “house”  or  “school”  or  “doctor”  he 
explores  various  roles  and  differences.  One  day 
the  child  is  a boy,  the  next  day  he  is  a girl  or  a 
mommy  or  a daddy  or  a teacher. 

The  boy  may  become  very  affectionate  with 
mother  or  the  girl  with  father;  loving  glances 
while  cuddling  or  kissing  reflect  this  affection. 
They  begin  to  want  to  have  total  possession  of 
this  significant  parent.  They  begin  to  learn 
how  to  split  their  parents  or  to  manipulate  the 
environment  in  order  to  get  this  person  for 
themselves.  Once  again  they  must  deal  with 
love  and  anger,  often  at  the  same  time.  Parents 
begin  to  teach  the  child  acceptable  vs.  un- 
acceptable ways  of  expressing  anger.  The  child 
learns  to  shift  to  less  direct  expressions  of 
anger.  Rather  than  hitting  or  yelling  or  talking 
he  might  pout,  dawdle,  break  a sibling’s  toy, 
hide  something,  or  threaten  not  to  love  mommy 
or  daddy. 

By  age  six  most  children  begin  to  answer  the 
question,  “Who  am  I?”  Little  boys  begin  to 
learn  that  they  are  to  become  “just  like  daddy” 
and  enjoy  playing  this  role.  They  give  up 
wanting  mommy  all  to  themselves  and  settle 
for  having  a girl  just  like  their  mother  (some 
day).  Little  girls  begin  to  learn  that  they  are  to 
become  “just  like  mommy”  and  enjoy  playing 
this  role.  They  give  up  wanting  daddy  all  to 
themselves  and  look  forward  to  some  day  having 
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someone  just  like  their  father.  As  I will  discuss 
later,  the  role  model  of  the  parent  is  critical. 
If  a parent  inappropriately  expresses  anger  the 
child  might  incorporate  this  model  as  his  con- 
cept of  identity. 

One  of  the  psychological  processes  that 
develops  at  about  age  six  and  that  assists  the 
child  in  handling  his  or  her  many  conflicting 
feelings  and  thoughts  is  the  consolidation  of 
various  value  judgments  into  a conscience  or 
super  ego.  This  “voice"  of  our  conscience 
remains  with  us  throughout  life  and  becomes 
significant.  It  “tells"  the  child  what  thoughts, 
feelings,  or  actions  are  acceptable  or  not. 
Initially,  these  concepts  are  taught  by  one's 
parents.  Later,  in  adolescence,  these  value 
judgments  are  reconsidered.  The  early  value 
systems  are  usually  concrete  and  possibly 
harsh.  If  not  reworked  in  adolescence,  such  a 
super  ego  can  inhibit  or  confuse  one’s  identity 
or  one’s  ability  to  handle  feelings  appropriately. 

Once  the  child  masters  this  third  task  of  devel- 
opment, individuation,  he  or  she  moves  into  a 
period  of  consolidation.  By  about  age  six,  the 
child  is  free  to  move  out  of  the  family  and  into 
the  community.  With  the  major  psychological 
work  of  childhood  done,  the  child's  energy  is 
freed  to  involve  him  in  school  and  learning  and 
in  peer  relationships. 

Earlier  learned  roles  continue  to  be  reinforced. 
Boys  are  taught  to  play  certain  games  and  girls 
others.  Boys  do  certain  activities  and  girls  do 
others.  Boys  can  dress  in  certain  ways  and  girls 
in  others.  Boys  can  express  certain  feelings 
and  girls  others. 

Children  begin  to  learn  of  a more  socially- 
acceptable  model  of  expressing  anger,  i.e., 
games  and  sports.  One  can  be  extremely 
aggressive  in  competitive  games  and  sports  and 
it  is  acceptable  and  safe.  There  are  clear  rules, 
concepts  of  “sportsmanship,”  and  referees  or 
umpires  to  maintain  the  rules.  If  one  is  defeated 
he  is  not  hurt  or  destroyed.  One  shakes  hands 
and  friendships  remain.  This  ability  to  channel 
one's  expression  of  anger  into  games  and  sports 
may  continue  throughout  life  through  direct 
involvement  in  sports  or  hobbies,  work,  or 


passive  observation. 

During  this  time  children  begin  to  focus  on 
relationships  with  the  same  sex  and  ignore 
or  move  away  from  heterosexual  peer  activities. 
Boys  prefer  boys  and  may  not  like  girls.  Girls 
prefer  girls  and  may  avoid  boys.  Very  intimate 
“chum”  relationships  develop.  Unlike  the  pre- 
vious stage,  the  boy  will  shrug  and  push 
mother  away  if  she  wishes  to  kiss  him;  the 
girl  will  feel  uncomfortable  if  father  chooses  to 
hold  or  to  kiss  her.  Two  girls  or  two  boys  may 
walk  down  the  street  arm  in  arm  as  the  closest 
of  friends.  The  ability  to  relate  and  form 
friendships  with  persons  of  the  same  sex  is 
explored  and  learned. 

By  the  age  of  12  to  14  this  period  of  consolida- 
tion ends.  Adolescence  arrives.  It  is  useful  to 
distinguish  between  puberty,  the  physical 
processes  of  change,  and  adolescence,  the 
psycho-social  processes  of  change.  Preferably, 
the  two  occur  simultaneously  or  close  to  each 
other;  however,  with  some  individuals  either 
may  occur  much  before  the  other.  When  one 
is  out  of  phase  with  the  other  the  individual 
has  added  stresses  to  cope  with. 

The  pre-adolescent  stage  usually  begins  at 
about  the  age  of  1 1 to  13  with  girls  and  12  to  14 
with  boys.  Interest  in  the  opposite  sex  re- 
appears. For  many  reasons  the  early  adolescent 
may  not  return  to  individuals  within  the  family 
to  explore  these  new  relationships  and  feelings 
but  may  look  outside  the  family. 

During  the  early  phase  of  this  developmental 
period,  he  may  continue  peer  relationships  with 
the  same  sex  but  the  interest  shifts.  Groups  of 
girls  may  get  together  to  talk  and  giggle  about 
boys.  Groups  of  boys  may  laugh  or  joke  about 
girls.  Such  laughter  and  jokes  become  a 
comfortable  way  of  handling  the  anxiety  created 
as  they  begin  to  re-explore  heterosexual  feelings 
and  thoughts. 

Much  as  the  young  child  learns  to  master  new 
tasks  and  problems  through  play  and  through 
repetition  in  play;  so,  the  pre-adolescent  begins 
to  master  his  new  feelings  and  thoughts  through 
fantasy  and  play.  While  reading  stories. 
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daydreaming,  talking  or  making  up  stories  with 
friends,  they  begin  to  explore  and  to  role-play 
new  behaviors  and  interactions  before  actually 
trying  them  out. 

Through  the  safety  of  peer  groups  of  the  same 
sex,  they  begin  actively  to  re-explore  hetero- 
sexual interactions.  Groups  of  girls  may  sit  in  a 
booth  at  an  ice  cream  parlor,  laughing  about  a 
group  of  boys  across  the  way.  Groups  of  boys 
might  clown  around  when  near  a group  of  girls. 
This  behavior  might  lead  to  group  parties  or 
dances  and  then  gradually  to  individual  hetero- 
sexual interactions. 

The  individual  is  developing  bodily  changes 
which  lead  to  two  conflicting  issues  and  create 
the  first  developmental  task  to  be  mastered  in 
adolescence,  shifting  from  a dependent  to  an 
independent  person. 

The  first  result  of  the  physical  maturation  is  a 
loss  of  self-confidence  and  a loss  of  feelings  of 
body  mastery.  These  feelings  may  lead  to 
withdrawal  from  peer  contacts  and  retreat  into 
the  home.  He  is  growing  in  height  and  weight. 
Bodily  changes  such  as  menarche,  breast 
development,  growth  of  beard,  and  changes  in 
voice  occur  rapidly.  The  girl  who  may  have 
been  very  graceful  and  reassured  is  now  clumsy 
and  insecure.  The  boy  who  was  great  in  sports 
and  confident  is  now  gawky  and  uncomfortable. 
Every  day  he  looks  into  the  mirror  to  see  who 
is  there  and  to  readjust. 

Although  the  rapid  physical  and  emotional 
development  may  increase  one’s  insecurity  and 
his  wish  to  retreat  into  the  safety  of  the  home 
and  family,  another  aspect  of  this  development 
may  force  the  individual  to  move  out  of  the 
home  for  relationships  and  interactions. 

Unlike  the  child  of  three  to  six,  whose  feelings 
and  thoughts  caused  conflicts  and  anxiety,  the 
adolescent  has  the  additional  capacity  of 
actions.  When  a six-year-old  boy  cuddles  in  his 
mother’s  lap  he  feels  pleasant  sensations,  but 
when  the  14  or  15-year-old  boy  does  so,  he  may 
be  embarrassed  by  development  of  an  erection. 
A little  girl  can  enjoy  the  experience  of  cuddling 
with  her  father,  but  an  early  adolescent  girl 


may  have  concomitant  physical  sensations  or 
secretions  that  worry  her.  Wrestling  or  tickling 
a sibling  of  the  opposite  sex  may  become  equal- 
ly stimulating  and  distressing.  This  new  ability 
to  add  actions  to  the  feelings  and  thoughts  is 
upsetting  and  may  force  the  adolescent  to  move 
such  relationships  and  feelings  to  individuals 
outside  of  the  family. 

The  same  is  true  for  angry  feelings.  It  is  one  , 
thing  for  a little  boy  to  be  angry  at  his  mother 
as  he  looks  up  at  her.  It  is  another  situation 
when  the  angry  adolescent  realizes  that  he  is 
taller  and  bigger  than  his  mother  and  that  he 
really  could  hurt  her. 

Thus,  there  is  a conflict.  The  loss  of  confidence 
caused  by  the  physical  and  emotional  changes 
encourages  the  early  adolescent  to  become 
more  dependent  on  his  home  and  parents.  The 
maturation  of  sexual  functioning  makes  it 
difficult  to  explore  heterosexual  relationships 
again  with  parents  and  siblings. 

Initially,  the  early  adolescent  may  attempt  to 
cope  by  fantasy,  i.e..  choosing  relationships 
with  individuals  who  are  unavailable,  thus  safe. 
He  might  have  a “mad  crush”  on  a movie  or 
record  star  or  on  a sports  hero.  The  probability 
of  an  early  adolescent  girl  suddenly  having  a 
rock  music  star  knock  at  her  door  and  ask  for  a 
date  is  remote  enough  to  allow  her  safely  to  fan- 
tasize a relationship  with  him.  Gradually,  rela- 
tionships with  real,  potentially  available  people 
are  explored.  Initially  these  interactions  are 
likely  to  be  found  in  groups,  then  smaller 
groups,  and  then  individually.  Early  individual 
dating  may  be  narcissistically-determined.  The 
adolescent  dates  someone  who  makes  him  or 
her  look  good  — the  cheerleader  or  football 
hero.  Often  the  boy  relates  to  the  girl  much  as 
he  would  to  boys  by  clowning  around  or  hitting. 
Later,  the  adolescent  will  date  someone  who 
makes  him  feel  good;  this  date  may  resemble 
the  parent  of  the  opposite  sex. 

As  the  early  adolescent  struggles  to  move  from 
a dependent  to  an  independent  person,  the 
initial  struggles  often  revolve  around  the 
established  concepts  of  sexual  roles  and  iden- 
tification. Old  techniques  of  mastering  separa- 
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tion  may  be  tried  again. 

Negativism  reappears.  “No.  I can  do  it  myself.” 
“Don’t  tell  me  how  long  my  hair  can  be.” 
“Don’t  tell  me  how  short  my  skirt  can  be.” 
Again,  the  negativism  is  an  attempt  to  say  that 
he  has  a mind  of  his  own.  Again  it  can  become 
an  active  verbal  expression  of  anger. 

Clothing  and  hair  style  have  always  been 
favorite  issues  to  prove  one’s  independence. 
The  unisex  theme  of  today  resembles  the 
“cause”  of  other  generations  who  had  “Ra- 
coon-Coaters,”  “Beep-Boppers,”  “Zoot- 
Suiters,”  “Flappers,”  and  so  on. 

Other  issues  relating  to  establishing  that  the 
adolescent  has  a mind  separate  from  his  or  her 
parents  may  appear.  Parents  and  adolescent 
may  differ  on  the  choice  of  friends  and  peer 
groups,  on  school  plans  or  courses,  on  points 
of  philosophy. 

All  the  old  struggles  with  loving  and  with  angry 
feelings  reappear.  What  do  you  have  to  do  to  be 
loved  or  to  keep  one's  love?  What  do  you  do 
with  angry  feelings?  All  have  to  be  worked 
through;  in  the  process  developing  concepts  of 
relationships,  styles  of  expressing  feelings,  and 
one's  personality  are  shaped. 

In  the  process  of  separating,  the  adolescent 
must  reject  and  reformulate  his  conscience  or 
superego.  Unless  this  is  done,  the  adolescent’s 
parents  remain  with  him  in  the  form  of  the 
value  systems  programed  in  as  a child.  Initially 
the  adolescent  might  reject  the  former  values, 
pointing  out  the  contradictions  in  the  parents’ 
values  or  stating  that  “one  can’t  trust  anyone 
over  30.“  For  some,  this  interim  “vacuum,” 
when  old  values  are  rejected  but  new  ones  have 
not  yet  been  established,  is  upsetting.  The 
adolescent  might  temporarily  borrow  a 
“packaged”  system.  Boy  Scout  or  Girl  Scout 
Oaths  and  Laws,  religious  philosophy  and 
ritual,  or  other  value  systems  might  be  adhered 
to  vigorously.  For  some,  the  peer  group  may 
provide  this  interim  system.  Close  “clicks”  may 
set  rigid  rules  about  how  to  dress,  whom  to  talk 
to,  who  is  in  the  in-group  or  out-group,  or  how 
to  behave. 


Slowly,  the  adolescent  begins  to  blend  many 
different  value  concepts  from  many  sources 
with  his  or  her  existing  values.  By  young  adult- 
hood a new  superego  is  established.  The  flexi- 
bility and  compatability  of  this  new  superego 
will  strengthen  or  inhibit  the  individual’s 
ability  to  handle  and  express  feelings  and 
relationships. 

As  the  adolescent  begins  to  feel  independent  of 
his  family  and  the  family  supports  and  en- 
courages this  emerging  maturity,  the  question 
of  the  three  to  six-year-old  reappears.  Now  that 
I am  a separate  being,  “Who  am  I?”  He  can  no 
longer  be  just  like  mommy  or  daddy. 

Thus,  the  second  developmental  task  of 
adolescence,  establishing  one’s  identity,  begins. 
Becoming  a “chip  off  the  old  block”  is  too 
restrictive.  Unlike  the  child,  the  older  adoles- 
cents will  select  characteristics  from  many 
individuals  such  as  religious  leaders,  scout 
leaders,  teachers,  neighbors,  relatives,  parents, 
and  friends  and  blend  these  features  with  him- 
self to  become  a unique  new  person.  This  new 
person,  or  identity,  finalizes  one's  concepts  of 
self.  An  individual’s  identity  must  be  reworked 
throughout  life  as  life  roles  change.  One  must 
adjust  to  becoming  a graduate,  a spouse,  a 
parent,  a grandparent,  or  a retiree. 

Each  generation  and  each  culture  has  different 
sociological  and  cultural  influences.  The  child 
who  grew  up  in  the  Victorian  era  would  have 
had  different  external  messages  influencing  his 
or  her  identity  than  one  growing  up  in  the  first 
post-Victorian  rebellion,  i.e.,  the  “flapper 
stage”  of  the  20's.  In  the  same  way,  the 
adolescent  growing  up  today  experiences 
different  social  and  cultural  mores  and  stan- 
dards than  did  his  parents. 

The  total  developmental  process  that  began  at 
birth  culminates  in  this  identity.  If  all  previous 
tasks  were' successfully  mastered,  the  individual 
will  have  a successful  functional  identity  with 
healthy  and  positive  feelings  about  himself  or 
herself.  If  any  tasks  were  not  successfully 
mastered,  the  final  identity  might  be  restrictive 
or  dysfunctional. 


678 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


With  the  developmental  task  of  moving  from  a 
dependent  to  an  independent  being  and 
establishing  his  initial  identity  complete,  the 
adolescent  has  one  remaining  task  to  master. 
Until  this  time  relationships  were  primarily 
based  on  the  child-adult  model.  Now,  the 
adolescent  or  young  adult  has  to  learn  how  to 
relate  to  another  individual  who  is  an  equal. 
This  type  of  relationship  is  often  referred  to  as 
intimacy. 

When  relating  in  a dependent-independent  mod- 
el one  leans  on  or  depends  on  another,  and 
possibly  may  fuse  with  that  person.  In  an 
intimate  relationship  or  an  independent- 
independent  relationship  each  becomes  intra- 
independent on  the  other.  Although  each  leans 
on  and  needs  the  other  for  his  emotional  well- 
being, neither  loses  his  boundaries;  at  all 
times  each  can  still  stand  and  function  in- 
dependently. 

The  Family 

All  of  this  psychological  and  social  development 
usually  takes  place  within  a family  setting.  This 
family  should  provide  a comfortable,  nurturing, 
safe  environment.  The  adults  should  provide 
role  models  for  the  behaviors  being  taught. 

The  child  gradually  should  learn  to  establish 
trust  in  others,  master  separation,  learning  to 
function  independently,  and  conceptualize  his 
identification.  The  adolescent  should  finalize 
the  process  or,  moving  from  a dependent  to  an 
independent  person,  finalize  the  basic  concepts 
of  his  identity  and  learn  to  relate  to  adults  as  an 
adult. 

The  child  should  learn  that  relationships  are 
positive  experiences.  With  those  significant 
adults  in  his  life,  the  child  learns  that  relation- 
ships mean  loving  and  being  loved,  trusting 
and  not  being  hurt. 

Gradually  the  child  learns  to  control  his 
aggressive  feelings  and  thoughts  by  learning 
acceptable  behaviors.  The  child  learns  to  move 
from  overt  actions  to  selected  actions  to  words 
to  selected  words  to  thoughts  to  selected 
thoughts  or  to  alternative,  acceptable  behaviors. 


It  is  in  the  process  of  learning  that  relationships 
are  positive  — loving  and  being  loved  — and  in 
the  process  of  gaining  control  over  his  im- 
pulses, thus  handling  angry  feelings  and 
thoughts  in  more  socially  acceptable  ways,  that 
adult  role  models  are  important.  If  the  sig- 
nificant adults  are  unavailable,  inconsistent 
in  their  relationships,  or  acting  in  a manner 
different  from  the  behaviors  expected  from  the 
child,  the  child  might  have  difficulty.  If  the 
parents  try  to  insist  that  a child  not  openly 
express  anger,  yet  mother  yells  or  throws 
things  when  she  is  angry  or  upset  or  father 
pounds  his  fist  or  hits  mother  when  he  is 
angry,  the  child  will  become  confused  between 
the  verbal  messages  and  the  observed  messages. 
If  parents  handle  conflicts  by  yelling  or  hitting, 
then  siblings  might  begin  to  use  the  same 
approach  when  they  disagree  or  get  upset.  If  a 
parent  is  impulsive  and  explosive  with  his  angry 
feelings,  the  child  sees  such  behavior  as  a 
possible  role  model  to  try. 

In  addition,  if  the  child’s  family  is  under  stress 
and  thus  unable  to  provide  a safe,  nurturing 
environment,  the  child  might  have  difficulty 
progressing  psychosocially  and  might  remain 
at  an  earlier  level  of  development  and  behavior. 

Child  Abuse  and  the  Mastery 
of  Aggression 

Several  previous  studies,  including  one  by  the 
author,  have  shown  that  violence  within  a 
family  breeds  violence.1  When  one  parent 
abuses  other  members  of  the  family  the  child’s 
development  is  effected.  Some  children  are 
able  to  develop  specific  intrapsychic  defense 
mechanisms  and  cope.  They  develop  into  func- 
tional adults,  often  paying  the  price  of  a 
restricted  or  partly  dysfunctional  personality. 

Other  children  might  choose  one  of  two  other 
methods  of  coping.  Some  learn  to  cope  with  the 
stress  by  identification  with  the  aggressor.  They 
learn  to  handle  their  aggressive  feelings  and 
thoughts  by  modeling  after  the  aggressive 
parent.  They  have  poor  impulse  control  in 
general  and  express  their  aggressive  feelings 
and  thoughts  directly.  Those  abused  children 
grow  up  to  be  impulsive  aggressive  adults  and 
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often  become  child  abusers. 

Several  case  examples  from  the  author’s  study 
of  child  abuse  illustrate  this  theme. 

Case  1 — A six-month-old  girl  was  brought  to  the  emergency 
room  because  her  mother  had  knocked  her  unconscious. 
The  father  reported  a similar  previous  episode,  however, 
he  had  not  brought  the  child  in  at  that  time.  Information 
revealed  that  the  mother  had  been  abused  by  her  mother  as 
a child  and  had  been  known  to  the  police  department  since 
her  early  teens  because  of  alcoholism  and  disorderly  con- 
duct. 

Case  2 — A two-month-old  child  was  brought  to  the  emer- 
gency room  by  his  father,  who  complained  that  the  mother 
had  beaten  him.  In  addition  to  clinical  evidence  of  soft 
tissue  injury,  the  child  showed  evidence  of  neglect  (diaper 
rash,  weight  loss).  Records  noted  that  the  mother  had  been 
abused  by  her  father  as  a child.  She  had  been  known  to  the 
police  department  since  her  early  teens  because  of 
alcoholism,  assaultive  behavior,  and  disorderly  conduct. 
On  the  first  day  following  hospitalization  of  the  child,  his 
mother  removed  him  without  medical  approval.  The 
Women’s  Bureau  went  to  the  home  and  returned  the  child 
to  the  hospital.  On  readmission,  a fractured  skull,  which 
had  not  been  present  at  the  time  of  the  original  admission, 
was  noted. 

Case  3—  A six  and  one-half-year-old  child,  observed  in  the 
emergency  room,  was  found  to  have,  multiple  hematomas, 
welts,  and  contusions.  History  revealed  that  the  father 
had  beaten  the  child  with  a belt.  Records  showed  that  the 
father  had  been  abused  as  a child;  he  was  described  as 
violent  and  abusive  to  his  wife  and  to  the  other  five  siblings. 
Two  months  after  the  event  described  above,  the  child 
was  seen  in  the  emergency  room  with  a similar  beating;  at 
this  time  he  was  noted  to  have  torticollis.  Follow-up  reports 
note  that  four  years  after  the  initial  event  the  child  was 
enuretic  and  had  phobias. 

Case  4 — A one-year-old  child  was  seen  in  the  emergency 
room  after  a neighbor’s  complaint  led  the  police  to  the 
child’s  house.  He  was  found  alone  in  a dirty  and  dis- 
organized house;  the  refrigerator  was  broken,  and  gas 
fumes  were  in  the  room.  Clinical  evidence  of  neglect  was 
noted.  Records  showed  that  the  mother,  as  a child,  had  a 
history  of  running  away  from  home  because  of  her  fear  of 
being  beaten  by  her  mother.  She  had  been  known  to  the 
police  department  since  childhood  because  of  truancy, 
petty  larceny,  disorderly  conduct,  and  assaultive  behavior. 
During  the  four  years  after  the  initial  episode,  reports 
revealed  abusive  behavior  and  neglect  toward  all.  five 
children.  One  sibling  died  14  months  after  the  above  in- 
cident because  of  “diarrhea”;  another  sibling  was  burned 
while  playing  with  matches  two  and  one-half  years  after 
the  initial  incident. 

At  the  time  of  the  study,  four  years  after  the  initial  reporting 
of  abusive  behavior,  seven  of  the  children  had  already  come 
to  the  attention  of  the  court  because  of  delinquency. 

Case  5—  A 13-year-old  was  initially  seen  after  his  mother 
had  hit  him  with  a broom,  resulting  in  multiple  contusions. 
The  mother  had  been  abusive  to  all  seven  of  her  children; 
she  also  had  stabbed  her  husband  five  years  previously. 


By  age  17  the  boy  was  known  to  the  juvenile  court  because 
his  behavior  was  out  of  control.  He  ran  away  from  home, 
and  broke  probation. 

Case  6 — The  father  of  an  11-year-old  boy  threw  battery 
acid  at  him,  resulting  in  first  and  second  degree  burns  on 
his  face.  One  year  prior  to  this  event  the  child  had  fractured 
his  leg  when  he  “fell  out  of  bed.”  Records  noted  that  all  six 
siblings  had  been  known  to  have  been  abused.  By  age  15  he 
was  known  to  the  juvenile  court  because  of  his  school 
difficulties,  truancy,  and  uncontrollable  behavior;  he  was 
on  probation. 

Case  7— A 15-year-old  girl  had  been  beaten  by  her  father 
with  a heavy  cord,  resulting  in  multiple  contusions  and 
welts.  The  father  was  an  alcoholic  with  at  least  one  pre- 
vious admission  to  a mental  hospital.  He  was  abusive  to 
all  eight  children.  By  age  17  the  girl  was  known  to  the 
juvenile  court  as  a delinquent  and  a truant. 

Case  8—  An  1 1 -year-old  boy  was  beaten  by  his  father  with  a 
belt,  resulting  in  soft  tissue  injury  over  the  face  and  body. 
A similar  incident  had  occurred  eight  years  previously; 
records  revealed  a long  history  of  abuse  and  neglect.  The 
father  was  an  alcoholic,  and  the  mother  was  an  alcoholic 
with  a previous  admission  to  a mental  hospital.  All  siblings 
were  known  to  have  been  abused  at  one  time  or  another. 
By  age  15  the  boy  was  known  to  the  juvenile  court  because 
of  his  behavior  in  school,  delinquency,  and  truancy;  he  was 
also  known  to  be  enuretic. 

Case  9—  A nine-year,  nine-month-old  boy,  had  been  beaten 
by  his  father  with  resulting  soft  tissue  injury.  The  father  had 
a previous  admission  to  a mental  hospital.  By  age  13,  the 
child  was  known  to  the  juvenile  court  because  of  assault 
with  a deadly  weapon,  housebreaking,  stealing,  and  break- 
ing probation. 

Some  of  these  children  appear  to  cope  with  the 
stress  by  identification  with  the  victim.  Rather 
than  becoming  impulsive  aggressive  adults  they 
become  the  victim:  the  wife-beater's  wife,  the 
person  yoked,  the  person  attacked  and  beaten. 
At  an  early  age  children  who  are  repeatedly 
battered  learn  to  sense  when  it  is  time  to  go 
outside,  to  leave  the  room,  to  be  quiet.  Through 
painful  experience  they  have  learned  the  con- 
sequence of  allowing  their  parent  to  lose 
control.  These  children,  however,  under  similar 
conditions,  perform  just  the  act  or  say  just  the 
word  that  precipitates  a beating  or  abuse.  They 
seem  to  have  learned  that  love  equals  being 
hurt  and  they  establish  a pattern  of  inviting 
harm  and  of  playing  the  victim.  Rather  than 
relating  in  a love  and  be  loved  model  they 
relate  in  a hurt  and  be  hurt  model. 

Sirhan  Bishana  Sirhan.  the  convicted  assassin 
of  Robert  F.  Kennedy,  is  one  example  of  the 
theme  that  violence  breeds  violence,  with 
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undesirable  consequences  to  society.  Teachers, 
pastors,  and  boyhood  acquaintances  who  had 
known  Sirhan  in  Jerusalem  reported  that  he 
grew  up  in  violence.  Salim  Awad,  the  head- 
master of  the  Jerusalem  Evangelical  Lutheran 
School,  was  quoted  as  saying,  “What  the 
(school)  records  do  not  show  is  what  went  on  at 
home.  The  father  and  mother  had  terrible 
fights,  and  the  children  suffered  as  a result. 
Their  father  beat  them.  . .”' 

Pastor  Daoud  Haddad  of  the  Lutheran  Church 
of  the  Savior  in  Jerusalem  stated  that  the 
father  “had  frequent  violent  fits  and  was 
given  to  breaking  what  little  furniture  they 
had,  and  beating  the  children.  He  thrashed 
them  with  sticks  and  with  his  fists,  whenever 
they  disobeyed  him.”1 

Salin  Atas,  a boyhood  acquaintance  of  Sirhan, 
related  an  incident  when  the  father  heated  an 
iron  and  pressed  it  against  Sirhan’s  heel.  “I 
remember  Sirhan  coming  to  school  with  no 
shoes.”1 

Television  — That  Other  Member 
of  the  Family 

What  is  the  effect  on  child  development  and 
modeling  of  the  mass  media,  especially  tele- 
vision? In  most  American  families  the  tele- 
vision set  is  like  another  member  of  the 
family.  The  child  might  see,  hear,  and  interact 
as  much  with  the  television  set  as  he  does 
with  a family  member. 

In  an  earlier  time  the  child  was  socialized  by 
his  family  with  strong  and  congruent  support 
from  community,  religious  institutions,  and 
school.  Today,  however,  the  mass  media  plays 
a significant  role  in  socialization,  introducing 
the  child  to  options  he  might  not  otherwise 
know  about,  and  teaching  the  child  how  to 
value  these  options. 

There  is  concern  with  those  media  which  are 
visual  — comic  books,  motion  pictures,  and 
television.  Possibly,  something  portrayed  has 
a much  greater  impact  than  something  merely 
read  about.  In  addition  to  this  impact,  there  is 
the  concern  with  its  “availability.”  Literacy 


may  have  provided  a useful  screen,  since  an 
individual  had  to  reach  a certain  level  of 
maturity  and  intellectual  ability  to  be  able  to 
read.  However,  any  child  of  any  age  or  intel- 
lectual ability  is  able  to  watch  and  be  affected 
by  a picture. 

It  is  estimated  that  the  average  American  child 
between  the  ages  of  five  and  fifteen  sees  some 
13,400  human  beings  destroyed  on  his  tele- 
vision set.2  In  growing  up,  the  typical  child  in 
this  country  spends  as  much  time  with  television 
as  he  does  in  our  education  system.  He  spends 
more  of  his  waking  hours  watching  television 
than  in  any  other  single  activity.  Dr.  Urie  Bron- 
fenbrenner,  a social  scientist  at  Cornell  Uni- 
versity, has  said  that,  “The  normal  American 
family  now  consists  of  a father,  a mother,  2.4 
children,  and  one  television  set.  Along  with  the 
parents,  this  new  family  member  must  accept 
his  full  measure  of  responsibility  for  the  human, 
or  inhuman,  quality  of  the  new  generation  of 
Americans”.2 

If  the  child  sees  so  much  violence  on  television, 
is  it  possible  that  he  learns  that  violence  pays 
off?  Is  it  possible  that  the  child  has  his  sensi- 
tivity to  violence  blunted?  In  one  study  children 
were  left  to  monitor  the  videotaped  play  be- 
havior of  other  children.2  They  were  instructed 
to  go  and  get  the  experimenter  if  things  got  out 
of  hand.  In  the  video  sequence,  which  the  child 
thought  was  actual  children  in  another  room 
at  the  same  time,  things  did  indeed  get  out  of 
hand.  Progressively,  more  mayhem  began  to 
take  place.  Those  children  who  had  just  seen 
commercial  television  violence  accepted  much 
higher  levels  of  aggression  than  those  who  had 
not. 

To  understand  how  television  might  be  linked  to 
aggression  one  has  to  look  at  the  learning 
model.  Initially  children  learn  models  of  be- 
havior by  observing  it.  This  does  not  necessarily 
mean  that  the  child  will  replicate  the  behavior. 
It  is  in  his  cognitive  repertoire,  but  it  may  not 
be  in  his  behavioral  repertoire.  Later,  the  child 
might  actually  adopt  the  modeled  behavior 
into  his  pattern  of  actions. 

Perhaps  the  lesson  of  television  violence  is 
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not  just  that  a child  sees  and  learns  how  to 
deliver  a karate  chop  or  write  a bomb  threat; 
it  may  be  that  he  learns  the  broader  lesson:  the 
surest  and  most  effective  answer  to  a problem 
is  violence. 

Discussion 

In  the  process  of  development  the  child  be- 
comes socialized.  He  learns  acceptable  from 
non-acceptable  ways  of  handling  feelings, 
thoughts,  and  actions. 

If  the  family  environment  is  stressful  or  if  a 
parent  uses  aggressive  behavior,  such  as  in 
child  abuse,  the  child  is  likely  to  grow  up  as  an 
immature,  impulsive,  aggressive  adult.  Vio- 
lence does  breed  violence. 

The  possible  influences  of  television  on  children 
only  can  be  suggested  at  this  time.  The  Surgeon 
General  of  the  United  States,  after  reviewing 
the  data  from  a scientific  advisory  committee 
similar  to  the  one  that  linked  cigarette  smoking 
to  cancer,  publicly  concluded,  “While  the 
committee  report  is  carefully  phrased  and  quali- 
fied in  language  acceptable  to  social  scientists,  it 
is  clear  to  me  that  the  causal  relationship  be- 
tween televised  violence  and  antisocial  behavior 
is  sufficient  to  warrant  appropriate  and  im- 
mediate action. 

A possible  consequence  of  a child's  exposure  to 
violence  within  the  family  or  by  television  is 
the  producing  of  a violent  adult.  This  individual 
affects  all  of  society. 

A recent  study  by  the  Massachusetts  Institute  of 
Technology  reported  some  striking  projections 
about  violence  in  our  society. : An  infant  born 
in  a major  city  today  has  a two  percent  prob- 
ability of  having  his  or  her  life  terminated  by 
murder.  This  means  that  the  odds  against  a 
male  infant  in  an  American  city  today  are 
worse  than  those  faced  by  a young  man 
entering  the  armed  services  in  W'orld  War  II. 

This  violence  within  our  society  strikes  at 
many  levels.  There  is  the  direct  injury  to  an 
individual  and  the  secondary  pain  felt  by  the 


victim's  family.  But,  there  is  also  the  reality 
that  we  are  all  victims.  The  threat  of  violence 
subtly  undermines  the  quality  of  our  lives.  We 
all  feel  the  anxiety,  the  fear,  and  the  loss  of 
freedom  to  move  where  and  when  we  like.  We 
live  with  the  anxious  knowledge  that  we  or  our 
loved  ones  could  be  mugged,  beaten,  raped, 
stabbed,  shot,  murdered,  bombed,  skyjacked,  or 
kidnapped.  Violence  has  disrupted  civilization 
as  we  have  known  it  and  the  democratic 
process  as  it  has  evolved  over  centuries.  In  our 
time  we  have  seen  the  assassination  of  President 
John  F.  Kennedy,  Senator  Robert  Kennedy, 
Civil  Rights  Leader  Martin  Luther  King,  and 
the  attempted  assassination  of  Governor 
George  Wallace.  We  have  seen  riots  and 
political  kidnapping.  Violence  at  this  level 
makes  it  difficult  for  a democratic  leader  to 
move  freely  among  his  people.  It  forces 
potential  leaders  to  reconsider  the  risks  they 
invite  on  themselves  and  their  family. 

Families  under  stress  or  dysfunctional  families 
potentially  raise  their  children  to  express  ag- 
gression openly.  Violence  within  families  breeds 
violence.  All  of  society  feels  this  violence  and 
is  affected. 

Conclusions 

For  the  sake  of  the  success  and  happiness  of  the 
individual  as  well  as  the  safety  and  survival  of 
our  society  it  is  essential  for  the  child  to  learn 
acceptable  from  non-acceptable  models  for 
handling  aggressive  feelings,  thoughts,  and 
actions. 

Such  learning  takes  place  within  the  family. 
With  the  proper  family  environment  the  child 
develops  into  a “socialized”  adult.  In  a dys- 
functional family  environment  where  violence 
is  expressed  the  child  is  likely  to  develop  into  a 
violent  adult. 

We  no  longer  can  afford  to  allow  violence  to 
breed  violence.  We  must  intercede  to  break  this 
cycle.  Dysfunctional  adults  and  families  must 
be  helped  before  they  cycle  their  children  into 
our  next  generation  of  dysfunctional  adults 
and  families.  The  effects  of  the  mass  media. 
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especially  television,  must  be  studied  further. 
The  effect  of  the  content  of  television  programs 
we  pour  into  our  children  must  be  understood. 
Actions  may  be  needed. 

The  happiness  of  the  individual  is  at  stake.  The 
future  of  society  is  at  stake.  We  must  proceed. 
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New  Treatment  Prevents  Serious  Disease  of  Premature  Infants 


A new  treatment  to  prevent  hyaline  mem- 
brane disease  — a serious  respiratory  disorder 
in  premature  newborns  — is  described  in  the 
April  25  edition  oUAMA. 

A research  project  at  Roswell  Park  Memorial 
Institute,  Buffalo,  New  York,  confirmed  that 
administration  of  plasminogen,  a substance 
extracted  from  human  blood,  within  60  minutes 
of  birth  brings  a substantial  decrease  in  severe 
breathing  problems  and  in  death  from  hyaline 
membrane  disease  in  premature  newborns. 

The  most  common  cause  of  death  in  both  pre- 
mature and  full-term  infants  in  the  hours  fol- 
lowing birth  is  respiratory  difficulty.  About 
half  such  affected  infants  are  found  to  have  an 
excess  of  pink  fluid  clinging  to  the  membranes 
of  the  bronchial  tubes  — the  condition  called 
hyaline  membrane  disease  (HMD).  Statistical 
studies  have  shown  that  HMD  and  respiratory 
distress  is  the  underlying  cause  of  death  in  some 
9,000  infants  each  year,  approximately  20  per- 
cent of  all  neonatal  deaths. 

Clara  M.  Ambrus,  M.D.,  of  Roswell  Park 
Memorial  Institute,  and  colleagues  report  on  a 
study  involving  500  premature  infants.  Half 
were  treated  within  an  hour  of  birth  with  plas- 


minogen. Half  received  a placebo.  The  patients 
were  in  four  hospitals  affiliated  with  the  State 
University  of  New  York  at  Buffalo.  In  each 
hospital  the  study  was  approved  by  the  Com- 
mittee on  Human  Experimentation. 

Of  the  249  infants  in  the  placebo  group,  22  had 
mild  and  31  severe  respiratory  distress.  Of  the 
last  31,  twenty  died;  11  had  HMD.  In  the  plas- 
minogen-treated group  of  251  infants,  mild 
respiratory  distress  developed  in  35  patients 
and  severe  respiratory  distress  in  19.  This  is  the 
reverse  of  the  ratio  observed  in  the  placebo 
group.  Of  the  latter  19,  six  died. 

Administration  of  plasminogen  did  not  change 
the  overall  occurrence  of  respiratory  distress 
in  premature  infants,  but  its  use  often  converted 
a potentially  serious  disease  into  a mild  one  of 
short  duration  requiring  minimal  care,  the 
report  says.  Plasminogen  is  given  in  a single 
intravenous  injection  shortly  after  birth.  It  can 
be  administered  by  the  family  physician,  ob- 
stetrician, or  pediatrician,  and  a sophisticated 
intensive  care  unit  is  not  required. 

Mortality  caused  by  HMD  in  the  plasminogen 
group  was  about  one-fourth  that  in  the  placebo 
group,  Dr.  Ambrus  says. 
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CASE  REPORTS 

Traumatic  thrombosis  of  the  internal  carotid  artery  following  blunt  cervical  trauma  is 
rare.  In  almost  all  reported  cases  the  lesion  was  not  recognized  and  the  patient's 
symptoms  were  thought  due  to  intracranial  injury.  The  trauma  may  be  slight,  and  the 
patient  may  exhibit  only  minor  abrasions  in  the  cervical  area.  With  cervical  hyper- 
extension injury,  the  neck  may  appear  completely  normal.  Following  a latent  interval 
of  twenty-four  hours  or  less,  the  patient  may  develop  pupil  dilatation,  hemiparesis, 
aphasia,  and/or  sensory  deficit.  In  the  collected  cases,  there  has  been  a 40  percent 
mortality  and  52  percent  incidence  of  residual  neurologic  deficit. 1 Although  somewhat 
controversial,  current  therapeutic  approach  is  non-operative  and  directed  toward 
restoration  of  collateral  flow. 


Thrombosis  of  the  Internal  Carotid  Artery 
Following  Non-Penetrating 
Cranio-Cervical  Trauma* 


Edwin  S.  Wilson,  M.D.,  Mount  Holly 

The  syndrome  of  traumatic  thrombosis  of  the  in- 
ternal carotid  artery  following  non-penetrating 
injury  to  the  head  and  neck  is  rare.  Verneuil  in 
1872  was  the  first  to  describe  thrombosis  of  the 
internal  carotid  artery  following  blunt  trauma.1 
In  that  first  patient,  as  in  many  subsequent  pa- 
tients, the  symptoms  were  felt  to  reflect  intra- 
cranial injury.  In  a review  of  the  literature 
published  in  1967,  Yamada,  et  al.  noted  that 
only  fifty-one  reported  cases  had  been  sub- 
stantiated by  carotid  angiogram,  operation,  or 
autopsy.2  Scattered  case  reports  have  been 
published  since  that  review,  but  the  overall  oc- 
currence is  rare  despite  the  increasing  incidence 
of  motor  vehicular  accidents. 

This  report  of  a young  patient  who  developed  in- 
ternal carotid  artery  thrombosis  following 
seemingly  minor  trauma  to  the  head  and  neck, 
illustrates  the  typical  mode  of  presentation  and 
clinical  course.  Diagnosis  was  established  by  the 
early  utilization  of  carotid  angiography. 

Case  Report  — A 24-year-old  male  was  admitted  to  the 
hospital  following  a motor  vehicle  accident.  Although  his 
head  struck  the  steering  wheel  of  the  automobile,  there  was 
no  history  of  direct  trauma  to  the  neck.  The  patient  was  con- 
scious and  restless,  but  refused  to  respond  to  questions 
regarding  the  accident  or  his  state  of  health.  Physical  ex- 
amination in  the  emergency  department  revealed  multiple 
small  lacerations  of  the  forehead,  right  cheek,  lower  lip,  and 
chin.  There  was  a deep  laceration  of  the  anterior  aspect  of 
the  right  knee.  Blood  pressure  was  130/70.  Fundoscopic  ex- 
amination was  normal,  and  the  pupils  were  equal  and  reacted 


normally  to  light.  Cardiac  rhythm  was  regular  with  no  mur- 
murs, but  the  heart  rate  was  increased  to  120  per  minute. 
There  were  superficial  abrasions  of  the  abdomen  and  hips, 
but  no  abdominal  rigidity  or  rebound  tenderness.  Neuro- 
logic examination  was  normal. 

Radiographic  examinations  of  the  skull,  chest,  and  right 
knee  were  normal.  Hemoglobin  was  15.1;  the  white  cell 
count  was  24,000  cells  per  cubic  millimeter. 

Twelve  hours  following  admission  to  the  hospital,  the  pa- 
tient became  increasingly  restless  and  disoriented,  and  soon 
developed  dilatation  of  the  right  pupil,  left  facial  weakness, 
and  left  hemiparesis.  Emergency  right  brachial  and  left 
carotid  angiography  were  performed,  with  the  tentative 
diagnosis  of  acute  subdural  hematoma.  Left  carotid  angiog- 
raphy was  completely  normal.  Right  brachial  arteriography 
demonstrated  filling  of  the  right  vertebral  artery  and  the 
posterior  circulation,  as  well  as  the  right  external  carotid 
artery  and  its  branch  vessels.  The  right  common  carotid 
bifurcation  was  normal,  but  a tapered  occlusion  of  the  right 
internal  carotid  artery  was  demonstrated  three  centimeters 
above  the  bifurcation.  There  was  no  intracranial  opacifica- 
tion by  the  right  carotid  artery,  but  crossover  filling  of  the 
right  anterior  and  middle  cerebral  arteries  occurred  during 
left  carotid  angiography. 

Because  of  the  collateral  filling  of  the  right  cerebral  circula- 
tion and  the  young  age  of  the  patient,  a conservative  ap- 
proach was  elected.  In  the  intensive  care  unit,  therapy  was 
instituted  with  systemic  steroid  therapy  and  supportive 
measures.  Within  four  days  the  patient  was  more  alert  and 
responsive,  but  with  residual  right  Horner's  syndrome  and 
paresis  of  the  left  upper  extremity.  During  this  period  a tran- 
sient pericardial  friction  rub  was  heard,  and  an  electro- 
cardiogram revealed  incomplete  right  bundle  branch  block 
and  slight  depression  of  the  ST  segment  in  AVF. 
Radiographs  of  the  chest  and  sternum  were  normal.  The 
electrocardiogram  reverted  to  normal  in  three  days. 


•From  the  Department  of  Radiology,  Burlington  County 
Memorial  Hospital,  Mount  Holly. 
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Figure  I — Lateral  radiograph  from  the  right  brachial  injec- 
tion demonstrates  occlusion  of  the  right  internal  carotid 
artery. 


Within  four  weeks  the  patient  was  discharged  from  the 
hospital  with  no  residual  paresis,  but  with  slightly  obtunded 
sensation  of  the  left  upper  extremity.  Neurological  examina- 
tion was  otherwise  within  normal  limits.  The  patient  refused 
a second  carotid  arteriogram. 

Discussion 

Thrombosis  of  the  internal  carotid  artery  follow- 
ing blunt  cervical  or  cranial  trauma  is  rare.  In 
virtually  all  cases,  the  admitting  diagnosis  in- 
dicated that  physicians  considered  the  symptoms 
due  to  intracranial  injury  and  the  carotid  occlu- 
sion was  not  suspected.  However  obscure  the 
trauma,  the  entity  is  a serious  one,  as  reflected 
by  the  40  percent  mortality  rate  and  the  52  per- 
cent incidence  of  residual  neurological  deficit.2 

The  trauma  may  seem  slight,  and  the  patient 
may  exhibit  only  a slight  abrasion  in  the  cer- 
vical area.  In  some  cases  there  may  be  no  visible 
evidence  of  external  trauma  to  the  neck.  Intimal 
tear  with  subsequent  thrombosis  is  the  most 
usually  accepted  mechanism  of  injury. 3-4-5  This 
may  follow  direct  trauma  to  the  vessel,  sudden 


Figure  2 — Frontal  (a)  and  lateral  (b)  subtraction  radio- 
graphs demonstrate  complete  obstruction  of  the  right  inter- 
nal carotid  artery  distal  to  the  bifurcation. 
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stretching  of  the  vessel  during  hyperextension  of 
the  cervical  spine,  or  blunt  intraoral  trauma.8 
With  the  marked  increase  in  motor  vehicular 
accidents,  sudden  stretching  of  the  vessels 
appears  the  more  prevalent  mechanism.  As  the 
vessel  is  stretched  across  the  hyperextended 
cervical  vertebrae,  there  is  intimal  tearing,  while 
the  media  and  adventitia  may  remain  intact  and 
preserve  continuity  of  the  vessel.  This  partial 
tearing  of  the  vessel  with  subsequent  thrombosis 
provides  the  probable  mechanism  for  the  latent 
period  which  characterizes  this  injury.3 

These  patients  usually  present  minimal  symp- 
toms when  initially  examined.  However,  more 
serious  findings  become  manifest  after  a latent 
interval  of  variable  duration.  This  period  usually 
suggests  epidural  or  subdural  hematoma  to  the 
physician.  In  most  patients,  there  is  no  discerni- 
ble alteration  in  carotid  pulse  and  no  carotid 
bruit.2  Ipsilateral  Horner’s  syndrome  is  often 
present,  due  to  concurrent  injury  to  the  sym- 
pathetic cervical  chain.  These  patients  may 
rapidly  develop  restlessness,  confusion,  and 
hemiparesis.  Aphasia  may  become  manifest  if 
the  dominant  hemisphere  is  involved.  A 
prevalent  finding  in  those  cases  reported  in  the 
literature  is  the  tendency  for  the  patient  to  re- 
main conscious  despite  severe  neurologic 
deficit.4 

There  is  a controversy  regarding  the  correct 
therapeutic  approach  to  this  serious  lesion.  Most 
authors  believe  the  correct  treatment  of  carotid 
thrombosis  due  to  blunt  trauma  is  nonoperative, 
especially  in  the  face  of  a dynamic  neurological 
deficit. 4-7'8-910  The  major  concern  is  that  the 
operative  restoration  of  blood  flow  to  an 
ischemic  infarct  will  produce  a hemorrhagic  in- 


farction with  increased  mortality.4  A 40  percent 
mortality  is  recorded  in  the  literature.2  Conser- 
vative medical  measures  including  the  control  of 
fluid  balance,  maintenance  of  respiration  and 
blood  pressure,  mannitol  and/or  steroids  to 
decrease  cerebral  edema,  and  mild  sedation  are 
utilized.24  Once  the  neurological  deficit  has 
stabilized,  repeat  angiography  and  considera- 
tion of  surgical  repair  to  increase  cerebral  perfu- 
sion may  be  indicated  in  selected  patients.4  8 

References 

1.  Verneuil  M:  Thrombose  de  l'artere  carotide.  Bull  Acad 
Nat  Med  1:46-56,  1872. 

2.  Yamada  S.  Kindt  GW,  and  Youmans  JR:  Carotid  artery 
occlusion  due  to  non-penetrating  injury.  J Trauma 
7:333-342,  1967. 

3.  Zilkha  A:  Traumatic  occlusion  of  the  internal  carotid 
artery.  Radiology  97:543-548,  1970. 

4.  Towne  JB,  Neis  DD,  and  Smith  JW:  Thrombosis  of  the 
internal  carotid  artery  following  blunt  cervical  trauma.  Arch 
Surg  104:565-568,  1972. 

5.  Olafson  RA  and  Christoferson  LA:  The  syndrome  of 
carotid  occlusion  following  minor  craniocerebral  trauma.  J 
Meurosurg  33:636-639,  1970. 

6.  Pitner  SE:  Carotid  thrombosis  due  to  intraoral  trauma.  N 
Engl  J Med  274:764-767,  1966. 

7 Blaisdell  WF,  Clauss  RH,  Galbraith  JG,  Imparato  AM. 
and  Wylie  EJ:  Joint  study  of  extracranial  arterial  occlusion. 
JAMA  209:1889-1895,  1969. 

8.  Thai  ER,  Snyder  WH  III,  Hays  RJ,  and  Perry  MO: 
Management  of  carotid  artery  injuries.  Surg  76:955-962, 
1974. 

9.  Rubio  PA,  Reul  GJ,  Beall  AC,  Jordan  GL,  and  De  Bakey 
ME:  Acute  carotid  artery  injury:  25  years’  experience.  J 
Trauma  14:967-973,  1974. 

10.  Silvernail  WI  Jr,  Croutcher  DL,  Byrd  BR,  and  Pope 
DH:  Carotid  artery  injury  produced  by  blunt  neck  trauma. 
Southern  Med  J 68:310-313,  1975. 


175  Madison  Avenue,  Mount  Holly 


212th  ANNUAL  MEETING,  ATLANTIC  CITY,  MAY  6-9,  1978 


VOL.  74-NUMBER  8- AUGUST  1977 


687 
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in  the  treatment  of 
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Potent  bronchodilation  and  rapid  reduction  of  bronchial  edema. 

Efficient  expectorant  action  thins  and  loosens  tenacious 
mucus  to  facilitate  its  removal. 

Gentle  sedation  produces  mild  calming  action. 


To  prevent  or  relieve  symptoms  in  asthma,  chronic  bronchitis,  emphysema 


BRONKOTABS 


Each  tablet  contains  ephedrme  sulfate  24  mg  guaifenesin  (glyceryl 
guaiacolate I 100  mg;  theophylline  100  mg;  phenobarbital  8 mg  (warning: 
may  be  habit-forming). 


PRECAUTIONS  With  Bronkotabs  therapy,  sympathomimetic  side  effects 
are  minimal  However,  frequent  or  prolonged  use  may  cause  nervous- 
ness restlessness  or  sleeplessness  Bronkotabs  should  be  used  with 
caution  in  the  presence  of  hypertension,  heart  disease,  or  hyper- 
thyroidism Drowsiness  may  occur  Ephedrine  may  cause  urinary  reten- 
tion, especially  in  the  presence  of  partial  obstruction,  as  In  prostatism. 
RECOMMENDED  DOSAGE  One  tablet  every  3 or  4 hours,  not  to  exceed 
five  times  daily.  Children  over  6 : one  half  adult  dose. 


SUPPLIED  Bottles  of  100  and  1000  scored  tablets 


REON 


BREON  LABORATORIES  INC.  • 90  Park  Avenue.  New  York.  N Y 10016 


Abdominal  calcification  as  seen  on  x-ray  is  an  uncommon  condition  associated  with 
only  a few  clinical  conditions.  The  majority  of  the  cases  have  been  associated  with 
pseudomyxoma  peritonei  and  present  as  diffuse  stippling  throughout  the  abdomen. 

The  case  reported  is  that  of  a malignant  peritoneal  mesothelioma  which  presented 
with  diffuse  abdominal  calcification  caused  by  a large  tumor  that  expanded  rapidly, 
with  a very  malignant  course,  to  fill  the  entire  abdominal  contents  resulting  in  the 
death  of  the  patient.  The  pathology  of  the  tumor  as  presented,  along  with  the 
x-rays,  is  believed  to  be  the  first  reported  case  of  peritoneal  mesothelioma  associated 
with  diffuse  tumor  ossification. 

Peritoneal  Mesothelioma  Associated  with 
Diffuse  Abdominal  Ossification  and 
Unusual  Presentation* 


John  E.  Stambaugh,  Jr.,  M.D.,  Ph.D., 

S.  Burrows,  M.D.,  J.  Jacoby,  M.D.,  and 
Howard  Shivers,  M.D.,  Camden 


marked  abdominal  distension  due  to  a mass  lesion  extending 
from  the  xiphoid  to  the  pubis.  Ascites  was  present  but 
confined  to  the  left  lower  quadrant  because  of  the  large 
mass. 


Abdominal  calcification  as  seen  on  x-ray  is  an 
uncommon  condition  associated  usually  with 
adenocarcinoma  of  the  ovary,  urachal  car- 
cinoma, adenocarcinoma  of  the  appendix,  pseu- 
domyxoma peritonei,  tuberculoperitonitis  and 
gastric  carcinoma.1  2 The  majority  of  the 
cases  have  been  associated  with  pseudomyxoma 
peritonei  and  present  as  diffuse  stippling 
throughout  the  abdomen.  The  following  case 
report  is  interesting  because  a malignant 
peritoneal  mesothelioma  presented  with  diffuse 
abdominal  calcification  caused  by  a large 
tumor  which  filled  the  entire  abdominal 
cavity.  An  additional  feature  is  the  unusual 
clinical  course  with  rapid  progression  of  the 
tumor  in  a period  of  a few  weeks  and  marked 
enlargement  over  a period  of  several  days.  To 
our  knowledge,  no  case  similar  to  this  ever  has 
been  described. 

Case  Report 

A 68-year-old  male  was  admitted  to  Cooper  Medical 
Center  with  a two-month  history  of  increasing  abdominal 
girth.  One  week  prior  to  admission  he  developed  shortness 
of  breath  and  noted  the  onset  of  swelling  of  his  ankles. 
Because  of  the  abdominal  distension  and  his  wife’s  in- 
sistence, he  consulted  a physician  for  the  first  time. 

His  past  medical  and  family  history  were  noncontributory; 
there  was  no  exposure  to  tobacco,  alcohol,  asbestos,  or 
other  toxins.  Physical  examination,  at  the  time  of  his 
initial  presentation,  revealed  a left  pleural  effusion  with 


X-ray  Findings—  At  the  time  of  his  initial  presentation  a 
preliminary  scout  film  of  the  abdomen  (Figure  1)  demon- 
strated diffuse,  amorphous  granular  calcifications  which 
clustered  in  the  mid,  central,  and  right  lower  quadrants  of 
the  abdomen.  The  margins  of  these  calcifications  were  ill- 
defined  and  did  not  conform  to  any  abdominal  structure. 


*From  the  Departments  of  Medicine.  Pathology,  and 
Radiology,  Cooper  Medical  Center,  Camden. 
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An  intravenous  urogram  (Figure  2)  demonstrated  both 
kidneys  and  ureters  to  be  normal.  Calcification  was  noted 
in  the  pelvis  just  above  the  urinary  bladder.  These  calcifica- 
tions tended  to  cluster  and  outline  a rather  spherical  con- 
figuration raising  the  possibility  of  an  urachal  cyst.  They  did 
not  involve  retroperitoneal  structures;  a right  anterior 
oblique  projection  of  the  barium  enema  (Figure  3)  demon- 
strated extrinsic  pressure  upon  the  colon  in  the  region  of  the 
distal  descending  colon.  The  colon  itself  was  found  to  be 
intrinsically  normal  but  the  extensive  nature  of  the  cal- 
cifications was  noted.  An  upper  G.I.  series  suggested  an 
abnormality  in  the  lesser  curvature  of  the  distal  antrum 
(although  a biopsy  of  this  area  by  endoscopy  was  negative). 
The  appendix  filled  during  the  small  bowel  series  and  ruled 
out  an  appendiceal  carcinoma;  a liver  scan  was  normal 
except  for  slight  hepatomegaly  with  no  intrahepatic  masses 
noted. 


Course  in  Hospital  — Three  liters  of  straw-colored  fluid  of 
Class  I cytology  were  obtained  by  paracentesis,  after  which 
the  mass  increased  rapidly  over  a four-day  period  to  fill 
completely  the  area  from  which  the  ascites  fluid  had  been 
taken.  An  exploratory  laparotomy  demonstrated  a mass 
which  extended  from  the  xiphoid  to  deep  into  the  pelvis 
and  to  both  lateral  abdominal  walls.  No  ascites  was  present; 
the  tumor  which  filled  the  entire  left  lower  quadrant,  was 
described  as  “rock  hard”  and  so  firm  that  it  was  difficult  to 
biopsy.  No  further  exploration  of  the  abdomen  was  possible 
and  the  tumor  could  not  be  removed.  The  pathologic 
diagnosis  was  reported  as  a malignant  mesothelioma, 
fibrous  type,  associated  with  a fibrinous  exudate  and  tumor 
calcification.  A course  of  chemotherapy  and  radiation 
therapy  was  instituted.  After  two  weeks  of  treatment  the 
patient  developed  right  costovertebral  angle  tenderness 
and  intermittent  chills  and  fever.  A repeat  intravenous 
pyelogram  demonstrated  bilateral  obstructive  uropathy 
secondary  to  pressure  by  the  tumor.  The  patient  developed 


signs  and  symptoms  suggesting  gram-negative  septicemia 
and  bronchopneumonia;  the  laboratory  data  demonstrated 
progressive  deterioration  of  renal  function  and  uremia. 
After  48  hours  the  patient  expired;  a postmortem  was 
obtained. 


Pathology 

At  autopsy  a massive  tumor  filled  the  entire 
abdominal  cavity  and  encircled  all  of  the 
viscera  of  the  abdomen  and  pelvis,  without 
direct  invasion  of  any  of  the  organs.  The  tumor 
grew  between  loops  of  small  intestine  and  gave 
the  entire  abdominal  cavity  a bony  appearance 
due  to  extensive  ossification  (Figure  4).  The 
bony  composition  of  the  tumor  hampered  the 
dissection  of  the  individual  organs  and  use  of  a 
saw  was  necessary  to  separate  the  viscera.  The 
massive  tumor  caused  obstruction  of  both 
ureters  w ithout  ureteral  invasion. 

Microscopically,  the  tumor  had  the  appearance 
of  a spindle-cell  sarcoma  or  fibrosarcoma  with 
extensive  formation  of  bony  trabeculae  (Figure 
5).  The  tumor  involved  the  serosal  surfaces  of 
all  abdominal  and  pelvic  viscera,  including  the 
inferior  surface  of  the  diaphragm,  without 
invasion  of  the  parenchyma.  The  cause  of  death 
was  a confluent  bronchopneumonia  involving 
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Figure  4 — Gross  appearance  of  mesothelioma  showing 
abdominal  cavity. 


both  lungs  and  uremia  due  to  an  obstructive 
uropathy.  No  tumor  was  found  outside  of  the 
abdominal  cavity  and,  except  for  slight 
atherosclerosis  of  the  aorta  and  coronary- 
arteries,  no  other  abnormalities  were  noted. 

Discussion 

Calcification  of  malignant  mesothelioma  is  an 
uncommon  finding.  Persaud  el  al.A  described  a 
case  of  pleural  mesothelioma  presenting  with 
calcification  of  liver  metastasis  and  associated 
with  bony  metastasis.  Cellular  morphology  of 
their  report  was  a spindle-cell  type  of  meso- 
thelioma with  granular  calcification  of  tumor. 
It  was  felt  that  the  massive  hepatic  calcification 
was  dystrophic  in  nature  and  had  resulted  from 
degenerative  changes,  necrosis,  and  repeated 
hemorrhage  into  the  tumor. 

The  fibrosarcomatous  (fibrous)  or  spindle-type 
mesothelioma  is  characterized  as  a firm,  solid, 
grayish-pink  tumor  with  spindle  cells  in 
arrangements  of  bands  and  whorls;  it  may  be 
associated  with  multinucleated  giant  cells. ' 4 
Although  collagenization  or  hyalinazation  has 
been  reported,  the  extensive  calcification  and 
the  laying  down  of  bone  trabeculation  as  in  this 
case  has  not  been  previously  described.  The 
calcification  appears  to  result  from  an  attempt 
of  the  tumor  itself  to  form  bone. 


Figure  5 — Cross-section  of  abdominal  contents  demon- 
strating complete  encirclement  of  loops  of  small  intestine 
by  the  calcified  tumor. 
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Figure  6 — Photomicrographs  illustrating  the  mixture  of 
fibrous  and  bony  elements  of  the  mesothelioma.  Some 
areas  had  an  almost  equal  mixture  of  fibrous  and  bony 
elements,  as  shown  in  C and  D (original  magnification  of 
Figure  6A,  X25;  original  magnification  of  6B  and  6D,  X450; 
original  magnification  of  Figure  6C,  X 100). 
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Long-term  survival  of  widespread  malignant 
peritoneal  mesothelioma  has  resulted  only  when 
the  tumor  has  been  completely  excised.  Recent- 
ly the  combined  use  of  abdominal  radiation 
and  intraperitoneal  injection  of  P32  has  been 
reported.5  The  patient  described  in  this  report 
is  typical  of  most  patients  with  malignant 
mesothelioma.  He  presented  with  symptoms  of 
increasing  abdominal  girth,  surgical  removal 
proved  to  be  an  impossible  task  at  the  time  of 
laparotomy,  and  the  tumor  was  unresponsive  to 
either  radiation  or  chemotherapy.  The  rapid 
growth  of  the  tumor  over  a period  of  four  to 
five  days  following  the  paracentesis  indicates 
an  unusually  rapid  cell  division  of  the  tumor. 
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Pediatric  Briefs 

Identification  of  the  Jaundiced  Infant  Who  Is  Likely  to  Recover  Without  Surgical  Intervention. 

Campbell,  D.  P.  and  Williams,  G.  R.:  Am  Surg  184:189  (1976) 

Lipoprotein  X (LP-X)  (a  low  density  lipoprotein  found  only  in  patients  with  cholestasis)  is  always 
present  in  the  serum  of  patients  with  biliary  atresia.  It  is  also  found  in  25%  of  infants  with  severe 
intrahepatic  cholestasis  2°  to  neonatal  hepatitis.  Serum  LP-X  can  be  identified  by  a rapid  simple 
technique.  A short  course  of  cholestyramine  (CSM)  may  relieve  intrahepatic  cholestasis  2°  to 
hepatitis  by  promoting  bile  acid  excretion.  Using  CSM  and  repeating  LP-X  determinations  before 
and  after  its  use  has  enabled  reliable  differentiation  between  biliary  atresia  and  neonatal  hepatitis. 

Comment:  These  simple  procedures  appear  to  be  very  reliable  in  determining  which  infants  need 
exploration.  R.H.R. 

Antidiarrheal  Agents  in  the  Treatment  of  Acute  Diarrhea  in  Children.  Portnoy,  B.  L.  et  al.:  JAMA 
236:844  (1976) 

Kaolin-pectin,  kaolin,  pectin,  Lomotil®  and  placebo  were  compared  in  the  treatment  of  nonspecific 
diarrhea  in  children  age  3-11.  No  differences  were  found  on  any  regimen  compared  to  placebo  in 
frequency,  water  content,  or  weight  of  stools. 

Comment:  This  study  adds  to  previous  information  showing  lack  of  value  of  antibiotics  in  Sal- 
monella and  antiperistaltic agents  in  Shigellosis,  and  toxicity  of  Lomotil®  in  children.  In  the  treat- 
ment of  diarrhea,  major  attention  must  be  paid  to  state  of  hydration.  The  use  of  “symptomatic” 
agents  or  even  “specific”  antibiotic  therapy  when  subjected  to  careful  scientific  analysis  becomes 
increasingly  questionable.  R.H.R. 

What  Do  Patients  Know  About  Antibiotics.  Chandler,  D.  and  Drydale,  A.  E.:  Lancet  2:422  (1976) 

Thirteen  percent  of  mothers  in  Australia  thought  that  antibiotics  were  a stronger  form  of  aspirin. 
Eight  percent  thought  aspirin  an  antibiotic.  Seventy  percent  thought  antibiotics  should  be  used 
routinely  for  colds;  40%  for  gastroenteritis.  Thirty-five  percent  of  nurses  thought  antibiotics  killed 
viruses;  45%  would  use  them  routinely  for  colds.  “Much  misinformation  and  confusion  probably 
arises  from  doctors  diagnosing  ‘viral  infection"  and  then  giving  an  antibiotic.  The  patient  makes 
the  obvious  inference  which  is  confirmed  by  improvement  following  (but  not  necessarily  because  of) 
the  antibiotic.  The  patient  then  demands  antibiotics  for  subsequent  episodes;  the  demand  is  granted 
and  the  myths  grow.” 

Comment:  If  patients  are  to  understand  the  use  of  antibiotics,  they  must  be  prescribed  rationally 
and  with  explanation  of  indications,  actions,  and  side  effects.  We  have  a responsibility  to  educate 
our  patients.  R.H.R. 


‘Excerpts  from  CMDNJ  Rutgers  Medical  School  Pediatric  Newsletter  (Vol.  1,  No.  2,  December  1976),  Richard  H. 
Rapkin,  M .D.,  Editor,  Dr.  Rapkin  has  given  The  Journal  permission  to  reprint  this  material  from  time  to  time. 
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Organizational  Review 


Does  the  Medical  Profession 
Police  Itself? 

Recently,  raucous  voices  purport  to  lend  virtue 
to  the  malpractice  claims  which  have  suffused 
the  country.  That  these  indignant  diatribes 
originate  from  persons  who  stand  to  benefit  by 
such  polemics  already  has  been  recognized. 
Nevertheless,  their  plaintive  lament  is  that 
doctors  do  not  police  themselves  and  therefore 
are  deserving  of  such  severe  economic  sanctions 
which  virtually  threaten  the  practice  of  medicine 
as  we  know  it.  Such  maledictions  should  be 
refuted  fully  because  they  are  so  manifestly 
unjust  and  dishonest. 

From  the  moment  he  applies  to  medical  school, 
a physician  is  perpetually  under  an  intense 
scrutiny  unparalleled  in  any  other  calling.  In 
each  competitive  step  of  training  his  candidacy 
is  judged  not  only  on  intelligence  and  skill,  but 
on  integrity,  honesty,  and  ethical  behavior. 
Each  diploma,  each  successive  license  is  con- 
tingent upon  assurances  of  commendable 
character  as  well  as  professional  attainment. 

Peer  Review 

This  close  surveillance  persists  throughout  the 
doctor’s  career,  primarily  by  the  observation 
and  evaluation  of  his  colleagues.  Peer  review  is 
not  an  innovation,  but  simply  an  appellation 
for  a code  of  critical  assessment  which  has 
existed  for  decades.  Customarily,  each  hospital 
department  will  survey  the  quality  of  medical 
attention  within  its  own  province,  while  tissue, 
audit,  and  other  committees  scour  the  entire 
panorama  of  professional  competence  in  the 
institution.  Particular  consideration  is  paid  to 
mortality  and  morbidity  factors.  Numerous 
subcommittees  review  infections,  records, 
equipment,  and  ethical  conduct.  In  some 
categories,  e.g.,  cesarean  section  operations, 
second  opinions  and  corroborative  consulta- 
tions are  mandatory.  Thus,  the  chart  of  vir- 
tually every  patient  who  enters  a hospital 
ultimately  receives  a thorough  examination. 
Each  year,  every  health  facility  must  attest  to 
the  mental  and  physical  capability  of  its  entire 
staff. 


The  county  medical  societies  also  concern 
themselves  with  technical  irregularities,  sub- 
standard performance,  and  administrative 
malfunction.  Through  their  grievance  com- 
mittees, they  are  genuinely  responsive  to  the 
complaints  of  those  patients  who  feel  them- 
selves mistreated  or  in  some  manner  abused. 

Further  vigilance  is  maintained  through  a series 
of  supervisory  echelons.  For  many  years,  the 
Joint  Committee  on  Accreditation  has  studied 
and  evaluated  the  character  of  health  care 
provided  by  every  facility  in  America  and 
those  who  failed  to  reach  prescribed  standards 
either  were  placed  on  probation  or  summarily 
disqualified  from  the  obvious  advantages  of 
approval.  Initially,  these  examinations  were 
concerned  almost  exclusively  with  case  records 
and  meeting  format,  but  more  recently,  at  the 
instigation  and  prodding  of  the  AMA,  they 
also  have  investigated  structural  hazards, 
modernity  of  equipment,  and  administrative 
responsibilities. 

In  addition,  a cluster  of  other  regulatory  agen- 
cies have  become  involved  and  indulge  in  a pro- 
fusion of  overlapping  surveys: 

1.  The  State  Department  of  Health  is  con- 
cerned with  the  observance  of  institutional 
criteria. 

2.  PSRO,  with  its  burgeoning  bureaucracy, 
essentially  is  occupied  with  economic  aspects 
of  hospitalization. 

3.  Medicare  and  Medicaid  organizations,  as 
governmental  distributors  of  health  funds, 
concern  themselves  with  institutional  and 
provider  services. 

4.  Insurance  providers,  such  as  the  various 
Blue  Cross  plans,  are  third-party  payers  of 
health  care,  and  have  concerns  similar  to  Medi- 
care and  Medicaid. 

This  repetition  of  review  and  re-review,  of  audit 
and  reaudit,  with  each  agency  striving  to  en- 
force its  personal  dominance,  has,  in  some 
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instances,  almost  reached  limits  of  the  absurd. 
Such  discriminatory  surveillance  has  assailed  no 
other  profession.  Furthermore,  to  a consider- 
able degree,  these  bodies  are  influential  in  the 
regulation  of  fees. 

Continuing  Medical  Education 

We  all  know  that  the  creative  vistas  of  medicine 
constantly  and  inexorably  are  expanding. 
Every  doctor  is  inculcated  w ith  the  dictum  that 
learning  never  ceases  and  postgraduate  educa- 
tion is  an  unending  process.  The  hospital 
privileges  permitted  a practitioner,  as  well  as 
any  claim  to  specialty  rating,  depend  on  con- 
crete evidence  of  residency  or  other  training, 
specialty  board  certification,  or  officially 
recognized  experience. 

Continuing  education  programs  have  been 
instituted  in  every  hospital  in  this  state.  An 
abundance  of  special  courses  is  provided  by  the 
Academy  of  Medicine,  the  medical  colleges  and 
specialty  societies.  As  never  before  in  medical 
history,  the  rapid  advances  in  scientific  and 
technical  investigation  are  made  easily  and 
palatably  available  to  every  physician  by  home 
courses,  with  tape,  radio,  and  television  learning 
modalities.  Among  the  professional  disciplines, 
the  Medical  Society  of  New  Jersey  makes  the 
continuance  of  active  practice  contingent  upon 
a minimum  of  1 50  hours  of  acceptable  advanced 
study  each  three  years  — a contingency  happily 
adopted  by  our  group. 

Vigilance  in  the  Medical  Profession 

It  has  been  alleged  that  the  low  number  of 
license  revocations  is  attributable  to  poor 
“police  work."  The  allegation  is  manifestly 
untrue  since  recent  statistics  reveal  that,  over 
the  past  three  years.  65  physicians  have  been 
denied  the  right  to  continue  their  practices  in 
this  state.  It  must  indeed  be  the  very  rare  doctor 
who  would  jeopardize  his  career  and  ultimately 


destroy  himself  by  a deliberate  misdeed.  Most 
actual  malpractice  involves  inadvertent  lapses 
resultant  in  negligence,  instances  of  dubious 
judgment,  surgical  misadventures,  or  incom- 
prehensible accidents.  Although  suffering,  dis- 
ability, and  injury  are  possible  consequences, 
there  is  generally  no  moral  dereliction  or 
disobedience  of  law'. 

Not  every  lawyer  who  loses  a case  is  dis- 
barred. Disbarment  judiciously  is  based  on 
premeditated,  deliberate  mismanagement, 
illegal  obtainment  of  entrusted  funds,  or  such 
unacceptable  immoral  characteristics  as  to 
impugn  the  entire  bar.  Inadequate  professional 
performances  rarely  are  accorded  such  extreme 
punishment.  In  a similar  manner,  only  heinous, 
and  gross  incompetence;  repetitive,  irremedi- 
able malpractice  habits;  or  incontrovertible 
evidence  of  moral  deficiency  merit  the  loss  of 
medical  licensure. 

This  is  not  to  say  that  legitimate,  punishable 
malpractice  situations  do  not  arise;  their 
occurrence,  however,  is  not  attributable  to  the 
failure  of  police  action.  The  implication  that 
only  the  unsupervised,  and  the  inept  are  the 
objects  of  suits  is  a malevolent  canard.  Ex- 
perience has  shown  that  some  of  the  most 
distinguished  physicians  and  surgeons,  who 
perform  the  most  complex  and  rewarding  ser- 
vices, are  susceptible  to  claims  of  malpractice. 

Since  the  ancient  time  of  Hammurabi  and  the 
first  judicial  code,  the  legal  perplexities  of 
malpractice  have  confounded  juridicial  experts. 
To  the  extent  that  surveillance  of  all  who  are 
entrusted  with  the  laying  on  of  hands  is  an 
effective  deterrent  to  wrongdoing,  never  before 
in  the  long  history  of  the  medical  arts  has  such 
complete  and  encompassing  scrutiny  been  per- 
formed as  is  presently  accomplished. 

Bernard  D.  Pinck,  M.D. 
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Clinical  Commentary 

Whole  Body  Extract  Versus  Venom  Treatment  in 
Anaphylactic  Reactions  to  Bee  Stings:  The  Doctor's  Dilemma 


An  article  on  the  diagnosis  and  treatment  of 
anaphylactic  reactions  to  hymenoptera  stings 
appeared  in  the  July,  1975  issue  of  The  Journal, 
MSNJ  (72:581-585).'  In  that  article,  the  stan- 
dard treatment  using  whole  body  extract  (WBE) 
was  discussed.  It  also  was  noted  that  reports 
were  beginning  to  appear  suggesting  that  pure 
venom  (PV)  was  probably  superior  for  treat- 
ment and  diagnosis.2 

Since  the  hymenoptera  inject  venom  into  their 
victims,  it  would  seem  logical  and  immunologi- 
cally  correct  to  use  pure  venom  and  not  whole 
body  extract  for  diagnosis  and  treatment.  How- 
ever, the  retrospective  clinical  studies  of  the 
Insect  Committee  of  the  American  Academy  of 
Allergy,  using  WBE  in  the  treatment  of  patients 
seemed  reassuring.3  These  studies  showed  lesser 
reactions  in  over  90  percent  of  the  patients 
treated  by  this  method  who  were  restung.  WBE 
is  a crude  preparation  containing  much  extrane- 
ous material  such  as  body  protein,  and  often 
little  of  the  venom.  Using  WBE  as  a diagnostic 
tool  often  is  inadequate  in  distinguishing  the 
patient  from  the  control.  The  final  treatment 
maintenance  dose  often  is  not  much  larger  than 
the  dose  where  skin  reactivity  was  first  noted. 
Finally,  we  all  worried  about  our  failures  and 
our  inability  accurately  to  advise  the  patients 
when  to  stop  treatment. 

In  1975,  no  prospective  immunological  study  of 
WBE  extracts  or  PV  had  been  done  on  large 
enough  numbers  of  patients  to  be  of  any  sig- 
nificance. Using  advanced  immunological 
techniques  over  the  last  several  years,  however, 
two  centers  have  published  studies  indicating 
that  pure  venom  is  superior  to  whole  body  ex- 
tract for  diagnosis  and  treatment.4  5 A summary 
of  the  work  from  these  two  groups  is  that  im- 
mediate reactions  to  hymenoptera  stings  in- 
volve IgE  specific  antibody  to  components 
present  in  PV  but  not  present  in  significant 
quantities  in  WBE.  A series  of  injections  with 
PV  produced  blocking  antibodies  of  the  IgG 
class  which  appeared  clinically  to  protect  pa- 
tients when  next  challenged  in  a test  situation 


by  having  the  offending  hymenoptera  sting  the 
patient.  On  the  other  hand,  WBE  showed  little 
protection  both  clinically  and  as  evidenced  by 
lack  of  elevation  of  blocking  antibody  of  the 
IgG  class. 

But  knowing  this  does  not  solve  the  problem  of 
the  clinician.  PV  is  difficult  to  obtain  in  quanti- 
ties adequate  for  commercial  distribution.  So 
far,  the  only  PV  on  the  market  is  honeybee 
venom,  which  is  available  in  small  quantities 
and  can  be  used  only  for  diagnosis,  not  for 
treatment.  The  problem  of  obtaining  large 
amounts  of  venom  has  not  been  solved  nor  has 
Federal  Drug  Administration  approval  been 
forthcoming.  Furthermore,  it  does  not  look  as 
though  this  situation  will  change  in  the  near 
future. 

Where  does  this  leave  the  clinician?  Should  he 
abandon  WBE  without  having  a reliable  alter- 
native presently  available?  Certainly,  the  retro- 
spective statistics  of  the  Academy  of  Allergy 
Insect  Committee  on  a large  sample  using  WBE 
is  impressive  and  all  allergists  have  personal 
experience  with  patients  successfully  protected 
from  stings  using  this  mode  of  therapy.  On  the 
other  hand,  some  of  this  success  may  be  an 
illusion  since  we  know  that  there  is  a natural 
decrease  in  IgE  to  hymenoptera  with  time.  Also 
cross-reactivity  between  different  hymenoptera 
is  only  partial  and  the  second  stinging  insect 
may  be  of  a different  variety  than  the  one  that 
originally  sensitized  the  patient. 

PV  seems,  by  modern  immunological  tests,  to 
be  superior  to  WBE  but,  since  it  is  not  available, 
it  is  not  a viable  alternative  at  this  time. 

This  is  the  dilemma  of  the  practitioner.  If  he 
abandons  WBE  he  has  nothing  to  offer  the 
patient  except  avoidance  and  advice  on  how  to 
use  emergency  insect  kits.  If  he  continues  the 
use  of  WBE,  he  must  recognize  the  shortcom- 
ings and  still  instruct  the  patients  on  avoidance 
and  the  use  of  emergency  insect  kits. 
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These  are  the  facts;  the  practitioner  must  know 
them,  evaluate  them  and  decide  for  himself 
what  course  to  follow.  But  the  patient  also  must 
be  apprised  fully  of  the  facts  and  allowed  to 
participate  in  the  decision  as  to  which  course  of 
therapy  will  be  taken. 

Michael  S.  Mattikow,  M.D. 
Arthur  A.  Goldfarb,  M.D. 
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AMA  brings  CME  to  Hartford 

AMA  Regional  CME  Program — Sept.  10-11,  1977 


AMA  has  greatly  expanded  its  continuing  medical 
education  programs,  an  important  service  to 
member  physicians.  A regional  CME  meeting  is 
scheduled  at  the  Sheraton  Hartford  Hotel,  315 
Trumbull  St.,  Civic  Center  Plaza,  Hartford,  CT 
06103.  Non-AMA  members  are  welcome. 

New  England  medical  schools  are  contributing 
to  this  regional  program  in  cooperation  with  the 
Connecticut  State  Medical  Society,  Maine  Medical 
Association,  Massachusetts  Medical  Society, 
New  Hampshire  Medical  Society,  Rhode  Island 
Medical  Society,  and  the  Vermont  State  Medical 
Society. 


AMA  BRINGS  CME  TO  YOU  . . . 

• A clinically  directed  syllabus  for  each  course. 

• Individual  attention  to  questions — class  sizes  are 
limited 

• Scheduled  on  weekends  to  avoid  office-hour  conflict. 

• All  courses  approved  by  the  AMA  Council  on  Continu- 
ing Physician  Education  for  Category  1 credit  towards 
an  AMA  Physician's  Recognition  Award. 


CME  Courses  Offered  at 
Hartford  Meeting 

SATURDAY,  SEPTEMBER  10,  1977  (Each  6 Hours) 

J-1.  Office  Dermatology  (Boston  University) 

J-2.  Diagnosis  & Management  of  Common  Gl 
Disease  (University  of  Connecticut) 

J-3.  Office  Gynecology  (Tufts  University) 

J-4  Pulmonary  Function  & Blood  Gases  (University 
of  Vermont) 

J-5.  How  to  Sew  (Yale  University) 

SATURDAY  & SUNDAY,  SEPTEMBER  10-11,  1977 

J-6.  CANCELLED 

J-7.  Public  Speaking  Seminar;  11  hours 

SUNDAY,  SEPTEMBER  11,  1977  (Each  6 Hours) 

J-8.  Acid  Base,  Fluid.  & Electrolyte  Balance 
(Tufts  University) 

J-9.  Current  Clinical  Approaches  to  Hypertension 
(Boston  University) 

J-1 0.  Recent  Advances  in  Cardiovascular  Disease 
(Brown  University) 

J-1 1 . Infectious  Diseases  (Tufts  University) 

J-1 2.  Basic  Electrocardiography  (University 
of  Massachusetts) 

AMA's  Winter  Scientific  Meeting 

Miami  Beach,  Florida  December  10-13,  1977 


For  specific  information,  please  write: 

AMA  Department  of  Meeting  Services 
535  North  Dearborn  Street 
Chicago.  Illinois  60610 

Phone  inquiries  (312)  751-6155 
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CMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 

President,  CMDNJ 

At  the  risk  of  redundancy  (you  probably  have 
read  about  this  in  the  press)’ we  call  to  your  at- 
tention a proposal  that  will  have  major  impact 
on  medical  education  in  New  Jersey.  The  pro- 
posal calls  for  a $120-million  State  general- 
obligation  bond  issue  which  must  be  approved 
in  an  election-day  referendum  before  it  can  be 
implemented.  Assuming  voter  endorsement, 
the  State  will  be  able  to  sell  bonds  for  several 
College-related  purposes: 

1.  Refinancing  — at  much  lower  cost  — the  two-year-old, 
$ 109-million  revenue  bond  issue  of  the  New  Jersey  Health 
Care  Facilities  Financing  Authority,  which  provided  the 
money  to  build  CMDNJ’s  teaching  hospital  in  Newark.  The 
hospital,  of  course,  is  still  under  construction. 

2.  Construction  of  an  educational  facility  for  CMDNJ- 
Rutgers  Medical  School  at  Middlesex  General  Hospital, 
New  Brunswick.  This  is  a key  element  in  that  school’s  ex- 
pansion program.  (Cost,  S 1 2-million . ) 

3.  The  addition  of  two  major  units  to  the  new  Newark  hos- 
pital: a 34-bed  acute  psychiatric  care  section  and  an  area 
to  house  a linear  accelerator  and  advanced  radiological 
equipment  for  treating  cancer.  (Cost  of  both,  $5-million.) 

4.  Construction  of  an  ambulatory  care  center  to  serve  the 
people  of  Camden  to  provide  educational  experience  for 
students  in  the  College’s  projected  allopathic  and  osteo- 
pathic programs  in  South  Jersey.  (Cost,  less  than  SB-mil- 
lion.) 

The  proposal  (officially,  A3352,  the  New  Jersey 
Medical  Education  Facilities  Bond  Act  of  1977) 
was  made  originally  by  Governor  Byrne.  Sena- 
tor Bateman  also  has  endorsed  the  plan.  A 
spokesman  for  the  Senator  said  the  issue  had 
been  reviewed  and  felt  to  be  “a  sound  mechan- 
ism for  efficient  use  of  State  resources  and  for 
completing  needed  educational  and  health-care 
facilities.” 

A major  reason  for  this  bi-partisan  support  is 
that  it  is  estimated  that  redemption  of  the 
NJHCFFA  bonds  will  require  only  $95  million 
of  general  obligation  bonds  and  will  save  $56 
million  over  the  life  of  the  revenue  issue,  mainly 


because  of  lower  interest  rates  now  available 
for  general  obligation  bonds.  The  NJHCFFA 
bonds  w'ere  sold  at  an  average  rate  of  8.37  per- 
cent; the  proposed  issue  is  projected  at  5 per- 
cent interest.  The  savings  will  more  than  pay 
for  the  contemplated  new  programs.  In  a state- 
ment last  May  Governor  Byrne  said: 

“Thanks  to  New  Jersey’s  strong  credit  position,  we  now  can 
refinance  the  Newark  teaching  hospital  project  and  apply 
the  considerable  savings  to  the  construction  of  other  vital 
medical  school  facilities,  and  still  save  money.  These  new 
facilities  will  be  virtually  free.” 

The  proposal  also  has  been  endorsed  by  the 
New  Jersey  Commission  on  Capital  Budgeting 
and  Planning  as  “an  orderly  and  systematic 
way”  of  meeting  “critical”  capital  needs. 

Approval  by  the  voters  does  not,  of  course, 
mean  automatic  sale  of  the  entire  $120  million 
bond  issue.  Each  instance  will  require  substan- 
tiation, appropriate  certificates  of  need,  and 
exploration  of  other  sources  of  funding.  Indeed, 
the  $25  million  of  new  capital  projects  refer- 
enced in  the  legislation  will  require  specific  and 
separate  approval  from  the  legislature,  as  each 
project  comes  before  it  in  the  appropriations 
process. 

When  the  Newark  teaching  hospital  was 
planned,  the  psychiatric  care  unit  and  the  radio- 
logical area  were  slated  for  other  hospitals  in 
accordance  with  a program  for  regionalization 
of  health  services.  Because  these  hospitals  are 
not  able  to  provide  those  services,  which  are 
sorely  needed  not  only  for  the  teaching  program 
but  also  for  the  care  of  residents  of  Newark 
and  northern  New  Jersey,  the  CMDNJ  hospital 
must  be  modified  to  accommodate  them. 

In  New  Brunswick,  CMDNJ  is  negotiating  an 
affiliation  contract  with  Middlesex  General 
Hospital  that  will  enable  CMDNJ-Rutgers 
Medical  School  in  Piscataway  to  utilize  MGH 
3S  its  primary  teaching  facility.  However,  the 
proposed  educational  facility  will  have  to  be 
built  to  house  the  school’s  clinical  teaching 
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components.  The  hospital  itself  will  finance 
certain  renovations  and  additions  to  its  own 
facilities.  Compared  to  building  our  own  hos- 
pital, this  plan  will  save  the  State  in  excess  of 
$35  million,  and  utilization  of  existing  hospital 
facilities  will  help  to  insure  continued  accredi- 
tation and  expansion  of  our  CMDNJ-Rutgers 
Medical  School. 

The  proposed  ambulatory  care  center  in  Cam- 
den is  needed  not  only  for  teaching  purposes 
in  connection  with  the  College’s  long-sought 
osteopathic  and  allopathic  programs  in  South 
Jersey,  but  also  to  assure  access  to  continuity 
of  ambulatory  care  for  the  people  of  that  area. 


Therapeutic  Drug 
Information  Center* 

1.  Please  provide  me  with  information  concerning  praze- 
pam. 

Prazepam  (Verstran®)  is  a benzodiazipine  derivative  phar- 
macologically and  chemically  similar  to  other  members  of 
this  class  such  as  chlordiazepoxide  (Librium®),  diazepam 
(Valium®),  etc.  It  is  used  as  an  anxiolytic  agent  and  also 
has  muscle  relaxant  and  anticonvulsant  activity.  The  drug 
is  available  in  Europe  and  is  expected  to  be  marketed  by 
Warner-Chilcott  in  the  United  States  in  the  near  future  as 
its  NDA  has  been  approved. 1 

Although  preliminary  studies  with  prazepam  utilizing 
dosages  from  30  mg  to  90  mg  per  day  showed  good  anti- 


*The  Schwartz  Inter-National  Pharmaceutic  and  Thera- 
peutic Drug  Information  Center  of  the  Brooklyn  College  of 
Pharmacy,  Long  Island  University,  compiles  the  informa- 
tion contained  in  this  column  each  month.  The  Center  serves 
as  a source  of  intelligence  on  therapeutic  and  pharmaceutic 
information  not  readily  available  to  physicians,  at  no  charge 
to  them,  and  provides  this  information  with  minimal  time 
involvement.  It  is  staffed  by  trained  pharmacists;  Jack  M. 
Rosenberg,  Pharm.  D.,  Associate  Professor  and  Chairman, 
Division  of  Clinical  Pharmacy,  Brooklyn  College  of  Phar- 
macy. is  Director  and  Walter  Modell,  M.D.,  Emeritus  Pro- 
fessor of  Pharmacology  at  Cornell  University  Medical  Col- 
lege, is  pharmacologist  consultant.  The  service  is  available 
Monday  through  Friday  from  9 a.m.  to  4:30  p.m.— tele- 
phone (212)  622-8989  or  303-2735.  The  following  are  ques- 
tions and  answers  handled  by  the  Center  recently. 

This  month's  column  was  prepared  by  J.  M.  Rosenberg, 
M.S..  Pharm.  D.,  T.  M.  John,  B.S.,  M.  K.  Raina,  M. 
Pharm.,  Ph  D , P Sangkachand,  B.S.,  Brooklyn  College 
of  Pharmacy,  LIU. 
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anxiety  activity  in  ambulatory  patients,2'3  few  studies  are 
available  comparing  the  anti-anxiety  effects  of  prazepam 
with  other  anti-anxiety  agents.  Kingston  et  al.A  conducted  a 
double-blind  evaluation  of  prazepam,  chlordiazepoxide,  and 
placebo  in  non-psychotic  patients  with  anxiety  and  tension. 
The  results  did  not  show  any  superiority  of  prazepam  over 
chlordiazepoxide  or  placebo. 

Silver  and  associates'  conducted  a four  weeks,  double-blind, 
placebo-controlled  study  comparing  prazepam  and 
chlordiazepoxide  in  thirty  psychoneurotic  outpatients.  The 
dosage  of  both  drugs  ranged  from  30  mg  to  60  mg  per  day 
given  in  three  divided  doses.  The  results  indicated  that,  in 
overall  effectiveness,  the  patients  who  received  chlordiaze- 
poxide showed  improvement  after  two  weeks,  while  overall 
improvements  in  the  prazepam  group  occurred  after  four 
weeks.  Impotence  was  reported  in  two  male  patients 
treated  with  prazepam. 

In  conclusion,  it  appears  prazepam  is  effective  for  the 
relief  of  anxiety  and  tension.  It  is  not  known  if  it  offers  any 
advantages  over  presently  available  anxiolytic  agents. 
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2.  Can  methvldopa  be  utilized  effectively  in  a once-per-day 
dosage  regimen? 

The  usual  daily  dosage  of  methyldopa  (Aldomet®)  is  500 
mg  to  2.0  gm  in  two  to  four  doses.1  Since  a frequent  dose 
regimen  is  known  to  foster  poor  patient  compliance,  the 
effect  of  a single  daily  dose  of  this  drug  has  been  investi- 
gated. 

Wright,  et  al . 2 reported  a controlled  double-blind  study 
comparing  the  efficacy  of  methyldopa  administered  in  a 
single  dose  and  divided  doses.  The  study  was  conducted  on 
14  patients  previously  well  controlled  on  methyldopa.  Each 
patient  received  a daily  dose  of  0.375  g,  0.75  g,  or  1.5  g of 
the  drug  (depending  on  the  dose  the  patient  was  taking 
before  inclusion  in  this  study)  for  12  weeks  administered  in 
divided  doses  three  times  a day.  This  was  followed  by 
another  12-week  period  in  which  the  total  daily  dose  of 
methyldopa  was  administered  as  a single  bedtime  dose. 
The  antihypertensive  efficacy  and  side  effects  were  similar 
suggesting  that  patients  receiving  methyldopa  in  divided 
doses  can  be  switched  safely  to  a schedule  in  which  the  total 
daily  dose  is  given  at  bedtime. 
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Jain,  el  al.3  studied  the  peak  and  duration  of  blood  pressure- 
lowering  activity  of  a single  0.5  g morning  dose  of  methyl- 
dopa  in  six  female  hypertensive  patients  who  had  their 
blood  pressure  stabilized.  The  drug  was  administered  orally 
for  five  days  and  the  blood  pressure  measured  frequently. 
In  spite  of  the  short  chemical  half-life  of  methyldopa,  there 
was  a progressive  reduction  in  blood  pressure  and  evidence 
of  cumulation  and  carry-over  effect  from  one  day  to  the 
next. 

Dollery  and  Harrington, 4 while  studying  the  effectiveness 
of  methyldopa  in  a group  of  59  hypertensive  patients, 
administered  2-4  g of  methyldopa  orally  in  single  doses  to 
four  patients.  The  results  in  these  four  patients  showed  that 
hypertensive  action  began  4 to  5 hours  after  administration 
and  a significant  effect  on  blood  pressure  was  still  notice- 
able 24  hours  later. 

In  conclusion,  it  appears  that  patients  maintained  on  divided 
daily  doses  of  methyldopa  also  may  be  maintained  on  a 
dosage  regimen  where  the  entire  daily  dose  is  administered 
once  per  day.  However,  further  long-term  studies  are  re- 
quired to  see  if  the  single  dose  regimen  will  provide  effective 
control  on  the  long-term  basis. 
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3.  Please  provide  information  concerning  the  use  of  Pepto- 
Bismol  to  treat  travelers'  diarrhea. 

Travelers  to  foreign  countries,  particularly  Mexico,  usually 
carry  a supply  of  medicines  and  “don’t  drink  the  water” 
advice  to  guard  against  travelers'  diarrhea,  also  known  as 


“Montezuma’s  revenge.”  Among  the  medications,  strep- 
tomycin-sulfonamide combinations  and  kaolin  mixtures  are 
generally  utilized,  though  prophylactic  measures  involving 
cautions  with  food  and  drink  remain  the  keystone  of  pre- 
vention of  the  condition.  There  is  no  substantial  evidence 
associating  this  disease  with  heat-labile  toxigenic  strains  of 
E.  coli.  In  one  study  on  visitors  to  Mexico  with  travelers’ 
diarrhea,  it  was  shown  that  the  most  common  cause  was 
enterotoxigenic  E.  coli.  Most  of  the  strains  of  this  E coli 
showed  susceptibility  to  common  antimicrobial  agents 
in  vitro. 1 

Recently  an  over-the-counter  antidiarrheal  preparation 
Pepto-Bismol,  a suspension  of  bismuth  subsalicylate  in  a 
special  vehicle,  has  been  found  to  be  effective  in  controlling 
diarrhea  caused  by  heat-labile  toxigenic  strains  of  E.  coli. 

A field  trial  was  conducted  in  Mexico  involving  29  U S. 
students  who  had  clinical  symptoms  of  acute  diarrhea  in- 
duced by  toxigenic  E.  coli.1  Sixteen  patients  were  treated 
with  Pepto-Bismol  suspension,  one  ounce  every  half  hour 
for  four  hours,  and  others  were  given  placebos.  There  was 
no  difference  in  the  number  of  stools  over  the  first  few 
hours  in  either  group.  But  significant  reduction  in  the 
number  of  stools  was  observed  from  the  fourth  through  the 
24th  hour,  and  the  difference  persisted  through  the  48th 
hour.  Subjectively  Pepto-Bismol  reduced  the  incidence  of 
diarrhea,  nausea  and  cramps  as  compared  to  the  placebo- 
treated  group.  However,  there  was  a time  lag  before  the 
drug  took  effect.  One  explanation  for  this  lag  is  that  the 
toxin  that  already  acted  on  the  intestinal  mucosa  runs  its 
course  in  spite  of  the  Pepto-Bismol.  Then  the  drug  acts  on 
the  toxin  subsequently  produced  and  reduces  the  number 
of  stools.  Paradoxically  neither  bismuth  subsalicylate  nor 
the  vehicle  when  administered  separately  possessed  the 
same  effectiveness  as  the  Pepto-Bismol  suspension.  It  has 
been  postulated  that  the  manufacturer’s  process  accounts 
for  the  effectiveness  of  the  product. 

In  conclusion,  Pepto-Bismol  appears  to  be  a useful  drug  to 
treat  travelers’  diarrhea. 
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Report  from  the  Foundation  PHYSICIANS  SEEKING 

Daniel  J.  O'Regan,  M.D.,  Medical  Director  LOCATION  IN  NEWJERSEY 


Prepaid  health  care  plans  developing  in  New 
Jersey  include: 

1.  Co-Med,  Morris  County 

2.  Group  Health  Plan  of  New  Jersey,  Hudson  County 

3.  Crossroads  Health  Plan,  Essex  County 

4.  Essex  County  Health  Organization  (to  affiliate  with 
Crossroads) 

5.  Central  Essex  Health  Plan 

6.  Newark  Comprehensive  Health  Services  Plan 

7.  Rutgers  Community  Health  Plan,  Middlesex  County 

8.  Mercer  Regional  Health  Care  Plan,  Trenton 

9.  Vineland  Family  Health  Plan,  Cumberland  County 

10.  Health  Care  Plan  of  New  Jersey,  Burlington  County 

1 1 . Southshore  Health  Plan,  Atlantic  County 

Interested  groups  in  other  parts  of  the  State  also 
are  looking  at  this  concept.  There  is  a trend  to- 
ward development  of  ambulatory  care  centers  in 
various  parts  of  the  State.  This  trend  is  part  of 
the  concept  of  “alternatives'’  to  the  use  of  the 
acute-care  hospital  bed  for  delivery  of  appro- 
priate medical  services.  The  New  Jersey  Foun- 
dation for  Health  Care  Evaluation  is  interested 
in  the  Individual  Practice  Association  (IPA) 
approach  to  prepaid  care.  Peer  review  and 
quality  assurance  will  be  as  crucial  in  ambu- 
latory settings  as  in  the  institutional  sphere. 
With  this  in  mind,  a committee  of  NJFHCE  is 
at  work  on  the  preparation  of  screening  criteria 
for  review  of  ambulatory  medical  services.  As 
in  the  case  of  our  originally  set  critera  (pub- 
lished in  1974)  members  of  the  specialty  soci- 
eties will  be  asked  to  help  us.  As  always,  we  feel 
that  the  opinions  of  those  who  are  in  practice 
in  the  various  disciplines  in  New  Jersey  will  be 
most  useful  to  us.  Your  cooperation  in  this 
effort  will  be  appreciated. 


Patronize 

our 

Advertisers 


The  following  physicians  have  written  to  the  Executive 
Office  of  MS  NJ  seeking  information  on  possible  oppor- 
tunities for  practice  in  New  Jersey.  The  information  listed 
below  has  been  supplied  by  the  physician  If  you  are  inter- 
ested in  any  further  information  concerning  these  physi- 
cians. we  suggest  you  make  inquiries  directly  to  them. 

ANESTHESIOLOGY  - Ragaie  Z.  Kolta,  M.D.,  12700 
Fairhill  Road,  Cleveland,  Ohio  44120.  Ein-Shams 
(Cairo,  Egypt)  1960.  Board  eligible.  Group,  partner- 
ship. Available. 

Rodolfo  Villarin  Babiera,  M.D.,  150-72  Village  Road, 
Apt.  104-GA,  Jamaica,  New  York  1 1432.  Cebu  (Phil- 
ippines) 1967.  Board  eligible.  Group.  Available. 

Takao  Uchida,  M.D..  1545  NW  8th  Avenue,  Apt. 
#108,  Miami,  Florida  33136.  Gifu  (Japan)  1973.  Board 
eligible.  Solo,  single  specialty  group,  partnership. 
Available. 

FAMILY  PR ACTICE— Bruce  E.  Yeamans.  M.D.,  5025 
A Street,  Omaha,  Nebraska  68106.  Creighton  1974. 
Board  eligible.  Small  group  or  partnership.  Available. 

Jin  Baik  Chung,  M.D.,  823  Harned  Street,  Apt.  2-A, 
Perth  Amboy  08861 . Catholic  Medical  College  (Korea) 
1968.  Solo,  partnership,  group,  emergency  room. 
Available  July  1978. 

GENERAL  PRACTICE-Syed  A.  A.  Shah,  M.D.,  Mail- 
box No.  8,  Bergen  Pines  County  Hospital.  Paramus 
07652.  King  Edward  College  (Pakistan).  Any  type  of 
practice.  Available. 

Marianne  E.  Carter.  M.D.,  45-41  39th  Place,  Apt. 
2-D,  Long  Island  City,  New  York  11104.  Buenos 
Aires  1960.  Special  interest  in  pathology.  Any  type  of 
practice.  Available. 

George  A.  Murr,  III,  M.D.,  161 1 South  Broad  Street, 
Philadelphia,  Pennsylvania  19148.  Hahnemann  1976. 
Subspecialty,  emergency  medicine.  Group  or  emer- 
gency room.  Available. 

Terence  T.  Hart,  M.D.,  1474  Seymour  Street,  Apt.  5, 
Halifax,  Nova  Scotia.  Canada.  Subspecialty,  emer- 
gency medicine.  Partnership,  group,  or  emergency 
room.  Available. 

Abdul  Waheed,  M.D.,  5914  Shoshone  Avenue,  Encino, 
California  91316.  Khyber  Medical  College  (Pakistan) 
Partnership  or  group.  Available. 

Dan  J Hanco.  M.D.,  10  Muirhead  Road.  Apt.  1701, 
Willowdale  M2J  4P9.  Ontario,  Canada.  University  of 
Toronto  1976.  Partnership,  school  health,  emergency 
room.  Available. 

INTERNAL  MEDICINE  — Nairvittil  Chandrasikharan, 
M.D.,  Bergen  Pines  County  Hospital.  East  Ridgewood 
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Avenue,  Paramus  07652.  Trivandrum  (India)  1962. 
Subspecialty,  cardiology.  Board  certified,  (IM).  Any 
type  practice.  Available. 

Edward  R.  Deverson,  M.D.,  605-S  Spinnaker  Apts., 
Sea  Isle  City  08243.  Pittsburgh,  1941.  Subspecialty, 
geriatrics.  Institutional,  group,  or  administrative. 
Available. 

Philip  Chathampadathil,  M.D.,  1925  Eastchester 
Road,  Apt.  16-D,  Bronx,  New  York  10461.  Trivan- 
drum (India)  1968.  Subspecialty,  hematology/on- 
cology. Board  eligible.  Hospital-based  solo,  group, 
teaching.  Available. 

Robin  O.  Motz,  M.D.,  1297  Dickerson  Road,  Teaneck 
07666.  Columbia  University  1975.  Single  or  multi- 
specialty group,  research.  Available  July  1978. 

Jeffrey  M.  Shapiro,  M.D.,  2991  School  House  Lane, 
Apt.  #534E,  Philadelphia,  Pennsylvania  19144.  Uni- 
versity of  Buenos  Aires  1963.  Subspecialty,  gastro- 
enterology. Board  certified  (IM).  Solo,  partnership, 
group.  Available  July  1978. 

Myron  A.  Shoham.  M.D.,  M.O.Q.  3011,  Camp 
Lejeune,  North  Carolina  28542.  Boston  1971.  Subspe- 
cialty, gastroenterology.  Board  certified  (IM).  Group 
or  partnership.  Available  July  1978. 

NEUROLOGY  - Hasit  R.  Thakore,  M.D.,  100  East  92nd 
Street,  Apt.  5-A,  Brooklyn,  New  York  11212.  Munic- 
ipal Medical  School  (India)  1968.  Board  eligible. 
Group,  hospital-based,  partnership.  Available. 

Sadasivam  Modali,  M.D.,  51-55  Van  Kleeck  Street, 
Apt.  3-J,  Elmhurst,  New  York  11373.  Kurnool  Medi- 
cal College  (India)  1964.  Board  eligible.  Group,  part- 
nership, or  hospital  practice.  Available. 

OBSTETRICS/GYNECOLOGY- R George  Cherian, 
M.D.,  3450-21N  Wayne  Avenue,  Bronx,  New  York 
10467.  Kasturba  (India)  1970.  Board  eligible.  Solo  or 
partnership.  Available. 

Louis  J.  Freedman,  M.D.,  210  Locust  Street,  Apt. 
12-A,  Philadelphia,  Pennsylvania  19106.  University 
of  Pennsylvania.  Group  (specialty)  or  partnership. 
Available  July  1978. 

Akbar  Omar,  M.D.,  85  Riverdale  Avenue,  Apt.  A-642, 
Yonkers,  New  York  10701.  Dow,  Karachi  (Pakistan). 
Solo,  partnership,  or  group.  Available  July  1978. 

Leonard  Pass,  M.D.,  6 Douglas  Mowbray  Road.  Peek- 
skill,  New  York  10566.  Board  certified.  Solo,  partner- 
ship, of  group.  Available  September  1977. 

OPHTHALMOLOGY-Frederick  C.  Blades,  M.D.,  499 
River  Road,  Fair  Haven  07701.  George  Washington 
University  1969.  Board  eligible.  Part-time,  close  to 
Red  Bank.  Available. 

Davinder  Singh  Rehsia,  M.D.,  504-671  William  Ave- 
nue, Winnipeg  R3E  0Z2,  Manitoba,  Canada.  Amrit- 
sar, Punjab  (India)  1969.  Board  eligible.  Group,  part- 
nership, or  emergency  room.  Available.  December 
1977. 


Howard  Jay  Gross,  M.D.,  3115  Breton  Avenue,  Davis, 
California  95616.  George  Washington  University 
1971.  Solo,  partnership,  group.  Available  April  1978. 

ORTHOPEDIC  SURGERY- Michael  Hahn,  M.D.,  85 
Schuyler  Drive,  Edison  08817.  NYU  (Downstate) 
1969.  Board  Eligible.  Group  or  partnership.  Available. 

PATHOLOGY  — Vasundhara  G.  Bindinganavile,  M.D., 
42  W'alnut  Street,  Montclair  07042.  Bangalore  Medi- 
cal College  (India)  1969.  Group  or  institutionally- 
based.  Available  July  1978. 

Surabhan  Ratanasen,  M.D.,  156  Corliss  Avenue,  Apt. 
706,  Johnson  City,  New  York  13790.  Chulalongkorn, 
Bangkok  (Thailand)  1971.  Board  eligible.  Solo,  part- 
nership, or  group.  Available  October  1977. 

PEDIATRICS  — Harish  B.  Kothari,  M.D.,  28-03  Newtown 
Avenue,  Long  Island  City,  New  York  11102.  B J. 
Medical  College  (India)  1969.  Board  eligible.  Group, 
partnership,  clinic,  emergency  room.  Available. 

Gupta  B.  Kuna,  M.D.,  200  Carman  Avenue,  Apt.  8-G, 
East  Meadow,  New  York  1 1554.  S.V.  Medical  College 
(Tirupah,  India)  1966.  Special  interest  — pediatric 
endocrinology.  Board  eligible.  Solo  practice  — general 
pediatrics.  Available. 

Richard  E.  Manners,  M.D.,  11801  Monroe  Street, 
N.E.,  Blaine,  Minnesota  55434.  Einstein  1975.  Board 
eligible.  University  affiliated  or  group  practice.  Avail- 
able July  1978. 

Fazal  Ahmad,  M.D.,  100  College  Avenue,  Apt.  6-S, 
North  Tarrytown,  New  York  10591.  Karachi  (Paki- 
stan) 1969.  Board  eligible.  Any  type  of  practice.  Avail- 
able. 

Allen  S.  Retirado,  M.D..  639  Albany  Avenue,  Apt.  4-J, 
Brooklyn,  New  York  1 1203.  U.E.  College  of  Medicine 
(Philippines)  1971.  Board  eligible.  Group,  partnership, 
hospital  or  institutionally  based.  Available. 

Johannes  B.  Lukito,  M.D.,  2101  Canarsie  Road, 
Brooklyn,  New  York  11236.  University  of  Indonesia 
1969.  Board  eligible.  Subspecialty,  hematology.  Solo, 
partnership,  or  group.  Available  January  1978. 

RADIOLOGY  — Sun  Hyung  Park,  M.D.,  230  Elruth 
Court,  Apt.  86,  Girard,  Ohio  44420.  Yonsei  University 
(Korea)  1972.  Board  eligible.  Solo,  partnership,  group, 
institutional.  Available  November  1977. 

SURGERY  — Mariano  S.  Morales,  M.D.,  11  Bernard 
Street,  Port  Washington,  New  York  1 1050.  Philippines 
1962.  Any  type  practice.  Available. 

M.  Mirza,  M.D.,  3511  Mary  Street.  Endwell,  New 
York  13760.  Dow  Medical  College  (Pakistan)  1967. 
Special  interest,  general  and  vascular  surgery.  Group, 
partnership,  solo.  Available. 

Mohammad  Afzal  Arain.  M.D.,  1925  Pacific  Avenue, 
Atlantic  City  08401.  Liaquat  (Pakistan)  1969.  Board 
eligible.  Group,  partnership,  hospital-based,  salaried. 
Available. 
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Por-Ming  Luo,  M.D.,  10428  South  Mason  Avenue, 
Apt.  2-S,  Oak  Lawn,  Illinois  60453.  Taipei  (Taiwan) 
1967.  Board  eligible.  Solo,  group,  partnership.  Avail- 
able. 

George  E.  Wilkinson,  Jr.,  M.D.,  98  Marchmont  Cres- 
cent, Edinburgh  EH9  1HD,  Scotland.  CMDNJ  1972. 
Board  eligible.  Group.  Available. 

Jorge  Antonio  Melendez,  M.D.,  1 Hillside  Drive, 
Batavia,  New  York  14020.  San  Agostin  University 
(Peru)  1967.  Board  certified.  Partnership,  group,  insti- 
tutionally based.  Available  August  1978. 

Sham  Yung,  M.D.,  1035  Beach  Road,  Apt.  B-10, 
Cheektowaga,  New  York  14225.  Chung  Shan  Medical 
College  (Taiwan)  1972.  Board  eligible.  Solo,  partner- 
ship, group,  emergency  room.  Available  December 
1977. 

Irvathur  Narasimha  Nayak,  M.D.,  1 15  Old  Short  Hills 
Road,  Apt.  526,  West  Orange  07052.  Stanley  Medical 
College,  Madras  (India)  1963.  Board  eligible.  Solo, 
partnership,  group.  Available  January  1978. 


James  Fredrick  Davison,  3699  Kendall  Avenue,  Cin- 
cinnati, Ohio  45208.  St.  Louis  University  1972.  Spe- 
cial interest,  urological  surgery.  Partnership  or  group. 
Available  July  1978. 

Richard  J.  Winkle,  M.D.,  114  Country  Club  Road, 
Willingboro  08046.  Cornell  1960.  Board  certified.  Sub- 
specialty, thoracic  and  vascular  surgery.  Available. 


UROLOGY  — Sharat  C.  Kalvakota,  M.D.,  50  Yonkers 
Terrace,  Yonkers,  New  York  10704.  Gandhi  Medical 
College  (India)  1968.  Group,  solo,  or  full-time  hospital- 
based.  Available  July  1978. 

P.  Satpathy,  M.D.,  6517  Landover  Road,  Apt.  102, 
Cheverly,  Maryland  20785.  Utkal  (India)  1965.  Board 
eligible.  Any  type  of  practice.  Available. 

Bruce  Devon,  M.D.,  675  Delaware  Avenue,  Buffalo, 
New  York  14202.  Tufts  1973.  Board  eligible.  Solo, 
partnership,  or  group.  Available  July  1978. 


LETTER  TO 
THE  JOURNAL 


In  Appreciation 

Dear  Dr.  Krosnick: 


May  9,  1977 


Thank  you  for  your  excellent  editorial,  “Hos- 
pital Rate  Setting,”  in  the  May  issue  of  The 
Journal  of  the  Medical  Society  of  New  Jersey 
(74:413-414,  1977) 

It  really  summarizes  perfectly  the  financial 
situation  of  the  urban  hospitals,  and  more 
importantly,  the  pathetic  situation  of  the 
medically  indigent  patient. 

We  have  taken  the  liberty  of  distributing  copies 
of  the  editorial  to  a number  of  concerned  per- 
sons at  this  and  other  urban  hospitals. 

(signed)  Charles  C.  Stewart,  President 
Mercer  Medical  Center,  Trenton 


Physostigmine  in  Imipramine  Cardiotoxicity 

May  13,  1977 


Dear  Sir: 

Rushnak  and  McGovern’s  case  report  regard- 
ing the  successful  use  of  physostigmine  in 
imipramine  cardiotoxicity  (J  Med  Soc  NJ  74: 
155-157)  is  remarkable  in  that  the  shortening 
of  the  QRS  complex  was  noticed  within  five 
minutes  of  physostigmine  administration.  I 
think  it  is  very  important  to  point  out  that  the 
prolongation  of  the  QRS  interval  in  tricyclic 
antidepressant  poisoning  occurs  due  to  slowed 
conduction  in  the  ventricular  conducting 
tissue1,  and  that  a positive  correlation  exists 
between  the  duration  of  the  QRS  complex  and 
the  plasma  tricyclic  levels  in  these  patients.2 

Since  the  ventricular  conduction  tissue  is  poorly 
innervated  with  cholinergic  fibers,  a substantial 
response  to  physostigmine  is  unlikely,  as  far  as 
the  QRS  duration  is  concerned. 

Rushnak  and  McGovern  fail  to  mention  the 
heart  rate  after  physostigmine  was  given.  It  is 
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possible  that  the  decreased  QRS  duration  was 
secondary  to  a slowed  heart  rate  induced  by  the 
cholinergic  actions  of  physostigmine  on  the 
atrial  tissues.  This  indirectly  would  improve 
myocardial  function  in  a patient  with  an  intrin- 
sically diseased  heart,  although  the  patient’s  age 
and  past  medical  history  mitigate  against  such 
an  assumption.  In  most  cases  of  tricyclic  anti- 
depressant overdose,  the  QRS  duration  will 
not  be  affected  to  an  appreciable  degree  by 
physostigmine,  so  a decreasing  QRS  duration 
will  represent  a decreasing  plasma  tricyclic  level 
rather  than  a pharmacologic  action  of  physo- 
stigmine. 

An  intravenous  fluid  infusion  of  over  six  liters 
in  twelve  hours  is  to  be  deplored.  Numerous 
reports  have  pointed  out  the  futility  of  this 
method'  and  serious  complications  may  result. 
A negative  ionotropic  effect  of  imipramine  has 
been  observed  previously  in  many  in  vitro  and 
in  vivo  preparations,  so  it  is  very  easy  to  precipi- 
tate heart  failure  in  these  patients  with  over- 
zealous  intravenous  infusions.  In  case  a rapid 
volume  replacement  is  contemplated,  in  order 
to  combat  hypotension  precipitated  by  relative 
intravascular  hypovolemia,  a monitor  of  the 
pulmonary  arterial  wedge  pressure  with  a Swan- 
Ganz  catheter  may  be  advisable. 

(signed)  Shashi  K.  Agarwal,  M.D. 

References 

1 Davies  B,  Burrows  G,  Dumovie  P,  et  at:  Effects  on  the 
heart  of  different  tricyclic  antidepressants;  Sinequan  (Doxe- 
pin  HCL):  A monograph  of  recent  clinical  studies.  Excerpta 
Medica  1975. 

2Spiker  DG,  Weiss  AN,  Chang  SS,  et  at:  Tricyclic  anti- 
depressant: Clinical  presentation  and  plasma  levels.  Clin 
Pharmacol  Ther  18:539-546,  1975. 

3Avram  MM  and  McGinn  JJ:  Extracorporeal  hemodialysis 
in  phenothiazine  overdosage.  JAM  A 197(2):  142-143,  1966. 

4 Aurora  S and  Lahiri  PK:  Antiacetylcholine  action  of 
imipramine.  Japan  J.  Pharmacol  18:509,  1968. 

5 Van  de  Ree  JK,  Zimmerman  ANE,  and  Van  Jeijst  ANP: 
Intoxication  with  tricyclic  antidepressants:  Hemodynamic 
consequences.  EurJ  Toxicol  5:302-305,  1972. 


More  on  the  Effect  of  Lithium 

May  20,  1977 

Dear  Editor: 

I would  take  issue  with  Dr.  William  Layman’s 
statement  in  his  recent  article  ( J Med  Soc  NJ 
74:437-440)  on  the  systemic  effects  of  lithium 
that  “serious  renal  impairment  is  the  only  abso- 
lute contraindication  of  lithium  therapy.’’ 

Renal  impairment  complicates  the  selection  of 
proper  dosage  and  should  alert  the  physician 
for  extraordinary  care  but  it  need  not  be  an 
absolute  contraindication  to  lithium  therapy. 
The  dose  of  lithium  can  be  properly  tailored  and 
since  there  is  available  an  accurate,  quick,  and 
relatively  inexpensive  test  to  determine  blood 
levels,  lithium  therapy  can  be  instituted  and 
maintained  in  patients  with  serious  renal  di- 
sease. The  selection  of  medication  and  tailoring 
of  dosage  in  patients  with  serious  renal  disease 
do  present  problems  to  the  treating  physician 
but  accommodations  are  available. 

(signed)  Lawrence  J.  Berman,  M.D. 


Helping  Hand  Organization 

Many  of  the  younger  physicians  do  not  know 
that  there  exists  in  our  State  a unique  helping 
hand  organization  — the  Society  for  the 
Relief  of  Widows  and  Orphans  of  Medical 
Men  in  New  Jersey.  This  organization 
provides  immediate  financial  assistance  to  thq 
dependents  of  a deceased  member.  It  lends 
money  without  interest  to  widows  and 
orphans  of  doctors  who  have  known  adver- 
sity. For  details,  please  write  to  the  Society  at 
P.O.  Box  95,  Belleville,  New  Jersey  07109. 
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AMA  brings  CME  to  Hershey 

AM  A Regional  CME  Program  — Nov.  18-19,  1977 


AMA  has  greatly  expanded  its  continuing  med- 
ical education  programs,  an  important  service 
to  member  physicians.  A regional  CME  meet- 
ing is  scheduled  at  Hershey  Motor  Lodge,  West 
Chocolate  Ave.,  Hershey,  PA  61703.  Non-AMA 
members  are  welcome. 

This  meeting  has  been  developed  by  the 
AMA  in  cooperation  with  Hahnemann  Medical 
School,  Jefferson  Medical  College,  Medical 
College  of  Pennsylvania,  New  Jersey  Medical 
School,  and  the  medical  schools  of  Howard 
University,  Penn  State  University,  Rutgers 
University,  Temple  University,  University  of 
Pennsylvania,  University  of  Pittsburgh,  and  the 
Pennsylvania  Medical  Society. 

AMA  BRINGS  CME  TO  YOU  . . . 

• A clinically  directed  syllabusforeach  course. 

• Individual  attention  to  questions — class 
sizes  are  limited. 

• All  courses  approved  by  the  AMA  Council 
on  Continuing  Physician  Education  for 
Category  1 credit  towards  an  AMA 
Physician's  Recognition  Award. 


CME  Courses  Offered  at 
Hershey  Meeting 

FRIDAY,  NOVEMBER  18,  1977  (Each  6 Hours) 

P-1.  Proper  Selection  of  Antibiotics 

P-2  Dermatology  for  Nondermatologists 

P-3.  Medical  Ethics:  Euthanasia  & the 
Doctor-Patient  Relationship 
P-4.  Neonatology 

P-5.  Financial  Management  Colloquium  (This 
colloquium  only  is  CME  Category  2.) 

FRIDAY  & SATURDAY,  NOVEMBER  18-19,  1977 
(16  Hours) 

P-6  Basic  & Advanced  Life  Support 

(Cardiopulmonary  Resuscitation — CPR) 

SATURDAY,  NOVEMBER  19,  1977  (Each  6 Hours) 

P-7  Alternate  Lifestyle 

P-8  Drugs  of  the  Decade 

P-9  Ambulatory  Care  of  Pulmonary  Disease 
P-10  Current  Advances  in  the  Treatment  & 
Research  of  Cancer 

P-11  Acid-Base.  Fluid,  & Electrolyte  Balance 
P-12.  Auscultation 

AMA's  Winter  Scientific  Meeting 

Miami  Beach.  Florida  December  10-13,  1977 


For  specific  information,  please  write: 

AMA  Department  of  Meeting  Services 
535  North  Dearborn  Street 
Chicago.  Illinois  60610 

Phone  Inquiries  (312)  751-6155 


Personal  Item 


III  Award  to  Dr.  Bernstein 

Arthur  Bernstein,  M.D.,  of  South  Orange, 
added  yet  another  to  his  long  list  of  awards 
when  he  became  the  recipient  of  this  year’s 
Edward  J.  Ill  Award  for  dedication  and  extra- 
ordinary service  to  the  medical  profession  and 
to  the  citizens  of  New  Jersey. 

A graduate  of  the  University  of  Pennsylvania 
Medical  School  and  a diplomate  of  the  Ameri- 


can Board  of  Internal  Medicine  (cardio- 
vascular diseases).  Dr.  Bernstein  is  Clinical 
Professor  of  Medicine,  CMDNJ,  New  Jersey 
Medical  School,  and  Associate  in  Cardiology 
at  the  University  of  Pennsylvania  Graduate 
School  of  Medicine.  He  has  held  office  in 
many  organizations  — county,  state,  and  na- 
tional—and  currently  is  Secretary  of  the 
Medical  Society  of  New  Jersey  and  of  its 
Board  of  Trustees,  and  Chairman  of  the 
Committee  on  Medical  Education. 


Support  the  Society  for 
Relief  of  Widows  and  Orphans 

(P.O.  Box  102,  Hopewell,  N.J.) 


ANNOUNCEMENTS 


Conference  on  Primary  Care 

From  September  12  to  14  the  School  of  Health 
Services  of  the  Johns  Hopkins  University  will 
present  a three-day  conference  on  the  diagnosis 
and  management  of  primary  care  problems. 
The  program  is  designed  to  provide  continuing 
education  to  primary  care  practitioners  and  to 
offer  an  examination  review  in  preparation  for 
the  national  board  examination  for  physicians' 
assistants.  Lectures  of  general  interest  will  be 
supplemented  by  seminars  on  adult,  pediatric, 
gynecologic,  and  general  health  care  topics. 

Approval  has  been  given  for  sixteen  and  a half 
credit  hours  by  both  the  AMA  for  Category  I 
and  the  American  Academy  of  Physicians’ 
Assistants.  Fee  for  the  programs  on  the  12th 
and  13th  is  S75,  and  for  the  PA’s  examination 
review  on  the  14th  the  charge  is  S40.  Further 
information  is  available  from  the  Program 
Coordinator,  Office  of  Continuing  Education, 


Room  22,  720  Rutland  Avenue,  Baltimore, 
Maryland  21205. 

Seminar  on  Contemporary  Medicine 

The  13th  Annual  Scientific  Assembly  of  the 
American  Society  of  Contemporary  Medicine 
and  Surgery  will  be  held  January  30  through 
February  3,  1978  in  Miami  Beach.  A faculty  of 
100  will  be  headed  by  the  ASCMS  President, 
Dr.  Michael  DeBakey,  and  the  Chairman,  Dr. 
Leon  O. Jacobson. 

The  program  w ill  include  seminars  and  tutorials 
on  cardiovascular  diseases,  hypertension,  gas- 
trointestinal diseases,  inflammatory  bowel 
disease,  cancer,  genitourinary  diseases,  pain, 
endocrinology,  cryosurgery,  neuropsychiatric 
manifestations  of  systemic  disease,  acid-base 
abnormalities,  and  others,  all  with  panel  dis- 
cussions and  question-and-answer  sessions. 
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This  continuing  medical  education  offering 
meets  the  criteria  for  40  credit  hours  in  Cate- 
gory I of  the  AMA  Physician's  Recognition 
Award.  For  further  information  please  write 
to  John  G.  Bellows,  M.D.,  Ph  D.,  Director 
ASCMS,  6 North  Michigan  Avenue,  Chicago, 
Illinois  60602  — (3 1 2)  236-4673. 

Conferences  in  Vail 

The  Conference  and  Institute  Program  of  the 
Beth  Israel  Hospital  in  Denver,  Colorado,  has 
announced  the  following  CME  programs  for  the 
winter  of  1 978: 

Family  Practice  Conference,  February  11-18 

Ob/Gyn  Conference.  February  18-25 

Aspen  Radiology  Conference,  February  25-March  4 (The 
Aspen  Institute  for  Flumanistic  Studies,  Aspen,  Colorado) 

Cancer  Conference,  March  4-1 1 

General  Surgery  Conference,  March  11-18 

Internal  Medicine  Conference,  March  18-25 

Urology  Conference,  March  18-25 

Meetings  are  approved  for  up  to  25  hours  of 
AMA  Category  I credit,  depending,  of  course, 
on  the  number  of  class  hours  scheduled.  Credit 
also  has  been  applied  for  at  the  appropriate 
specialty  colleges.  Registration  fee  is  SI 90  for 
each  session  — $125  for  house  officers.  For  fur- 
ther information  please  direct  all  communica- 
tion to  the  Beth  Israel  Hospital  Conference  and 
Institute  Program,  1818  Gaylord  Street,  Den- 
ver, Colorado  80206. 

Burn  Unit  Opened  at  St.  Barnabas 

A 12-bed  burn  care  facility  offering  up-to-date 
techniques  and  equipment  for  the  treatment  of 
burn  victims  was  opened  on  April  6 at  St.  Bar- 
nabas Medical  Center,  Livingston.  Provided 
there  is  a full  range  of  diagnostic  and  thera- 
peutic services  including  shock  assessment  and 
treatment,  hydrotherapy,  hyperbaric  oxygena- 
tion, and  reconstruction  and  rehabilitation. 
Patients  may  be  directed  to  the  burn  unit  itself 
after  clearance  for  admission  by  the  referring 
physician  or  institution  with  Frederick  W. 
fuller,  M.D.,  the  physician  in  charge  of  the 
unit,  telephone  201-533-5920. 


AMNJ  Section  on  Endocrinology 

The  Academy  of  Medicine  has  announced  the 
formation  of  a section  on  endocrinology. 
Initially,  roles  may  overlap  those  of  the  Divi- 
sion of  Endocrinology  and  Metabolism  of  the 
New  Jersey  Medical  School,  but  subsequently 
there  will  be  additional  functions  under  the 
aegis  of  the  Academy. 

Physicians  interested  in  diabetes,  endocrinol- 
ogy, and  metabolism  disorders  are  urged  to 
join  the  Academy  to  participate  in  the  con- 
tinuing education  activities  of  this  new  section. 
Dinner  meetings  will  be  held  on  the  first 
Wednesday  of  each  month,  September  through 
May.  For  information,  please  write  to  the 
Academy  of  Medicine,  2424  Morris  Avenue, 
Union  07083  - (201 ) 687-8780. 


Nephrology  Society  Proceedings 

The  proceedings  of  the  Fourth  Scientific 
Session  of  the  Nephrology  Society  of  New 
Jersey,  which  include  abstracts,  presented 
June  7,  1977,  of  studies  on  the  topics  listed 
below,  are  available  from  the  Nephrology 
Society  of  New  Jersey,  c/o  the  Academy  of 
Medicine,  2424  Morris  Avenue,  Union, 
New  Jersey  07083. 

Allergy  to  a Heparin  Preparation  in  Patient  Poisoned 
by  Arsine 

Duration  of  Hepatitis  B Surface  Antigen  in  Hemo- 
dialysis Patients 

Experience  with  Chronic  Peritoneal  Dialysis  Utilizing 
the  Tenckhoff  Catheter 

Evaluation  of  Chronic  Peritoneal  Dialysis  as  a Pro- 
cedure 

Relationship  of  Tubular  Immunoglobulin  Deposition  to 
Concentrative  Transport  of  ‘H-PAH 

Renal  Vein  Renins  and  Renal  Renin  Production  Ratios 
as  Predictors  of  Response  to  Surgery  in  Medicated 
and  Unmedicated  Hypertensives  with  Asymmetric 
Renal  Lesions 

Micropuncture  Study  of  Maleic  Acid-Induced  Fanconi 
Syndrome  in  Rat  Kidney 

Dialysis  Index:  Theoretic  Appraisal 
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Professorial 
Services,  inc 

OFFERS 

the 

Medical  Practice 
System 

A LOW  COST  COMPUTERIZED  SYSTEM 
DESIGNED  ESPECIALLY  FOR  THE 
PROFESSIONAL  OFFICE 


TAPE-TO-TAPE  INSURANCE  PROCESSING  CAN  MEAN 
COMPLETE  ELIMINATION  OF  CLAIM  FORMS  AND 
PAYMENT  DELAYS. 


FOR  A FREE  NON-OBLIGATORY  (5  hour)  FEASIBILITY 
STUDY  IN  YOUR  OFFICE,  CALL  OR  WRITE: 


KLB  PROFESSIONAL  SERVICES,  INC. 
320  East  Ridgewood  Avenue 
Ridgewood,  New  Jersey  07451 
(201)  444-1060 


COLD  FEET 

LEG  CRAMPS 

TINNITUS 

DISCOMFORT 
ON  STANDING 


-NICIN 

IAL  VASODILATOR 


IMMEDIATE  °r  GRADUAL 


nicotinic  acid  therapy 


IMMEDIATE  RELEASE 


UPO-NICIN/lOO  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg 

Niacinamide  75  mg 

Ascorbic  Acid  150  mg 

Thiamine  HCL  (B-l)  25  mg 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCL  (B-6)  10  mg 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100.  500. 
1000. 


LIPO-NICIN/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide  75  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (B-l)  25  mg. 

Riboflavin  (B-2)  2 mg. 

Pyridoxine  HCL  (B-6)  10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 
1000. 


GRADUAL 

RELEASE 


LIPO-NICIN/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (H-l)  25  mg. 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCL  (B-6)  10  mg. 


In  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100.  500. 


Indications:  For  use  as  a vasodilator  in  the  symp- 
toms of  cold  feet,  leg  cramps,  dizziness,  memory 
loss  or  tinnitus  when  associated  with  impaired 
peripheral  circulation.  Also  provides  concomitant 
administration  of  the  listed  vitamins  The  warm 
tingling  flush  which  may  follow  each  dose  of  UPO- 
NICIN  100  mg.  or  250  mg.  is  one  of  the  thera- 
peutic effects  that  often  produce  psychological 
benefits  to  the  patient.  Side  Effects:  Transient 
flushing  and  feeling  of  warmth  seldom  require  dis- 
continuation of  the  drug.  Transient  headache,  itch- 
ing and  tingling,  skin  rash,  allergies  and  gastric 
disturbance  may  occur.  Contraindications:  Patients 
with  known  idiosyncrasy  to  nicotinic  acid  or  other 
components  of  the  drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with  glaucoma,  severe 
diabetes,  impaired  liver  function,  peptic  ulcers, 
and  arterial  bleeding. 


THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  Sixth  Street,  Los  Angeles,  California  90057 
Write  for  Literature  and  Samples 


MEETINGS  OF  MEDICAL  INTEREST 

This  listing  is  compiled  through  the  cooperation  of  the  Committee  on  Medical  Education  of  The  Medical  Society  of  New 
Jersey,  the  Academy  of  Medicine  of  New  Jersey,  the  New  Jersey  Chapter  of  the  American  Academy  of  Family  Physicians, 
and  the  Office  of  Continuing  Medical  Education  of  the  College  of  Medicine  and  Dentistry  of  New  Jersey.  For  information 
on  accreditation,  please  contact  the  sponsoring  organ ization(s),  indicated  by  italics  — last  line  ot  each  item. 


Aug. 

1 1  Pediatric  Emergency 
18  Acute  Renal  Failure 

26  Psychiatric  Emergencies 

11:45  a. m. -12:45  p.m.  — Kennedy  Medical  Center, 
Edison 

(Kennedy  Medical  Center  and  A AFP) 

Sept. 

2  Parkinsonism 

12  noon-1  p.m.  — St.  Mary’s  Hospital,  Orange 
(St.  Mary's  Hospital  and  AMNJ ) 

6 Community  Medicine 

9:30-10:30  a m.  —Overlook  Hospital,  Summit 
(Overlook  Hospital  and  A AFP) 

7 Lupus  Erythematosus 

1-5  p.m.  — Jersey  City  Medical  Center 
(Nephrology  Society  of  N.J . and  AMNJ) 

13  Venereal  Disease 
20  Hypertension  Clinics 

27  Treatment  of  Hypertension 

9-10  a.m.  — Holy  Name  Hospital,  Teaneck 
(Holy  Name  Hospital  and  A MNJ) 

15-  Third  Memorial  Ignatz  Semmelweis  Seminar 

18  Chalfonte/Haddon  Hall,  Atlantic  City 
(CMDNJ,  A MNJ  and  A AFP) 

16  Peptic  Ulcer 

11:00  a.m. -12  noon  — Ciba-Geigy  Pharmaceuticals 
Div.,  Summit 
(Ciba-Geigy  and  AMNJ) 

20  Depression 

5:30-6:30  p.m.  — St.  Mary’s  Hospital,  Orange 
(St.  Mary's  Hospital  and  AMNJ) 

21  Internal  Medicine  and  Therapeutics 

9-1 1 a.m.  — Middlesex  General  Hospital, 

New  Brunswick 

(Middlesex  General  Hospital.  AMNJ.  and  A AFP) 

21  Proliferate  Retinopathy 

5-8:30  p.m.  — Hunterdon  Medical  Center,  Flemington 
(Hunterdon  Medical  Center  and  AMNJ) 

23  Psychotherapy 

8- 10:30  p.m.  — The  Manor,  West  Orange 
( N.J  Psychiatric  Association  and  AM NJ) 

24  Dedication  of  New  Department  of  Surgery 

8:30  a.m.- 12:45  p.m.  — N.J.  Medical  School,  Newark 
(CMDNJ  and  AMNJ) 


27  Adolescent  Sexuality 

8-10  p.m.  — Ramada  Inn,  Clark 

(Am.  Academy  Pediatrics,  N.J.  Chapter  and  AMNJ) 

28  Occupational  Medicine 

1-5:30  p.m.  — Sheraton  Inn-Newark  Airport,  Elizabeth 
(Rutgers  Medical  School  and  A MNJ) 

28  I.V.  Hyperalimentation 

1-3  p.m.  — Christ  Hospital,  Jersey  City 
(Christ  Hospital.  AMNJ.  and  AAFP) 

29-30  Annual  Meeting  — N.J.  Orthopaedic  Society 
Oct.  1 Mullet  Bay,  St.  Maarten 

(N.J  Orthopaedic  Society  and  AMNJ) 


Oct. 

3 Psychiatric  Seminar 

8-10  p.m.  — 9 Marquette  Rd.,  Upper  Montclair 
(Essex  Psychiatric  Seminar  and  A MNJ) 

4 Community  Medicine 

9:30-10:30  a.m.  — Overlook  Hospital,  Summit 
(Overlook  Hospital  and  AAFP) 

4 Treatment  of  Hypertension  Diabetes 

18  9-10  a.m.  — Holy  Name  Hospital,  Teaneck 
(Holy  Name  Hospital  and  A M NJ) 

5 Multidisciplinary  Approach  to  Cancer 

12  2-6  p.m.  — Newark  Beth  Israel  Medical  Center. 

19  Newark 

26  (Newark  Beth  Israel  Medical  Center  and  A MNJ) 

5 Internal  Medicine  and  Therapeutics 

12  9-11  a.m.  — Middlesex  General  Hospital. 

19  New  Brunswick 

26  (Middlesex  Genera!  Hospital  and  A MNJ) 

7-9  Tenth  Annual  Cardiovascular  Conference 

Chalfonte-Haddon  Hall,  Atlantic  City 

(American  Heart  Association.  N.J.  Affiliate.  Inc.  and 

AMNJ) 

9 Sexually  Transmitted  Diseases 

10  a.m. -4:30  p.m.  —Sheraton,  Hasbrouck  Heights 
(Rutgers  Medical  School  and  AMNJ) 

12  Dreams  in  Psychotherapy 

8:30-10:30  p.m.  — Guido’s  Restaurant.  Hackensa' 
(North  Jersey  Psychiatric  Society  and  AM  NJ) 

12  Hyperlipidemia 

1-3  p.m.  — Christ  Hospital.  Jersey  City 
(Christ  Hospital.  AMNJ  and  AAFP) 
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13  High  Risk  Obstetrics 

12  noon-1  p.m.  — St.  Mary’s  Hospital.  Orange 
(St.  Mary’s  Hospital  and  A M NJ) 

14  Preservation  of  Ischemic  Myocardium 

11  a.m.-12  noon  — Ciba-Geigy,  Pharmaceuticals  Div., 
Summit 

(Ciba-Geigy  and  AMNJ ) 

19  Acute  Renal  Failure 

1-3  p.m.  — Christ  Hospital,  Jersey  City 
(Christ  Hospital  and  A MNJ) 

19  Trends  in  Cardiology 

10  a. m. -noon  and  2:15-4:30  p.m.  — Watchung  View 
Inn,  Bridgewater 

(Rutgers  Medical  School.  Raritan  Valley  Hospital, 
and  A MNJ ) 

19  Updating  Peripheral  Neuropathy 

1-2  p.m.  — VA  Hospital,  Lyons 
(V A Hospital.  Lyons,  and  AMNJ) 

20  Viral  Etiology  of  Cancer 

1 :45-5:30  p.m.  — Drew  University,  Madison 
(Ciba-Geigy  and  A MNJ) 

26  The  American  Diabetes  Association 

All  Day  — Morristown  Memorial  Hospital 
(Morristown  Memorial  Hospital.  AMNJ.  and 
American  Diabetes  Assoc.) 

26  Clinical  Hypnosis 

1-5  p.m.  — Ramada  Inn,  Clark 
(Rutgers  Medical  School  and  A M NJ) 

27  Retropubic  Prostatectomy 

12  noon-1  p.m.  — St.  Mary’s  Hospital,  Orange 
(St.  Mary's  Hospital  and  AMNJ) 

28  Anti-Psychotic  Medications 

l-2p.m.  — VA  Hospital,  Lyons 
(VA  Hospital,  Lyons,  and  AM  NJ) 

29  Annual  Respiratory  Care  Symposium 

9 a.m.-l  p.m.—  Rutgers  Medical  School,  Piscataway 
(N.J.  State  Society  of  Anesthesiologists  and  A MNJ) 


OBITUARIES 


Dr.  Joseph  E.  Bossone 

One  of  Monmouth  County’s  senior  members, 
Joseph  E.  Bossone,  M.D.,  of  Long  Branch  died 
on  May  5 in  North  Ridge  Hospital,  Fort  Lau- 
derdale, Florida.  Dr.  Bossone  earned  his  medi- 
cal degree  from  the  University  of  Naples  in 
1931  and  pursued  graduate  studies  in  surgery  at 
George  Washington  University  and  Columbus 


Nov. 

1 Community  Medicine 

9:30-10:30  a. m.  —Overlook  Hospital,  Summit 
(Overlook  Hospital  and  A AFP) 

2 Multidisciplinary  Approach  to  Cancer 

9 2-4  p.m.  — Newark  Beth  Israel  Medical  Center 
16  (Newark  Beth  Israel  Medical  Center  and  AMNJ) 
23 
30 

2 Clinical  Hypnosis 

9 1-5  p.m  — Ramada  Inn,  Clark 

16  (Rutgers  Medical  School  and  AMNJ) 

2 Internal  Medicine  and  Therapeutics 

9 9-11  a.m.  — Middlesex  General  Hospital, 

16  New  Brunswick 

23  (M iddlesex  General  Hospital  and  A MNJ) 

30 

4 Gastrointestinal  Hormone  Assay 

12  noon-1  p.m.  — St.  Mary’s  Hospital.  Orange 
(St.  Mary’s  Hospital  and  AM  NJ) 

7 Psychiatric  Seminar 

8-10  p.m.  —4  Garden  Place,  Nutley 
(Essex  Psychiatric  Seminar  and  A MNJ) 

12  Family  Therapy 

9 a.m. -5  p.m.—  Holiday  Inn,  Livingston 
(N.J.  Center  for  Family  Studies  and  AMNJ) 

Dec. 

5 Psychiatric  Seminar 

8-10  p.m.  — 192  Chittenden  Rd.,  Clifton 
(Essex  Psychiatric  Seminar  and  AMNJ) 

6 Community  Medicine 

9:30-10:30  a.m.  — Overlook  Hospital,  Summit 
(Overlook  Hospital  and  A AFP) 

7 Multidisciplinary  Approach  to  Cancer 

14  2-4  p.m.  — Newark  Beth  Israel  Medical  Center 
2 1 (Newark  Beth  Israel  Medical  Center  and  A MNJ) 


Hospital  in  New  York.  He  then  accepted  ap- 
pointment (1934)  as  attending  surgeon  at  Mon- 
mouth Memorial  Hospital  (now  Monmouth 
Medical  Center)  and  also  served  as  secretary  of 
the  medical  board  of  the  hospital  and  chairman 
of  the  emergency  room  committee.  Dr.  Bossone 
was  interested  in  medical  affairs  and  long  repre- 
sented his  county  in  MSNJ’s  House  of  Dele- 
gates. In  the  i940’s  and  1950’s  he  was  Long 
Branch  city  physician  and  surgeon.  He  was  a 
member  of  the  American  Society  of  Abdominal 
Surgeons.  Dr.  Bossone  was  71  years  old  at  the 
time  of  his  death. 
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Dr.  William  Braun 

A member  of  our  Camden  County  compo- 
nent, William  Braun,  M.D.,  died  on  May  25  at 
Cooper  Medical  Center  in  Camden.  Born  in 
1907  and  graduated  from  Jefferson  College  of 
Medicine,  class  of  1934,  Dr.  Braun  pursued 
graduate  work  in  ophthalmology  and  practiced 
that  specialty  in  the  Camden  area  for  many 
years.  He  was  a diplomate  of  the  American 
Board  of  Ophthalmology  and  a Fellow  of  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology.  Dr.  Braun  had  been  senior 
attending  in  the  department  of  ophthalmology 
at  Cooper  Medical  Center. 

Dr.  John  Coniaris 

At  the  untimely  age  of  54,  John  Coniaris,  M.D., 
a member  of  our  Essex  County  component,  died 
at  St.  Michael’s  Medical  Center,  Newark, 
where  he  long  had  been  a member  of  the  staff. 
A graduate  of  New  York  Medical  College, 
class  of  1950,  Dr.  Coniaris  pursued  a career  in 
cardiology,  ultimately  becoming  director  of  that 
department  at  St.  Michael’s.  In  addition  he  was 
chairman  of  the  Medical  Center's  committee 
on  graduate  medical  education,  secretary  of  the 
medical  staff,  and  a trustee  of  its  heart  re- 
search institute.  Dr.  Coniaris  also  was  a mem- 
ber of  the  staff  at  St.  Mary’s  Hospital  in  Orange 
and  at  Overlook  Hospital  in  Summit.  He  was 
a Fellow  of  the  American  College  of  Angiology 
and  a member  of  the  American  Geriatric 
Society. 


Dr.  Michael  N.  Coplin 

The  promising  career  of  Michael  N.  Coplin 
M.D.,  ended  on  May  26  when  he  died  in  St. 
Elizabeth  Hospital,  Elizabeth,  after  suffering 
an  apparent  cerebral  hemorrhage.  A native  of 
New  Jersey,  Dr.  Coplin  was  graduated  from  the 
University  of  Maryland's  School  of  Medicine 
in  1965  and  pursued  a residency  in  psychiatry  at 
St.  Vincent’s  Medical  Center  in  New  York.  He 
was  affiliated  with  Alexian  Brothers,  Elizabeth 
General,  and  St.  Elizabeth  Hospitals,  and  had 
organized  the  alcoholism  detoxification  center 
at  Runnells  Hospital  in  Berkeley  Heights.  Dr. 
Coplin  was  39  years  old. 

716 


Dr.  Millard  Cryder 

At  the  grand  age  of  86,  Millard  C.  Cryder, 
M.D.,  a leading  Cape  May  physician,  died  at 
his  home  on  May  7 after  a long  illness.  A grad- 
uate of  Jefferson  Medical  College,  class  of  1920, 
Dr.  Cryder  practiced  family  medicine,  and  had 
been  associated  with  the  Burdette-Tomlin  Hos- 
pital as  a member  of  the  active  staff  and  its  first 
president.  He  had  served  a term  as  president  of 
his  county  medical  society  and  was  instru- 
mental in  forming  the  blood  bank  for  Cape  May 
Court  House,  Wildwood,  and  Cape  May.  He 
was  active  in  the  local  community,  having  been 
school  physician  for  Avalon  and  Stone  Harbor 
and  for  twenty  years  a member  of  the  board  of 
directors  of  the  Woodbine  State  School.  Dr. 
Cryder  served  his  country  in  both  World  War  I 
and  World  War  II,  receiving,  in  the  latter  in- 
stance, a citation  for  meritorious  service.  In 
1970  he  was  a recipient  of  MSNJ’s  Golden 
Merit  Award,  indicating  fifty  years  of  medical 
practice. 


Dr.  David  Doktor 

David  Doktor,  M.D.,  a member  of  our  Pas- 
saic Medical  Society,  was  brutally  murdered  in 
front  of  his  office  as  he  attempted  to  answer  an 
emergency  call  to  Barnert  Memorial  Hospital 
in  the  early  morning  hours  on  May  27.  A native 
of  Paterson,  born  in  1912,  Dr.  Doktor  was 
graduated  from  Indiana  University  School  of 
Medicine  in  1936  and  practiced  family  medi- 
cine in  his  home  community  for  many  years. 
He  was  on  staff  at  Barnert  Memorial  Hospital. 


Dr.  Millard  B.  Ervin 

We  just  have  learned  of  the  death  of  Millard  B. 
Ervin,  M.D.,  on  March  15  at  Bay  Shore  Com- 
munity Hospital  in  Holmdel.  An  emeritus 
member  from  the  Essex  County  Medical 
Society,  Dr.  Ervin  was  graduated  from  Long 
Island  University  College  of  Medicine  in  1919 
and  had  practiced  general  medicine  in  West- 
field  until  retirement  in  1953.  Recently  he  had 
been  living  in  Eatontown.  Dr.  Ervin  was  83 
years  old  at  the  time  of  his  death. 
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Dr.  Salvatore  Ferrari 

A member  of  our  Passaic  County  Medical  Soci- 
ety, Salvatore  T.  Ferrari,  M.D.,  who  formerly 
practiced  ophthalmology  in  Paterson,  died  on 
May  14  after  a long  illness.  Born  in  1900  and 
graduated  from  Cincinnati  Eclectic  Medical 
College  in  1938,  Dr.  Ferrari  took  residencies  in 
ophthalmology  at  the  Jersey  City  Medical  Cen- 
ter and  at  the  Newark  Eye  and  Ear  Infirmary. 
He  had  been  chief  of  ophthalmology  at  St. 
Joseph’s  Hospital  in  Paterson,  and  had  staff 
appointments  at  the  Medical  Center  in  Jersey 
City  and  Martland  Hospital  in  Newark.  Dr. 
Ferrari  was  an  associate  clinical  professor  at 
the  College  of  Medicine  and  Dentistry  of  New 
Jersey  and  a Fellow  of  the  International  College 
of  Surgeons. 

Dr.  James  A.  Fisher 

One  of  Monmouth  County’s  senior  members, 
James  A.  Fisher,  Sr.,  M.D.,  died  on  June  5.  A 
graduate  of  Syracuse  University  Medical 
School  in  1915,  Dr.  Fisher  took  residencies  in 
ophthalmology  at  New  York  Ophthalmic  and 
New  York  Postgraduate  Hospitals.  He  was  a 
diplomate  of  the  American  Board  of  Otolaryn- 
gology and  a Fellow  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology  and  of 
the  American  College  of  Surgeons,  as  well  as  a 
member  of  the  Academy  of  Medicine  of  New 
Jersey.  He  had  been  director  of  the  EENT  de- 
partment at  Fitkin  Memorial  Hospital  (Jersey 
Shore  Medical  Center)  for  25  years,  and  held 
the  same  post  at  Monmouth  Medical  Center  in 
Long  Branch  for  15  years.  He  also  was  affili- 
ated with  Paul  Kimball  Hospital  in  Lakewood 
and  the  Allenwood  Sanatarium.  Dr.  Fisher 
had  been  retired  since  1970.  His  avocation  as 
a painter  ended  three  years  ago  when  he  be- 
came blind  as  the  result  of  a brain  hemorrhage. 
He  had  donated  some  forty  of  his  works  to  Jer- 
sey Shore  Medical  Center  and  many  still  are 
hanging  there.  In  1965  Dr.  Fisher  was  a recipi- 
ent of  MSNJ's  Golden  Merit  Award.  He  was 
86  years  old  at  the  time  of  his  death. 

Dr.  William  T.  Knight 

William  Thomas  Knight,  M.D.,  of  Paramus, 
a former  president  of  the  Bergen  County  Medi- 
cal Society,  died  on  May  31.  Born  in  1905  and 


graduated  from  New  York  University  Medical 
School,  class  of  1933,  Dr.  Knight  pursued  a 
residency  in  surgery  at  Bellevue  Hospital,  New 
York.  He  had  been  senior  attending  surgeon  at 
Hackensack  Hospital  and  assistant  director  of 
the  surgical  department  at  Bergen  Pines  County 
Hospital  in  Paramus.  He  was  active  in  civic 
affairs  in  Bergen  County  and  had  been  school 
physician  to  the  town  of  Oradell  for  twenty 
years.  Dr.  Knight  was  a member  of  the  Ameri- 
can Radium  Society  and  the  International  Col- 
lege of  Surgeons. 

Dr.  Fulton  Massengill 

Word  has  just  been  received  of  the  death  on 
March  18  in  Overlook  Hospital,  Summit,  of 
Fulton  Massengill,  M.D.,  a member  of  the 
Essex  County  Medical  Society,  recently  living 
in  Short  Hills.  Born  in  1904,  Doctor  Massen- 
gill was  graduated  from  St.  Louis  University 
Medical  School  in  1930.  Retired  since  1968,  he 
had  pursued  a career  in  industrial  medicine  and 
some  years  ago  had  been  chairman  of  the  de- 
partment of  rehabilitation  and  physical  medi- 
cine at  St.  Barnabas  Medical  Center,  Living- 
ston. He  was  a member  of  the  Industrial  Medi- 
cal Association  and  of  the  Academy  of  Medi- 
cine of  New  Jersey. 

Dr.  Frank  P.  Pignataro 

Frank  P.  Pignataro,  M.D.,  a member  of  our 
Monmouth  County  component,  died  on  May  28 
after  a lengthy  illness.  A 1935  graduate  of 
Georgetown  University  School  of  Medicine,  he 
pursued  graduate  studies  in  neurology  and 
psychiatry.  He  was  board  certified  in  his  chosen 
field  and  a Fellow  of  the  American  Psychiatric 
Association  and  of  the  American  College  of 
Physicians.  He  had  been  on  staff  at  the  Mon- 
mouth Medical  Center  in  Long  Branch  and 
Riverview  Hospital  in  Red  Bank.  He  was  the 
author  of  a number  of  published  scientific  arti- 
cles, notably  a series  on  military  psychiatry 
which  appeared  in  The  Military  Surgeon.  He 
was  a past-president  of  the  New  Jersey  Neuro- 
psychiatric  Association  and  held  the  same  posi- 
tion in  the  New  Jersey  branch  of  the  American 
Psychiatric  Association.  He  also  was  a past- 
president  and  member  of  the  board  of  managers 
of  the  Arthur  Brisbane  Child  Treatment  Center. 
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Dr.  Pignataro  was  68  years  old  at  the  time  of 
his  death. 

Dr.  Reginald  F.  Seidel 

Reginald  F.  Seidel.  M.D.,  a member  of  the 
Bergen  County  Medical  Society  formerly  from 
Englewood,  died  on  May  3 at  his  home.  Quid- 
net,  Nantucket,  Massachusetts.  Born  in  1913 
and  graduated  from  Long  Island  University 
College  of  Medicine,  class  of  1939,  Dr.  Seidel 
was  senior  attending  urologist  at  Englewood 
Hospital  and  associate  director  of  that  depart- 
ment at  Bergen  Pines  County  Hospital  in 
Paramus.  He  also  had  been  affiliated  in  the 
urology  section  at  Presbyterian  Hospital  in 
New  York  City.  He  was  board  certified  in  his 
chosen  field  and  was  a Fellow  of  the  American 
College  of  Surgeons. 

Dr.  Alex  Stone 

The  assistant  medical  director  at  the  Marlboro 
Psychiatric  Hospital,  Alex  Stone,  M.D.,  of 
Colts  Neck,  died  on  May  5 after  a short  illness. 
Born  in  Latvia  in  191 1 and  graduated  from  the 
University  of  Basel,  Switzerland  in  1939,  he 
came  to  the  United  States  two  years  later  for 
further  training  and  took  residencies  in  medi- 
cine at  Alexian  Brothers  Hospital  in  Chicago 
and  St.  Francis  Hospital  in  Peoria.  He  prac- 
ticed in  Illinois  until  pursuing  a further  resi- 
dency in  psychiatry  at  the  New  Jersey  State 
Hospital  in  Marlboro  beginning  in  1955.  Dr. 
Stone  was  a Fellow  of  the  American  Psychiatric 
Association  and  a member  of  the  New  Jersey 
Psychiatric  Association  and  of  the  Association 
for  the  Advancement  of  Science. 

Dr.  Alice  E.  Tyndall 

Alice  E.  Tyndall,  M.D.,  who  formerly  practiced 
in  Westfield,  died  on  May  12  at  Overlook  Hos- 
pital in  Summit.  A native  of  Vermont,  Dr. 
Tyndall  was  graduated  from  the  University  of 
Vermont  Medical  School,  class  of  1933  and 
practiced  general  medicine  in  Westfield  until 
her  retirement  in  1964.  She  had  been  on  the 
staff  at  Rahway  Hospital  and  Muhlenberg 
Hospital  in  Plainfield.  Dr.  Tyndall  was  a mem- 
ber of  the  American  Academy  of  Family  Prac- 
tice and  the  American  Medical  Women’s  Asso- 
ciation. 
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Dr.  Frederick  vonHofe 

One  of  Essex  County’s  emeritus  members, 
Frederick  H.  vonHofe,  M.D.,  formerly  of  the 
Oranges,  died  at  his  home  in  Hackettstown  on 
May  12,  after  at  long  illness.  Born  in  1891  and 
graduated  from  Columbia  University’s  College 
of  Medicine  in  1917,  Dr.  vonHofe  practiced 
pediatrics,  with  special  interest  in  pediatric 
hematology,  until  his  retirement  in  1965.  He 
had  been  on  the  staff  at  St.  Barnabas  Medi- 
cal Center  in  Livingston,  Babies’  Hospital  in 
Newark,  and  Memorial  Hospital  in  Orange.  Dr. 
vonHofe  was  a diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  Amer- 
ican Academy  of  Pediatrics.  In  the  1950’s  he 
had  been  an  instructor  of  pediatrics  at  Colum- 
bia University  and  had  been  affiliated  with 
Babies'  Hospital  in  New  York  City. 

Dr.  Stanley  O.  Wilkins 

One  of  Essex  County's  senior  members,  Stanley 
O.  Wilkins,  M.D.,  died  on  March  8 at  the 
Veterans  Administration  Hospital  in  Lyons. 
Born  in  1904,  and  graduated  from  Hahnemann 
Medical  College,  class  of  1933,  Dr.  Wilkins 
studied  further  at  the  University  of  Pennsyl- 
vania Graduate  School  of  Medicine  and  went 
on  to  practice  surgery  in  Monmouth  County  for 
many  years.  He  had  been  on  the  surgical  staff, 
specializing  in  traumatic  surgery  and  fractures, 
at  Monmouth  Medical  Center,  Long  Branch, 
Jersey  Shore  Medical  Center,  Neptune,  and 
Riverview  Hospital,  Red  Bank.  He  retired 
from  private  practice  in  1969  and  continued  to 
participate  as  county  medical  examiner  and 
physician  to  Monmouth  College  in  West  Long 
Branch.  During  World  War  II,  Dr.  Wilkins 
served  three  years  with  the  department  of 
medicine  of  the  Linked  States  Army. 

Dr.  James  L.  York 

James  L.  York,  M.D..  a member  of  our  Ber- 
gen County  component,  died  on  May  31  in 
North  Palm  Beach,  Florida  where  he  had  re- 
tired in  1971.  A graduate  of  Jefferson  Medical 
College,  class  of  1930,  Dr.  York  practiced 
general  medicine  in  New  Milford,  New  Jersey 
for  many  years  and  had  been  on  the  staff  at 
Holy  Name  Hospital  in  Teaneck.  During  World 
War  II  Dr.  York  served  for  three  years  in  the 
medical  department  of  the  United  States  Army. 
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An  Annotated  Checklist  of  Osleriana.  E.  E.  Nation,  C.  G. 

Roland,  J.  F.  McGovern.  Kent,  Ohio,  The  Kent  State  University 

Press,  1976.  ($27.50) 

At  his  death  in  1919  Sir  William  was  universally  regarded 
as  the  most  famous  of  contemporary  physicians.  So  great 
was  his  prestige  that  memorial  services  in  his  honor  were 
held  not  only  in  the  leading  centers  of  Europe  and  America 
but  in  far  distant  lands  where  he  also  was  revered.  Now, 
more  than  a century  later,  the  cult  of  Osier  admirers  shows 
no  signs  of  abatement,  and  indeed  seems  to  have  reached 
an  all-time  high,  with  vigorous  Osier  societies  flourishing 
throughout  the  English-speaking  world.  Every  fragment  of 
the  master’s  voluminous  writings,  no  matter  how  insignifi- 
cant, is  now  being  avidly  collected,  and  booksellers  have 
done  very  well  by  catering  to  this  passion  for  Osleriana. 

What  sort  of  a man  was  this  Osier,  wherein  lay  his 
charisma  during  his  lifetime,  and  how  has  his  name  man- 
aged to  retain  its  phenomenal  fascination  over  passing 
generations?  These  are  some  of  the  questions  which  the 
editors  of  the  volume  under  consideration  have  made  a 
valiant  and  quite  successful  attempt  to  answer.  In  an  un- 
usual tribute  to  the  man  they  so  greatly  admire  they  have 
compiled  a list  of  no  less  than  1367  articles,  essays,  eulogies, 
and  biographical  studies  which  illuminate  every  facet  of 
Osier’s  life,  personality,  and  accomplishments.  From  now 
on  anyone  seeking  to  uncover  the  “true  Osier”  will  find  this 
book,  with  the  editorial  comments  on  each  entry,  an  invalu- 
able tool. 

While  not  underestimating  the  significance  of  Osier's  purely 
medical  writings  it  is  becoming  increasingly  clear  that  his 
appeal  to  the  present  generation  stems  largely  from  his 
stature  as  a man  of  letters  and  culture.  A devoted  student  of 
medical  history,  when  interest  in  this  subject  was  virtually 
non-existent  in  America,  Osier  converted  a host  of  disciples 
to  his  avocation.  An  ardent  bibliophile  he  built  a remark- 
able collection  of  medical  classics  which  now  add  lustre  to 
McGill,  his  alma  mater.  It  is  safe  to  say  that  the  monu- 
mental Bibliotheca  Osleriana.  a work  of  his  last  years  takes 
equal  pride  of  place  with  The  Principles  and  Practice  of 
Medicine  as  the  two  most  lasting  contributions  of  this  gifted 
individual. 

Morris  H.  Saffron,  M.D. 

Archivist-Historian,  MSNJ 

Mind  As  Healer,  Mind  As  Slayer.  Kenneth  Pelletier.  New  York, 
Dell  Publishing,  1 977.  Pp.  366.  (Paperback  — $4.95) 

Why  do  so  many  physicians  cast  aside  the  vast  powers  of  the 
mind  in  their  practice  of  the  art  of  medicine?  Symptoms  can 
be  controlled  using  such  psychological  techniques  as 
operant  conditioning  methods,  and  there  has  been  research 
and  an  enormous  amount  of  literature  collected  dealing 
with  bringing  about  the  regression  of  cancer. 

This  book  defines  the  role  of  stress  in  four  major  types  of 
illness:  cardiovascular  disease,  cancer,  arthritis,  and  respira- 


tory disease.  It  is  divided  into  three  main  parts  which  discuss 
the  nature  of  stress;  the  relationship  between  stress  and 
disease;  and  methods  of  controlling  stress.  This  latter 
section  is  excellent  inasmuch  as  it  discusses  various  tech- 
niques such  as  meditation,  biofeedback,  and  autogenic 
training  and  visualization. 

Although  the  book  appears  to  have  been  written  primarily 
for  general  popular  consumption,  the  theme  of  holistic 
medicine  is  one  that  the  general  physician  should  learn. 
This  book  is  highly  recommended. 

Seymour  F.  Kuvin.  M.D. 

B.  T.  Behavior  Therapy:  Strategies  for  Solving  Problems  in 
Living.  Spencer  A.  Rathus  and  Jeffrey  S.  Nevid.  New  York, 
Doubleday,  1977.  Pp.  314.  ($8.95) 

This  reviewer  is  not  quite  certain  whether  his  book  is  seri- 
ous in  its  goal  or  is  a farcical  "put-on."  The  approach  is 
one  of  homey  advice  on  how  to  resolve  everyday  problems. 
The  methods  described,  however,  are  so  primitive  that  it  is 
believed  that  they  are  directed  at  a reader  with  a mental  age 
of  ten. 

Typical  of  the  grandmotherly  advice  are  such  instructions 
as  “non-genital  massage  will  obviously  be  more  pleasurable 
if  both  parties  have  recently  showered  or  bathed."  In  an- 
other area,  after  going  through  a therapeutic  technique  to 
break  the  cigarette-smoking  habit,  a statement  is  made: 
"The  recidivism  rate  in  all  types  of  anti-smoking  programs 
is  approximately  80  percent  within  one  year  of  treatment 
termination." 

One  does  not  need  to  purchase  a book  to  learn  about  job 
seeking  skills  as  stated;  “Contact  a number  of  friends  and 
ask  them  if  they  are  aware  of  any  openings  in  your  field. 
Make  a list  of  the  assets  and  liabilities  you  would  bring  to 
a new  job." 

From  a behavioristic  point  of  view,  the  reviewer  cannot 
recommend  this  book. 

Seymour  F.  Kuvin.  M.D. 

Healthy  Pregnancy  the  Yoga  Way.  Judi  Thompson.  New 
York,  Doubleday,  1977.  Pp.  148.  Illustrated.  (Softback  — 
$3.95). 

This  book  is  related  to  the  use  of  Yoga  exercises  during 
pregnancy  and  in  the  postpartum  period.  The  techniques 
described  are  easy  to  understand  and  the  illustrative  photo- 
graphs are  good.  I found  the  exercises  to  be  very  similar  to 
standard  prepared  childbirth  methods.  I see  no  conflict 
between  Yoga  and  these  methods.  They  could  be  comple- 
mentary. The  book  is  an  interesting  contribution  to  the  sub- 
ject of  exercise  in  pregnancy. 

Unfortunately,  the  author  has  not  limited  her  subject  to  that 
of  the  Yoga  exercises.  She  also  discusses  nutrition  in 
pregnancy  and  contraception.  I would  have  preferred  that 
the  author  advise  the  expectant  mother  to  consult  with  her 
physician  for  advice  on  these  subjects.  The  nutrition  section 
is  incomplete  and  the  vegetarian  aspects  are  over  empha- 
sized. It  is  disturbing  to  find,  in  a modern  publication,  the 
statement  of  an  old  erroneous  concept  — "some  women  are 
particularly  sensitive  during  pregnancy  and  must  eliminate 
salt  from  their  diets  completely."  When  discussing  iron  in 
the  diet,  the  author  fails  to  mention  a most  important  item 
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— the  need  for  iron  supplement  during  pregnancy  regardless 
of  the  type  of  diet. 

The  last  chapter  of  the  book  entitled,  “A  Post-Natal  Post- 
script” is  devoted  to  the  author’s  strong  advocation  of  a 
little-known  method  of  contracaption,  the  “ovulation 
method."  It  is  based  on  the  pattern  of  cervical  mucus.  The 
author  states  that  this  way  of  contraception  is  100  per  cent 
accurate.  Anybody  with  some  knowledge  of  contraception 
realizes  the  fallacy  in  this  over-enthusiastic  statement.  The 
author  fails  to  discuss  or  even  mention  the  conventional 
methods  of  contraception  available  to  men  and  women. 

If  the  author  had  limited  her  subject  matter  to  that  of  the 
yoga  exercises,  I could  have  recommended  the  book  without 
hesitation. 

M.  A.  Pelosi,  M.D. 


Choose  Your  Baby's  Sex.  David  M.  Rorvik  and  Landrum  B. 

Shettles  New  York,  Dodd,  Mead,  1977  Illustrated,  pp.  185 

(S7.95) 

The  present  book  seems  to  represent  a rewriting  of  a 1970 
hard-cover  edition  of  Your  Baby’s  Sex:  Now  You  Can 
Choose.  Doctor  Shettles  has  been  promoted  from  collabo- 
rator to  co-author.  The  style  is  definitely  journalistic  and 
thus  directs  its  appeal  to  the  laity  who  wish  to  choose  the 
sex  of  their  anticipated  babies.  The  basis  for  the  instructions 
for  such  couples  is  Shettles’  claim  that  he  can  differentiate 
“small,  round-headed  sperm  carrying  Y chromosomes” 
from  the  “larger,  oval-shaped  type  carrying  X chromo- 
somes.” Since  the  “androsperms”  are  purportedly  more 
numerous,  more  motile,  and  less  resistant  to  acid  than  the 
“gynosperms,”  the  husband  who  wishes  a son  should  avoid 
jockey  shorts,  drink  coffee,  and  avoid  coitus  until  the  actual 
time  of  ovulation.  His  wife  should  take  a pre-coital  alkaline 
douche,  assume  the  knee-chest  during  coitus  and  seek 
simultaneous  orgasm.  The  husband  who  wishes  a daughter 
should  wear  jockey  shorts,  avoid  coffee,  take  a pre-coital 
hot  bath,  and  engage  in  coitus  only  until  two  or  three  days 
prior  to  ovulation  while  his  wife  should  take  a pre-coital 
acid  douche,  avoid  orgasm,  and  assume  a supine  position 
during  coitus  unless  her  uterus  is  retroverted.  These  instruc- 
tions and  admonitions  which  are  explained  in  detail  are 
basically  harmless  and  inexpensive.  If  the  couples  are  suf- 
ficiently mature  to  accept  the  85  percent  success  rate,  it 
would  be  unnecessary  to  involve  them  in  any  controversy 
over  the  validity  of  Shettles’  claim  and  theory.  However, 
physicians  are  obligated  to  evaluate  critically  and  scrutinize 
carefully  all  claims  of  medical  discovery  or  break-through. 
The  morphologic  differences  between  “androsperms”  and 
"gynosperms”  have  not  been  accepted  widely  or  confirmed. 
This  book  is  not  recommended  as  a serious  scientific  work. 

Jerome  Abrams,  M.D. 

The  Multiple  Sclerosis  Diet  Book.  Roy  L.  Swank,  M.D.  and 

Mary  Helen  Pullen  New  York,  Doubleday,  1977.  Pp  326. 

($8.95) 

At  the  invitation  of  Dr.  Wilder  Penfield.  in  August  1948, 
Dr  Swank  undertook  research  into  a single  disease  entity, 
multiple  sclerosis.  Three  clues  to  the  disease,  the  sudden- 
ness of  relapses  suggesting  a vascular  basis,  the  geographi- 


cal variation  of  frequency,  and  post-World  War  11  nutri- 
tional studies  suggesting  a possible  correlation  between 
high-fat  intake  and  high  frequency  of  multiple  sclerosis  led 
to  the  introduction  of  the  author’s  low-fat  diet  in  December 
1948. 

The  book  reviews  the  current  theoretical  etiological  bases 
for  multiple  sclerosis  including  the  infectious  theory  with 
current  interest  focused  on  the  measles  virus,  the  autoim- 
mune hypothesis  reviewing  the  EAE  studies  as  well  as  the 
lipid  imbalance  hypothesis  upon  which  the  diet  is  predi- 
cated. Because  of  the  correlations  between  frequency  dis- 
tribution of  multiple  sclerosis  and  populations  consuming 
high  solid  fat  (dairy-meat)  contrasted  to  those  who  eat 
mainly  liquid  fat  (fish-vegetable  oils)  i.e.,  saturated  vs.  poly- 
unsaturated lipids  the  recommended  diet  is  a low  solid-fat 
diet  that  corresponds  very  much  to  the  diets  currently  rec- 
ommended to  maintain  low  cholesterol,  low  animal  fat  for 
heart  disease  and  stroke. 

The  authors  claim  a decrease  in  relapse  rate  for  patients  an 
a low-fat  diet  of  about  95  percent.  Two  hundred  and  twenty- 
five  pages  of  the  book  are  devoted  to  specifics  of  menus  and 
recipes.  Dr. Swank’s  recipes  exhibit  a gourmet's  touch. 

Ira  S.  Ross.  M.D. 

Symposium  on  Medical  Malpractice  Crisis 

The  Maryland  Law  Review  announces  the  publication  of  its 
symposium,  “The  Medical  Malpractice  Crisis,"  which 
focuses  on  medical  malpractice  reform  and  alternatives  to 
the  present  system  under  the  following  topics: 

Medical  Malpractice  Reform 
Arbitration  of  Medical  Malpractice  Claims 
Contracting  for  No-Fault  Liability  Insurance  Covering 
Doctors  and  Hospitals 

PSRO— An  Alternative  to  the  Medical  Malpractice  Sys- 
tem as  a Quality  Assurance  Mechanism 

Copies  ($2.50)  may  be  obtained  from  the  Maryland  Law 
Review.  University  of  Maryland  School  of  Law,  500  West 
Baltimore  Street.  Baltimore.  Maryland  21201. 


New  Edition  of  AMA  Professional  Standards  Book 

Opinions  and  Reports  of  the  Judicial  Council,  a compila- 
tion of  interpretations,  opinions,  and  statements  of  the 
American  Medical  Association's  Judicial  Council,  con- 
cerning application  of  the  AMA’s  Principles  of  Medical 
Ethics  to  the  everyday  practice  of  medicine,  is  available 
from  the  Order  Department,  AMA,  535  North  Dearborn 
Street,  Chicago  60610.  The  chapters  in  this  new  edition  deal 
with  physician  responsibilities  to  the  public,  patient  rela- 
tions, medical  responsibilities,  office  practices,  interpro- 
fessional relations,  and  hospital  relations.  Reflecting 
changing  times,  included  are  items  on  human  experimenta- 
tion in  medical  research,  helping  patients  and  families  cope 
w ith  terminal  illness,  the  definition  of  death,  and  new  medi- 
cal technology.  In  other  discussions  it  is  stated  that  phy- 
sicians “have  an  ethical  duty  to  subordinate  financial 
reward  to  social  responsibility"  and  “ability  to  pay  should 
be  considered  in  reducing  fees  . . . excessive  fees  are  un- 
ethical." 
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OCEAN  COUNTY 

5 Miles  South  of  Toms  River 

NOW  RENTING  FOR  OCTOBER  1977 
NEW  MEDICAL  AND  DENTAL  ARTS  BUILDING 
GROUND  LEVEL,  1400  sq.  ft.  (may  subdivide) 

General  Dentist  located  in  building 
Excellent  for  Group  or  Solo  practice 

For  more  information 
CALL  (609)  693  6524 


OFFICE  SPACE 

Old  Bridge;  Throckmorton  Lane 

20  Physicians  and  10  Dentists  already  here. 

Are  in  need  of  Psychiatrist,  Urologist,  Orthopedist, 
Internist  or  Radiologist. 

Call:  (201)  679  6004 

OFFICE  SPACE 

• Route  10,  Livingston,  N.J. 

• New  Two  Story  Colonial  Medical  Building 

• Available  Fall  of  1 977 

• From  1 ,500  sq.  ft.  to  6,000  sq.  ft. 

• Elevator— Parking  for  40  cars 

• Convenient  to  Routes  280  and  287 

• Restaurants,  Shopping  Centers,  and  Banks 
nearby 

(201)994-0420 
ASSOCIATES,  INC. 

REALTORS 

27  E.  MT.  PLEASANT  AVE.,  LIVINGSTON,  N.J.  07039 

ROCHELLE  PARK 
HOME  OFFICE  OPPORTUNITY 

Six  room  brick  and  alum  custom  colonial. 

Separate  wing  offering  350  square  feet  of  office 
space.  Plus  parking.  Convenient  to  Route  80  and 
public  transportation.  5 to  1 2 minutes  to  1 0 hospitals 
and  New  York  City.  Located  at  45  Rochelle  Ave. 

Call:  Charles  Palumbo 
95  Grove  Street 
Lodi,  New  Jersey  07644 
(201)  777-2130 

SPACIOUS  RANCH 

Zoned  for  doctor's  office.  3200  square  feet  of  living 
area.  Self  cleaning  oven,  central  vacuum  and 
air  conditioning.  Full  basement  with  outside  en- 
trance. 1 16  acre  corner  lot.  Immediate  occupancy. 
Watchung,  N.J.  $1 1 5,000. 

RICHLAND  COMPANY,  REALTORS 

313  Springfield  Avenue 
Summit,  N.J. 

201-273-7010 

Computerized 

Medical 

Practice 

System 

See  Page  713 


Personnel 

See  Pages 
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NEEDED 

NEONATOLOGIST 


for  Community  Hospital  in  South  Jersey  with 
Boards  or  Board  Eligible. 

Please  Reply  to:  Box  No.  004 

c/oTHE  JOURNAL 


Emergency  Department  Physician 
for 

Large  Community  Hospital 
in 

Northern  New  Jersey 

Features:  — Excellent  backup  by  resident  and  at- 
tending staff;  specially  trained  nursing  staff;  new 
complete  modern  facility;  4 weeks  vacation  and  1 
week  for  education.  Attractive  residential  commu- 
nity. Please  send  curriculum  vitae  to:  Box  No.  005, 
c/oTHE  JOURNAL. 


RESIDENCY  IN 
PHYSICAL  MEDICINE 
AND  REHABILITATION 

Dynamic,  young  program  with  balanced  academ- 
ic and  clinical  emphasis  under  the  supervision  of 
10  physiatrists.  Three  year  program  and  inte- 
grated internship/residency  with  opportunity  for 
research  and  pursuit  of  special  interests  both  in 
medical  school  and  private  hospital  settings. 
Stipends  from  $13,300  to  $15,200  depending  on 
qualifications.  Gl  schooling  benefits  available  for 
veterans.  We  will  pay  for  visits  in  selected  cases. 
Telephone  or  write  for  information  to: 


John  F.  Ditunno,  Jr.,  M.D.,  Director 
Department  of  Rehabilitation  Medicine 
Thomas  Jefferson  University  Hospital 
1 1 th  and  Walnut  Street 
Philadelphia,  Pa.  19107 
Telephone:  (215)  829-6573 


Opportunity  for  NJ  licensed  Physicians  to 
serve  as  House  Officer  and  assist  in  surgery. 
Openings  are  day  shift,  Monday  through 
Friday  with  1 in  4 "on  call".  Benefit 
package  includes  2 weeks  vacation,  em- 
ployee health  insurance  and  malpractice 
insurance.  Rancocas  Valley  Hospital  is  a 
300-bed  community  hospital  serving  the 
Southern  NJ  area.  Please  call:  (609) 

877-6000  Ext.  313/314  for  consideration. 

RANCOCAS  VALLEY 
HOSPITAL 

Willingboro,  NJ  08046 
Equal  Opportunity  Employer  m/f 


VACANCIES  AVAILABLE  IN  THE  U S. 
ARMY  RESERVE  MEDICAL  CORPS 

The  U.S.  Army  Reserve  has  numerous  vacancies  for 
physicians,  male  and  female,  anywhere  within  New 
York  State,  but  especially  in  the  New  York  City  area. 
Positions  are  available  in  all  military  ranks  up  through 
lieutenant  colonel.  Female  physicians  are  particularly 
encouraged  to  apply  for  this  program. 

Those  individuals  unable  to  complete  20  years  service 
by  age  60  can  be  accepted  if  they  are  willing  to  waive 
their  pension  benefits.  Individuals  with  no  prior  military 
service  are  urged  to  apply  as  are  those  who  have 
previously  served  on  active  duty  (i.e.,  U.S.  Army,  Navy 
or  Air  Force). 

Active  part-time  participation  requires  attendance  at 
up  to  12  once-monthly  weekends  per  year  plus  two 
weeks  of  active  duty  during  the  same  year. 

The  pay  is  up  to  $4,000  annually  for  a lieutenant  colo- 
nel with  20  years  service  in  the  local  Medical  Army 
Reserve. 

For  additional  information  on  your  hometown  Medical 
Army  Reserve  unit,  all  sent  to  you  without  any  obliga- 
tion, please  write  to: 

Brig.  General  Joseph  P.  Cillo,  M.D. 

8th  Medical  Brigade  USAR 
Bldg.  408,  Fort  Hamilton 
Brooklyn,  N.Y.  1 1 252 

THE  MEDICAL  ARMY  RESERVE 
. . . PART  OF  WHAT  YOU  EARN  IS  PRIDE! 

Visit  us  a*  Booth  26  at  the  1 977  Annual  Convention, 

Medical  Society  of  the  State  of  New  York 


CLASSIFIED  ADVERTISEMENTS 


FAMILY  PRACTITIONER -Part-time;  M.D  graduate  1967, 
University  of  Pennsylvania.  Desires  permanent  affiliation 
of  2 evenings  and  Saturday  a.m.  (12-15  hours  a week). 
Camden,  Gloucester  County  region.  Currently  a full-time 
hospital  specialist.  Write  P.O.  Box  474,  Haddonfield,  New 
Jersey  08033. 


GENERAL  SURGEON -37,  Board  eligible,  F.R.C.S.  (Eng 
& Ed),  FLEX,  experience  in  Vascular  and  Pediatric  Sur- 
gery. Excellent  training.  Academic  background  including 
Harvard.  Excellent  references.  Seeks  practice  opportunity 
— solo,  group,  partnership  or  institutional.  Available 
January  1978.  Contact;  I N.  Nayak,  M.D.,  St.  Barnabas 
Medical  Center,  Livingston,  New  Jersey  07039.  (201) 
533-5252  or  evenings  at  (201 ) 731-7179. 


OPHTHALMOLOGIST -32,  will  complete  University  of 
California,  Davis  residency  April  1978.  Seeks  group  or 
partnership.  Reply  to:  Howard  Gross  3115  Breton  Avenue, 
Davis,  California  95616.  (916)  758-5949. 


RADIOLOGIST -37,  ABR  Certified.  FLEX,  N.J.,  N.Y., 
Fla.,  Ohio  licenses.  Desires  to  be  relocated.  Preference, 
Northern  part  of  New  Jersey,  but  other  areas  considered. 
Experienced,  General  Radiology,  including  Special  Pro- 
cedures, Ultrasound,  Nuclear  Medicine  and  Radiotherapy. 
Available  after  October  1977.  Write  Box  No.  006,  c/o 
THE  JOURNAL 


ANESTHESIOLOGIST  — Wanted—  Immediate  opening. 
Board  eligible  or  certified.  Southern  New  Jersey  area.  Join 
another  anesthesiologist.  Send  curriculum  vitae  to:  Box  No. 
007,  c/o  THE  JOURNAL. 


INTERNIST  or  GENERAL  PRACTITIONER -Wanted  - Pref- 
erably young  man  for  Associate  Partner.  To  take  over 
large  family  practice,  almost  entirely  internal  medicine. 
Financial  arrangements  open  to  discussion.  New  Jersey 
license  and  malpractice  insurance  required.  Call  (201) 
763-0454  residence  or  office  (201)  372-3158,  Dr.  Shapiro. 


PRACTICE  AVAILABLE— Central  New  Jersey  Area.  Active 
General  Practice  with  emphasis  Gyn.  Equipped  office. 
Available  October  1977,  M.D.  retiring,  health  reasons. 
Fine  hospitals,  medical  school.  Will  introduce.  Write  Box 
No.  008,  c/o  THE  JOURNAL. 


FOR  SALE -ARCHIVES  OF  OTOLARYNGOLOGY -1937  to 
1964,  some  bound,  S100.00.  Write  P.O.  Box  407,  Harvey 
Cedars,  New  Jersey  08008. 


OFFICE  SPACE  — Matawan,  Monmouth  County,  Central 
New  Jersey.  Located  in  a busy  Professional  Building,  1200 
square  feet  of  offices  presently  set  up  for  Pediatric  Practice 
complete  with  partitions,  plumbing,  etc.  or  could  be  con- 
verted to  other  professional  use.  For  further  information 
call  (201)  566-2396. 


OFFICE  SPACE  — Metuchen;  Medical  office  fully  equipped. 
5 rooms,  waiting,  consultation,  3 treatment,  darkroom. 
Centrally  located,  5 minutes  to  JFK  Medical  Center.  Close 
to  4 other  hospitals  serving  residential  and  industrial  area. 
Call  (201 ) 549-2172,  evenings. 


OFFICE  SPACE  — New  Brunswick;  four  room  medical 
office,  centrally  located  on  Livingston  Avenue,  close  to  New 
Brunswick  hospitals  serving  residential  and  industrial  areas. 
Ideal  for  one  or  two  men  specialists  practitioners.  Avail- 
able October  1,  1977.  Contact  Dr.  Albahary,  (201)249-3802. 


OFFICE  SPACE— Teaneck,  rental  fully  equipped,  4 or  5 
rooms,  1 Vi  baths.  $550-600  monthly  with  utilities.  Also 
available  above  studio  apartment,  $350  monthly.  Option  to 
buy.  Call  (201)  837-3312. 


WEIGHT  CONTROL  PROGRAM- Average  income  $3,000/ 
mo.  handling  and  coordinating  program  from  office  and 
through  physicians.  Most  comprehensive,  convenient,  work- 
able, medically  sound  program  available  today.  Will  not 
interfere  with  present  practice.  6 positions  open.  Addi- 
tional $50,000  per  year  possible  for  introducing  and 
educating  other  interested  physicians.  Call  (609)  694-0382 
or  write  E.E.M.S.,  1280  Delsea  Drive,  Franklinville,  New 
Jersey  08322. 


formation  for  Members— RATES:— $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in  advance.  WORD 
OUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated  numbers,  groups  of  numbers,  hyphen- 
ted  words.  Count  name  and  address  as  five  words,  telephone  number  as  one  word,  and  “Write  Box  No.  000,  c/o  THE  JOURNAL"  as  six 
'ords.  COPY  DEADLINE:  Fifth  of  preceding  month. 


Personnel  — See  Pages  722,  724 
Real  Estate  — See  Pages  72 1 . 


VOL.  74-NUMBER  8-AUGUST  1977 


723 


DOCTORS:  STUFF  MORE 
MONEY  INTO  YOUR 
PENSION  PLAN. 

Let  National  Pension  Planners  show  you  how  to 
maximize  your  retirement  plan  contributions  and  de- 
ductions. The  Tax  Reform  Act  of  1974  (ERISA) 
normally  limits  plan  contributions  to  25%  of  salary 
or  $25,000,  whichever  is  smaller  Even  by  com- 
bining a pension  and  profit-sharing  plan,  corpo- 
rate deduction  is  limited  to  25%-National  Pen- 
sion Planners,  using  ERISA  guidelines,  has 
successfully  combined  plans  that  threw  off 
80%  or  more  to  principals.  That's  80%  of 
the  total  investment  plus  80%  of  the  prin- 
cipals salary  And  it's  totally  tax  deduct- 
ible! 

& Whether  incorporated  or  unincorpo- 
rated, let  National  Pension  Planners 
show  you  how  it's  done 


VS. 

25°/o 


NATIONAL  PENSION  PLANNERS 

1 TALBOTTOWN,  PO.  Box  6 
EASTON,  MD.  21601 


CALL  COLLECT: 


301-822-8220 


If  you  don't  talk  to  us  when  you  have 
personnel  problems... whom  do  you  talk  to? 


Qualified  PERMANENT  and/or  TEMPORARY  help  is  just  a phone  call  away. 


Applicants  are  pre-tested,  evaluated  and  screened  prior  to  your  interview.  Thus  your  valuable  time 
is  not  wasted  on  unnecessary  interviewing  . . . Advertisement  costs  $$$  can  be  eliminated  com- 
pletely. 


LIBRARY 


Keep  our  name  and  phone  number  handy! 
Let  us  solve  your  personnel  problems. 


AUG  25  19TT 

NEW  YORK  ACADEMY 

OF  MEDICINE 


MEDICAL  ASSIST 

div.  of  Dental  Assist,  Inc. 


1474  Route  23  Wayne,  New  Jersey  07470 

(201)  696  9400 

CORRINE  B.  GROSS  EILEEN  BERGER 
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BEHIND 


EVERY  CAPSULE  OF 
LIBRIUM  © 

chlordiazepoxide  HCI  Roche 

ARE  THESE  AND  OTHER 
ROCHE  SERVICES: 


INFORMATION. 

RETRIEVE,  the  Roche 
computer  literature 
retrieval  system,  provides 
quick  access  to  more 
than  15,000  published 
apers  on  Librium  (chlordiazepoxide  HCI) 
nd  other  Roche  products. 


CONSULTATION. 

An  active  Professional 
Services  Department  to 
answer  any  inquiries  on 
Librium  and  other  Roche 
products  and  services. 


efore  prescribing,  please  consult  complete 
roduct  information,  a summary  of  which 
illows: 

idications:  Relief  of  anxiety  and  tension 
ccurring  alone  or  accompanying  various 
isease  states. 

ontraindications:  Patients  with  known 
ypersensitivity  to  the  drug, 
larnings:  Caution  patients  about  possible 
ombined  effects  with  alcohol  and  other 
NS  depressants.  As  with  all  CNS-acting 
rugs,  caution  patients  against  hazardous 
ccupations  requiring  complete  mental 
lertness  (e.g.,  operating  machinery,  driv- 
ig).  Though  physical  and  psychological 
ependence  have  rarely  been  reported  on 
^commended  doses,  use  caution  in  ad- 
inistering  to  addiction-prone  individuals 
r those  who  might  increase  dosage;  with- 
rawal  symptoms  (including  convulsions), 
'Mowing  discontinuation  of  the  drug  and 
milar  to  those  seen  with  barbiturates, 
ave  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

recautions:  In  the  elderly  and  debilitated 
d in  children  over  six,  limit  to  smallest 
ffective  dosage  (initially  10  mg  or  less  per 
y)  to  preclude  ataxia  or  oversedation,  in- 


EMERGENCY. 

Physicians  and  pharma- 
cists are  available 
24  hours  a day  to  assist 
you  in  the  event  of  a 
medical  emergency.  The 

number  to  call  is  201-235-2355. 

YOUR  ROCHE 
REPRESENTATIVE 

Is  always  ready  to 
help  you  get  the 
most  out  of  the  many 
benefits  offered  to 

you  by  Roche  Laboratories. 


5mg,10mg,  25mg  capsules 

Libritabs®  (chlordiazepoxide) 
available  in  5 mg,  10  mg,  25  mg  tablets 

creasing  gradually  as  needed  and  tolerated. 
Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotro- 
pics seems  indicated,  carefully  consider  in- 
dividual pharmacologic  effects,  particularly 
in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagu- 
lation have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions;  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at 


the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregu- 
larities, nausea  and  constipation,  extrapy- 
ramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  con- 
trolled with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests  advis- 
able during  protracted  therapy. 

Usual  Daily  Dosage;  Individualize  for  max- 
imum beneficial  effects.  Oral— Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or 
10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10.  Libritabs® 
(chlordiazepoxide)  Tablets,  5 mg,  10  mg 
and  25  mg— bottles  of  100  and  500.  With 
respect  to  clinical  activity,  capsules  and 
tablets  are  indistinguishable. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 

Please  see  following  page. 


LIBRIUM  ® 

chlordiazepoxide  HCI/Roche 


SAFETY 

Seldom  associated  with 
serious  side  effects 


Little  or  no  interference  with 
many  primary  medications 


PREDICTABILITY 

An  extensive  pattern  of— 
favorable  patient  response 


EXPERIENCE 

More  than  a decade  and  a 
half  of  effective  clinical  use 


PERFORMANCE 

Proven  effectiveness  within 
a wide  safety  margin 
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Fluorescein  Angiography 
of  Retina 

J.  C.  Patti,  M.D.,  et  al. 

Prevention  of  Sepsis  in 
Asplenic  Patient 

R.  Palinkas,  M.D.,  el  al. 

Medical  Termination  of 
Midtrimester  Pregnancy 
P.  E.  Stroup,  M.D. 

Risk  Factor  Modification 
and  Selective  Screening 
D.  B.  Louria,  M.D.,  etal. 
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Check  List 
For  Savings 

Under  The  Medical  Society  of  New  Jersey 

Endorsed  Insurance  Plans 


NEW  HIGHER 
LIMITS 

$4600  Monthly  Accident  and  Health 

TAX  DEDUCTIBLE 
PREMIUM 

$5,000  Professional  Overhead  Expense  Plan 

INCREASED 
FROM  $150,000 

$250,000  Term  Life  Insurance 

$250,000 

COVERAGE 

Quarter-Million-Dollar  Major  Expense  Plan 

HIGH  LIMITS— 

$200,000  Six  Point  High-Limit,  Accidental 

LOW  COSTS 

Death,  Dismemberment,  Total  Disability 

EXTRA  MONEY 
WHEN  HOSPITALIZED 

$60  a day  Hospital  Money-Indemnity  Plan 

$7500— 15°/o 

$7500  Tax-deductible  KEOGH  Plan  and 
Corporate  Master  Plan 

CHECK  THIS  LIST  AGAINST  YOUR  COVERAGES  . . . ASK  FOR  FREE 
NO-OBLIGATION  INFORMATION  ABOUT  THE  NEW  MONEY-SAVING  PLAI 


E. & W.  liL  AXKSTEEX  AtiEXCY.  IXC. 


E & W.  BLANKSTEEN 


75  MONTGOMERY  STREET  • JERSEY  CITY,  N.J.  07302 
(201)  333-4340 


EMPRACET"  with  Codeine  Phosphate,  60  mg,  No.  4 @ 
EMPRACET'  with  Codeine  Phosphate,  30  mg,  No.  3 © 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 

codeine. 

WARNINGS:  Drug  dependence.  Codeine  can  produce  drug 
dependence  of  the  morphine  type  and  may  be  abused  Depen- 
dence and  tolerance  may  develop  upon  repeated  administration, 
prescribe  and  administer  with  same  caution  appropriate  to  oral 
narcotics.  Subject  to  the  Federal  Controlled  Substances  Act 
Usage  in  ambulatory  patients.  Caution  patients  that  these  prod- 
ucts may  impair  mental  and/or  physical  abilities  required  for 
performance  of  potentially  hazardous  tasks  such  as  driving  a 
car  or  operating  machinery. 

Interaction  with  other  CNS  depressants.  Patients  receiving 
other  narcotic  analgesics,  general  anesthetics,  phenothiazines, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants 
(including  alcohol)  may  exhibit  additive  CNS  depression,  when 
used  together  reduce  dose  of  one  or  both 
Usage  in  Pregnancy.  Safe  use  is  not  established.  Should  not  be 
used  in  pregnant  patients  unless  potential  benefits  outweigh 
possible  hazards 

PRECAUTIONS:  Head  injury  and  increased  intracranial  pres- 
sure. Respiratory  depressant  effects  of  narcotics  and  their 
capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  mark- 
edly exaggerated  in  the  presence  of  head  injury,  other  intra- 
cranial lesions  or  a pre-existing  increase  in  intracranial  pressure 
Narcotics  produce  adverse  reactions  which  may  obscure  the 
clinical  course  of  patients  with  head  injuries 
Acute  abdominal  condition.  These  products  or  other  narcotics 
may  obscure  the  diagnosis  or  clinical  course  of  acute  abdomi- 
nal conditions. 

Special  risk  patients.  Administer  with  caution  to  certain  patients 
such  as  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  or  prostatic  hypertrophy  or  urethral  stricture. 
ADVERSE  REACTIONS:  Most  frequently  include  lightheaded- 
ness,  dizziness,  sedation,  nausea,  and  vomiting;  more  promi- 
nent in  ambulatory  than  in  nonambulatory  patients;  some  may 
be  alleviated  if  patient  lies  down,  others  include:  euphoria,  dys- 
phoria. constipation  and  pruritus. 

DRUG  INTERACTIONS:  CNS  depressant  effect  may  be  additive 
with  that  of  other  CNS  depressants.  See  Warnings. 

For  symptoms  and  treatment  of  overdosage  and  full  prescrib- 
ing information,  see  package  insert. 


Introducing 

EMPRACET 

c CODEINE  “4 

© 


Each  tablet  contains:  codeine  phosphate, 

60  mg  (1  gr)  (Warning— may  be  habit-forming); 
and  acetaminophen,  300  mg. 


Our  new  non-aspirin/ 
codeine  analgesic  for  moderate 
to  severe  pain. 

New  peach-colored  Empracet  c Codeine  #4 
offers  a potent  alternative  for  patients  in  whom 
aspirin  is  not  indicated. 

Unlike  compounds  containing  oxycodone 
which  afford  comparable  analgesia,  new 
Empracet  c Codeine  # 4 gives  you  Clll  prescribing 
convenience— up  to  5 refills  in  6 months  at  your 
discretion  (where  state  law  permits).  And,  prescrib- 
ing by  telephone  is  permissible  in  most  states. 
Moreover,  new  Empracet  c Codeine  #4  has  less 
addiction  potential  than  does  oxycodone. 

For  those  of  your  patients  requiring  a less  potent 
analgesic,  non-aspirin  Empracet®  c Codeine  #3 
provides  effective  relief  of  moderate  pain. 


Burroughs  Wellcome  Co.  makes  codeine  combination  products. You  make  the  choice. 


Welcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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These  remarkable  reproductions  of  the  retina  were  made  by  Richard  Press,  ophthalmic  photographer  of 
the  Eye  Institute  of  New'  Jersey,  and  are  included  also  among  the  illustrations  in  the  article  on  fluorescein 
angiography  (p.  735,  this  issue). 
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Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 


pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis: 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy) 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
oxazepam  months  of  age  Acute 
narrow  angle  glaucoma: 

may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
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increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and  or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants  Withdrawal 
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alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
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antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
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function.  Limit  dosage  to  smallest  effective  amount  in 
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these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 
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EDITORIALS 

Don’t  Let  It  Happen  to  You 

Those  were  the  words  of  advice  from  a general 
practitioner  in  a seaside  village  near  Ports- 
mouth, England,  a two-hour  drive  from  Lon- 
don. That  plea  came  from  a physician  who 
loves  his  nation  and  its  history,  his  community 
and  its  people,  his  profession  and  its  ideals.  He 
believes  that  all  citizens  are  entitled  to  good 
health  care,  but  after  almost  three  decades  of 
practice  under  the  British  National  Health 
Service,  he  is  disillusioned,  frustrated,  and 
uncertain  about  his  future. 

On  a recent  visit  to  England,  your  editor  had  an 
opportunity  to  view  the  picture  of  health  care 
through  conferences  with  general  practitioners, 
consultants,  nurses,  office  personnel,  patients, 
the  directors  and  the  staff  of  two  voluntary 
health  agencies,  a medical  student,  and  the 
former  Deputy  Chief  Medical  Officer  of  the 
Department  of  Health  and  Social  Security. 
The  British  Medical  Association  was  in  session 
and  the  London  papers  were  saturated  with  ac- 
cusations and  counter  opinions: 

“Hospital  consultants  call  for  one-day  strike  as  pay  pro- 
test.” (The  London  Times ) 

“Mr.  Ennals,  Secretary  of  State  for  Social  Services,  de- 
scribed the  strike  call  as  deplorable  and  pointless.”  (The 
London  Times) 

“Pay:  Doctors  Want  1 14,000”  (London  Evening  News) 
“Doctors  Dismiss  New  Pay  Policy"  (The  Guardian) 

Mr.  Anthony  Grabham,  spokesman  for  the 
consultants  at  the  British  Medical  Association, 
described  government  dealings  with  the  medical 
profession  as  a “catalogue  of  broken  promises” 
and  concluded  that  “declining  morale,  serious 
pay  anomalies,  and  injustices  are  a damning 
indictment  of  the  effects  of  the  government’s 
pay  policy.” 

Aside  from  physician  income,  the  professionals 
expressed  broader  concerns.  The  consensus 
was  that  the  United  Kingdom  health  system, 
which  is  hovering  on  the  brink  of  collapse,  was 
based  on  incorrect  assumptions.  It  has  been 
so  expensive,  so  top-heavy  with  paid  admin- 


istrators, so  short  of  health  workers,  so  cumber- 
some due  to  bureaucratic  controls  and  never- 
ending  regulations,  and  so  prone  to  political 
manipulation  by  the  party  in  power  (the 
Laborities)  and  the  opposition  (the  Conserva- 
tives) that  it  has  satisfied  no  one  and  disturbed 
many.  It  has  produced  superior  care  for  few 
and  mediocre  health  services  for  most. 

A commentary  article  in  this  (p.  785)  and  future 
issues  of  The  Journal  will  discuss  the  British 
National  Health  Service  in  greater  detail.  A.K. 

Fluorescein  Angiography 

As  students,  most  primary  physicians  learned  to 
use  the  ophthalmoscope  and  felt  privileged 
to  get  a glimpse  in  this  unusual  way  of  a part 
of  the  body’s  innards.  This  is  not  mere  curiosity, 
for  the  contents  of  that  remarkable  extension  of 
the  central  nervous  system  give  us  clues  to  both 
local  problems  and  systemic  diseases.  Thus,  via 
a careful  inspection  through  the  dilated  pupil, 
we  garner  information  about  diabetes,  hyper- 
tension, leukemia,  and  a long  list  of  other 
problems,  and  are  able  to  utilize  that  informa- 
tion for  the  good  of  the  patient. 

It  wasn't  until  photographic  techniques  had 
advanced  to  the  point  where  fluorescein 
angiography  (see  related  article,  page  735)  be- 
came readily  available,  that  we  realized  how 
much  more  there  was  to  be  seen  clinically. 
Ophthalmoscopy  gives  a static  single  dimen- 
sion image,  so  it  is  a glimpse  at  the  tip  of  an 
iceberg  compared  to  fluorescein  studies  of  the 
retina.  Like  angiography  in  other  parts  of  the 
body,  including  the  heart,  vascular  studies  of  the 
inner  eye  show  us  structure  and  function  and 
pathology  in  a living  organ  with  a minimum 
risk  of  morbidity  and  virtually  no  mortality. 
Thus,  therapy  can  be  planned,  prognosis  can 
be  determined,  and  research  can  be  enhanced. 

We  have  not  reached  the  point  where  every 
community  has  a retina  laboratory  which  uses 
angiography,  but  every  physician  should  be 
aware  of  this  procedure  and  every  patient  in 
whom  the  study  is  indicated  can  avail  himself 
of  it  through  reasonably  close  facilities  in  New 
Jersey.  A.K. 
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Who  Is  Prescribing 
For  Whom? 

A judge  of  the  Superior  Court  of  New  Jersey 
recently  committed  a mentally  ill  patient  to  one 
of  our  state  psychiatric  hospitals  and  specifi- 
cally ordered  the  following  treatment: 

1.  Individual  psychotherapy  on  a one-to-one  basis  for  not 
less  than  fifty  continuous  minutes  per  week. 

2.  Trilifon",  eight  milligrams  two  times  a day. 

3 Place  the  patient  in  a “work  release"  type  program. 

On  the  face  of  the  order,  it  seems  quite  rea- 
sonable, but  the  question  to  be  answered  is  a 
major  one.  By  what  right  does  a judge  order  a 
hospital  staff  to  provide  such  specific  treat- 
ment? The  staff  was  given  options  in  terms  of 
dose  modification  or  the  type  of  drug,  but 
nevertheless,  the  order  was  so  written  that  the 
origin  of  the  treatment  appears  to  be  the  court. 

Chief  Justice  Warren  E.  Burger  of  the  United 
States  Supreme  Court  recently  warned  the 
American  Bar  Association  that  there  is  a 
danger  that  our  country  might  be  “overrun  by 
hordes  of  lawyers  hungry  as  locusts  competing 
with  each  other,  and  brigades  of  judges  in  num- 
bers never  before  contemplated.”  He  deplored 
the  interposition  of  lawyers,  judges,  and  court- 
rooms into  virtually  every  problem  in  our 
society.  It  already  has  been  crystal  clear  that 
the  legal  profession  and  the  courts  are  involved 
deeply  in  the  practice  of  medicine,  but  it  now 
appears  that  medical  treatment  is  not  beyond 
legal  prescription. 

The  Laetrile  issue  exemplifies  the  same  ques- 
tion, i.e.,  who  is  prescribing  and  for  whom?  It 
must  be  clear  to  the  world  by  now  that  amyg- 
dalin.  the  drug  obtained  from  apricot  pits,  is 
being  promoted  by  the  purveyors  of  quack 
nostrums  as  were  all  the  thousands  of  fake 
cures  which  preceded  it.  But.  there  is  now  a 
difference  — a major  and  alarming  one.  In  the 
name  of  humanity,  freedom  of  choice,  and 
consumerism,  the  promoters  of  this  material 
have  induced  more  than  a half  dozen  state 
legislatures  “to  permit  doctors  to  prescribe 
Laetrile,”  despite  the  ban  by  the  FDA,  and  the 


condemnation  of  its  use  by  the  AMA  and  the 
American  Cancer  Society.  There  is  no  scientific 
proof  of  the  efficacy  of  amygdalin  — nor  its 
safety  — yet  many  physicians  seem  ready  to 
take  a position  that  is  being  foisted  upon  them 
which  is  contrary  to  all  of  their  training  and 
knowledge. 

To  use  the  argument  that  one  should  not  deny  a 
terminal  cancer  patient  his  every  wish  — includ- 
ing Laetrile— is  a great  step  backward.  How 
does  the  physician,  who  prescribes  a useless, 
potentially  harmful  material  to  such  a desperate 
individual,  avoid  the  ultimate  request  by  such 
tragic  victims  (or  their  families)  — “Doctor,  I 
can't  stand  it,  take  my  life  away!” 

There  can  be  little  doubt  that  the  real  danger  of 
Laetrile  is  not  that  a few  patients  will  be  dis- 
appointed or  that  physicians  and  the  medical 
profession  w ill  be  embarrassed.  The  threats  are: 

I That  physicians  are  being  forced  into  the  prescription  of 
unscientific  and  potentially  harmful  treatments  by  un- 
scrupulous merchants  of  nostrums,  by  naive  politicians  and 
state  legislators,  bv  the  lunatic  fringe  who  clamor  for 
"freedom  of  choice,"  (even  if  .it  kills  them)  and  by  the 
consumer  advocates  whose  zeal  tends  to  overwhelm  their 
facts. 

2.  That  the  entire  system  of  scientific  drug  testing  for 
safety  and  efficiency  will  be  bypassed.  No  matter  how 
cumbersome  it  may  seem,  the  present  system  of  drug 
testing  is  better  than  no  system. 

3.  That  innocent  cancer  victims  will  select  a useless 
method  of  treatment  which  has  been  made  available  to 
them  through  public  relations  and  will  not  avail  them- 
selves of  surgery,  radiation  therapy,  and  chemotherapy 
until  their  disease  becomes  incurable. 

4.  That  the  philosophy  that  one  should  acquiesce  to  the 
wishes  of  a terminal  patient  with  the  notion  that  the 
material  can  do  no  harm,  so  one  should  not  withhold  it, 
is  a major  step  toward  euthanasia. 

The  doctor  who  has  been  a physician  to  his 
patient  ought  to  be  able  to  cope  with  terminal 
cancer  in  more  scientific  and  humane  ways  than 
to  prescribe  a phony  cure.  If  he  can  do  nothing 
more,  he  can  stand  at  the  bedside  and  hold  the 
patient’s  hand. 

Before  one  mindlessly  accedes  to  this  hor- 
rendous pressure,  he  should  reflect  long  and 
deeply  into  its  true  meaning  to  the  patient  and 
the  doctor,  to  their  relationship,  and  to  the 
future  of  medicine.  A.K. 
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B.  Greenblatt.  M.D..  and  D.  H.  Perez,  M.D.:  The 
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The  technique  of  fluorescein  retinal  angiography  is  a vital  and  dynamic  adjunct  in 
the  diagnosis,  documentation,  followup,  and  treatment  of  a great  number  of  retinal 
and  choroidal  problems.  It  should  be  utilized  whenever  it  is  necessary  to  delineate 
and  to  clarify  any  suspicious  ophthalmoscopic  abnormalities. 

Fluorescein  Angiography  of  the  Retina* 


Joseph  C.  Patti,  M.D.,  Irvington 
Alphonse  A.  Cinotti,  M.D.,  Newark 

Fluorescein  retinal  angiography  was  introduced 
into  clinical  ophthalmology  in  1961  by  Novotny 
and  Alvis.1  The  technique  consisted  of  fundus 
photography  using  various  filters  to  capture 
the  images  on  highly  sensitive  black  and  white 
film.  It  is  the  purpose  of  this  report  to  provide 
an  overview  of  this  technique  with  specific 
applications  in  ophthalmic  and  systemic 
disease  as  reflected  in  the  retina. 

Characteristics  of  Fluorescein  Sodium 

Fluorescein  is  one  of  many  substances  which 
upon  exposure  to  light  of  short  wave  lengths 
will  emit  light  of  longer  wave  lengths;  hence  the 
term  fluorescence  applies.  This  property  of  the 
dye  has  enabled  ophthalmologists  to  study  the 
natural  history  of  a wide  range  of  chorioretinal 
disorders.  It  is  an  adjunct  to  therapy  because  it 
allows  visualization  of  fundus  changes  which 
would  be  difficult  to  delineate  with  conventional 
ophthalmoscopic  techniques. 

Side  Effects 

Fluorescein  is  excreted  in  the  urine  and  bile  with 
no  metabolic  changes.  The  urine  turns  orange  or 
yellow  immediately  and  remains  so  for  24  to  48 
hours.  Side  effects  after  intravenous  injection  of 
fluorescein  are  rare  and  mostly  harmless.2 
Nausea  occurs  in  one-tenth  of  one  to  five  per- 
cent of  patients  and  vomiting  is  uncommon. 
When  either  of  these  symptoms  occurs  it 
develops  within  a minute  or  so  after  the  injec- 
tion and  disappears  within  30  seconds  to  a 
minute.  Extravasation  of  dye  around  the  in- 
jection site  may  cause  discomfort  with  a local- 
ized reaction  which  subsides  within  a day  or  so. 
Allergic  reactions  such  as  urticaria  and  ana- 
phylaxis are  rarely  seen;  psychogenic  syncope 
occasionally  occurs. 


Technique 

The  technique  of  fluorescein  angiography  has 
not  changed  basically  since  its  inception.  The 
study  is  done  on  outpatients  in  the  doctor’s 
office  or  clinic.  An  explanation  of  the  possible 
side  effects  is  made  to  the  patient  and  any 
allergic  history  noted.  The  patient  is  then  seated 
at  the  camera  and  the  study  performed  (Figure 
1).  A rapid  intravenous  antecubital  injection  of 
either  10  cc  of  a five  percent  fluorescein  solution 
or  five  cc  of  a ten  percent  solution  is  made.  The 
dye  passes  to  the  eye  within  eight  to  thirteen 
seconds  and  its  passage  is  photographed.  A blue 
filter  is  used  as  an  exciter  to  elicit  the  fluores- 
cence and  a yellow  filter  as  a barrier  to  permit 
transmission  of  only  the  greenish  yellow 
fluorescence  to  high  speed  black  and  white 
film.  Many  different  filter  combinations  have 
been  used  in  order  to  elicit  the  greatest  contrast. 
Many  modifications  in  fundus  camera  design 
have  also  been  made  to  permit  either  rapid 
manual  advancement  of  the  film  or  extremely 
rapid  advancement  utilizing  motor-driven  units 
which  are  capable  of  up  to  four  frames  per 


Figure  I - Patient  is  seated  at  the  fundus  camera  in  prepara- 
tion for  fluorescein  angiography. 


‘This  report  is  from  the  Department  of  Ophthalmology, 
New  Jersey  Medical  School  and  its  affiliates,  the  Eye 
Institute  of  New  Jersey  and  the  Newark  Eye  and  Ear 
Infirmary. 
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second.  More  recently  a low  light  level  system 
utilizing  television  has  been  employed;  this  may, 
in  time,  prove  to  be  the  ultimate  technique, 
since  it  is  well  tolerated,  shows  the  complete 
cycle  of  dye  through  the  fundus,  and  eliminates 
the  problems  with  the  processing  of  the  film. 

Angiographic  Studies 

The  normal  fluorescein  study  is  seen  in  Figure  2. 
The  dye  passes  first  into  the  choroid  which  has  a 
mottled  appearance  (A).  The  retinal  arterial 
phase  is  noted  in  (B),  and  the  venous  phase  in 
(C).  Later  phases  show  the  dye  passing  out  of 
the  retina  as  evidenced  by  the  lack  of  contrast 
and  paleness  of  the  vessels. 

Diabetic  Retinopathy 

Fluorescein  angiography  is  especially  useful  in 
evaluation  of  various  stages  of  diabetic 
retinopathy  which  may  be  classified  as  non- 
proliferative and  proliferative.  In  this  way  the 
capillary  bed  can  be  visualized  and  the  neo- 
vascular  areas  outlined.  Increased  capillary 
permeability  in  the  non-proliferative  stage  and 
neovascularization  in  the  proliferative  stage  are 
especially  important  causes  of  diminished  vision 
in  the  diabetic  patient. 


A B 


Figure  2 — Normal  fluorescein  angiogram.  A indicates  the 
retinal  arterial  phase  demonstrating  previous  filling  of  the 
choriocapillaries  (c)  in  a mottled  pattern;  B shows  the 
venous  phase;  and  C,  the  arteriovenous  phase. 


Non-proliferative  diabetic  retinopathy  com- 
prises background  diabetic  retinopathy  and 
consists  of  microaneurysms,  hard  (waxy)  and 
soft  (cotton-wool)  exudates,  intraretinal 
hemorrhages,  and  venous  dilatation.  The 
capillary  bed  is  affected  primarily  on  the 
venous  side  and  is  responsible  for  the  demon- 
strable ophthalmoscopic  and  angiographic 
findings.  The  following  cases  exemplify  the 
various  types  of  diabetic  retinopathy. 

Non-Proliferotive  Diabetic  Retinopathy 

Figure  3-A  shows  the  arterial  phase  in  a patient 
with  non-proliferative  retinopathy.  No  gross 
abnormalities  are  seen  in  the  arterioles.  Some 
microvasculopathy  including  microaneurysms 
is  noted  in  the  arteriovenous  phase  (3-B).  Solid 
evidence  of  profound  capillary  abnormalities 
and  areas  of  capillary  non-profusion  (N)  or 
capillary  drop-out  are  seen  in  figure  3-C.  The 
marked  increase  in  capillary  permeability  with 
leakage  of  dye  (M)  is  well  demonstrated  later  in 
the  series  Figure  3-D. 


The  leading  cause  of  visual  impairment  in  the 
non-proliferative  stage  is  macular  edema  second- 
ary to  increased  capillary  permeability.  In 


Figure  3 — Non-proliferative  diabetic  retinopathy.  A shows 
the  arterial  phase  without  any  gross  changes;  B.  the  A-V 
phase,  demonstrates  multiple  microaneurysms  (M);  capil- 
lary non-profusion  (N)  is  noted  in  C;  increased  capillary 
permeability  with  leakage  of  dye  from  the  microaneurysms 
(M)  is  widespread  in  the  late  phase.  D. 
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Figure  4—  The  progression  from  the  A-V  phase  A through 
C demonstrates  severe  capillary  deterioration  with  late 
staining  of  the  intraretinal  (macular)  edema  in  diabetes. 


A B 


Figures  5— Preproliferative  stage  of  diabetic  retinopathy. 
In  the  arterial  phase.  A,  no  changes  are  noted.  The  dark 
beaded  vessel  (V)  is  a vein  which  fills  in  B demonstrating 
severe  disease.  To  the  left  is  microangiopathy  suggestive  of 
early  neovascularization  (N).  C shows  the  increased  vascu- 
lar permeability  as  evidenced  by  blurred  outlines  of  small 
vessels. 


Figures  4-A  through  4-C  the  progression  of  the 
leakage  of  dye  which  leads  to  profound  staining 
of  the  macular  resembling  a cystic  pattern  is 
clearly  demonstrated. 

The  late  stages  of  non-proliferative  diabetic 
retinopathy  are  seen  in  figure  5.  Note  that  in 
(A),  the  arterial  phase,  no  abnormalities  are 
visible.  The  dark  vessel  (V)  is  a vein  and  is  not 
yet  filled  with  dye.  However,  the  beaded  nature 
of  its  outline  is  visible.  Late  in  the  venous 
phase  (B)  the  marked  abnormal  capillary  bed 
is  noted  as  is  the  beading  of  the  vein.  (B)  also 
shows  very  early  neovascular  changes,  which 
may  herald  the  onset  of  the  proliferation  stage. 
As  arterial  emptying  occurs  the  marked  micro- 
vasculopathy  becomes  more  evident  (C). 

Proliferative  Diabetic  Retinopathy 

The  retina  enters  the  proliferative  phase  of 
diabetic  retinopathy  when  frank  neovasculariza- 
tion is  noted  by  ophthalmoscopy.  Figure  6-A 
shows  a patch  of  retinal  neovascularization 
early  in  the  arteriovenous  phase.  This  abnormal 
vasculature  is  markedly  permeable  to  the  dye, 
leaks  profusely  and  obliterates  the  margins  of 


the  capillaries  of  which  it  is  comprised  (figures 
6-B.  C).  Figures  7-A.  B.  C illustrates  retinitis 
proliferans  emanating  from  the  optic  nerve. 

Primary  Retinal  and  Choroidal  Disease 

Previous  occlusions  of  retinal  vein  branches  also 
are  associated  with  capillary  abnormalities, 
macular  edema  and  sometimes  neovascular- 
ization. Figure  8 shows  the  former  two  charac- 
teristics. The  dye  leaks  out  of  the  vessels  (A,  B, 
C)  and  pools  above  the  macula  in  a cystoid 
pattern  (D).  This  condition  can  cause  reduced 
vision  by  producing  macular  edema  or  neovas- 
cularization with  subsequent  hemorrhage. 

Central  serous  choroidopathy  is  a condition 
affecting  adults,  in  the  20  to  50  year  age  group. 
It  is  characterized  by  distortion  of  the  vision 
and  reduced  visual  acuity.  The  cause  of  the 
symptoms  is  subretinal  macular  edema  due  to 
choroidal  leakage.  It  is  associated  with  anxiety 
and  tension  and  usually  resolves  spontaneously; 
laser  therapy  is  occasionally  used.  The  charac- 
teristic angiographic  findings  are  seen  in  figure 
9.  Three  spots  of  hyperfluorescence  or  increased 
concentration  of  dye  begin  to  present  in  the 
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Figure  6 — Proliferative  diabetic  retinopathy.  A large  patch 
of  neovascularization  (arrows)  is  seen  in  A.  B and  C 
demonstrate  profound  leakage  of  these  new  vessels  due  to 
marked  permeability. 


A B 


Figure  7— Retinitis  proliferans  on  the  nerve  head.  The 
arterial  phase,  A shows  no  gross  abnormalities;  B.  the 
A-V  phase,  outlines  the  proliferative  tissue  with  late  staining 
of  the  surrounding  vitreous  seen  in  C. 


A B 


Figure  8- Old  retinal  vein  branch  occlusion.  In  A capillary 
abnormalities  (A)  and  microaneurysms  (M)  are  seen  along 
the  distribution  of  the  previously  occluded  superotemporal 
vein  There  is  leakage  seen  from  these  changes  (arrows) 
in  B;  a cystoid  area  (C)  of  edema  is  present  late  in  the  study, 
C. 


A B 


Figure  9 — Central  serous  choroidopathy.  Areas  of  hyper- 
fluorescence are  noted  in  A.  (arrows).  B demonstrates 
blurring  of  the  margins  of  the  lower  two  spots  indicating 
leakage  into  the  subretinal  space.  In  C this  change  is  more 
marked.  The  upper  retinal  pigment  epithelial  detachment 
shows  no  activity  in  this  eye. 
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arteriovenous  phase  and  become  quite  promi- 
nent as  the  study  progresses.  Their  points  of 
leakage  are  actually  small  detachments  of  the 
retinal  pigment  epithelium.  The  very  late 
phases  (C,  D)  show  marked  blurring  of  the  dye 
with  “smoke  stacking,”  a condition  in  which 
the  dye  is  passing  through  two  retinal  pigment 
epithelial  detachments  into  the  subretinal 
space.  The  upper  retinal  pigment  epithelial  de- 
tachment shows  no  late  blurring  (D)  and  there- 
fore is  not  leaking. 

Choroidal  tumors  such  as  malignant  melano- 
mas (figure  10)  are  quite  dramatically  demon- 
strated, however,  they  cannot  be  differentiated 
angiographically  from  hemangiomas  and 
metastatic  disease. 

Cystoid  macular  edema  after  cataract  extrac- 
tion is  seen  in  figure  1 1.  Note  that  in  the  early 
phase  there  is  no  leakage  of  dye  (A).  In  the 
later  phase,  however,  a small  amount  of  dye  is 
noticeable  (B).  Very  late  in  the  series  a promi- 
nent stellate  pattern  of  dye,  which  is  classical 
for  this  condition,  is  present  (C).  This  indicates 
marked  retinal  capillary  permeability  the 
cause  of  which  is  unknown. 

Indications  for  Fluorescein  Angiography 

Fluorescein  angiography  is  useful  in  a great 
many  other  chorioretinal  abnormalities,  in- 
cluding macular  degenerations,  vasculopathies, 
hemoglobinopathies,  and  in  inflammatory  con- 
ditions. Indications  for  this  study  are  as  follows: 

1.  Unexplained  changes  in  vision 

2.  Evaluation  of  general  retinal  vascular  status 

3.  Changes  in  macular  and  perimacular  areas 

4.  Ophthalmoscopic  evidence  of  macular  edema 

5.  Pre-retinal  hemorrhagic  activity 

6.  Suspected  retinal  neovascularization 

7.  Vitreous  hemorrhage  (after  clearing) 

Acknowledgement  is  made  to  Richard  Press,  Ophthalmic 
Photographer  of  the  Eye  Institute  of  New  Jersey  for  tech- 
nical assistance. 

References 


A B 


Figure  10—  Malignant  melanoma.  Choroidal  filling  is  seen 
in  A,  (arrows).  This  becomes  more  widespread  and  con- 
centrated in  B;  the  whole  tumor  stains  heavily  in  C. 
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Figure  II— Cystoid  macular  edema.  The  late  A-V  phase 
shows  very  early  barely  visible  hyperfluorescence  around 
the  fovea,  A (arrows).  B,  shows  a concentric  filling  pattern. 
The  marked  retinal  leakage  into  a stellate  pattern  around 
the  fovea  (C)  is  characteristic  of  the  Irvine-Gass  syndrome. 


1.  Novotny  HR  and  Alvis  DL:  Method  of  photographing  2.  Wessing  A:  Fluorescein  Angiography  of  the  Retina.  St. 

fluorescence  in  circulating  blood  in  human  retina.  Circula-  Louis,  Mosby,  1969,  p.  15. 

tion  24:82,  1961 . 
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Hot  Springs,  Virginia 
Sept.  30-Oct.  2,  T977 
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Dept,  of  Meeting  Services 
American  Medical  Association 
535  N.  Dearborn  St. 
Chicago,  III.  60610 
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the  treatment  of  the  acute  attack  of  angina  pec 
since  its  onset  is  somewhat  slower  than  that  c 
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PREi  AUTIONS  As  with  other  effective  nitrite 
si  i me  t ill  n bleu  id  pressure  may  occur  with 
large  doses 

Ca  itn  m shi  >uld  be  observed  In  administering 
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hemor  ’hage  because  if  the  vasodilation  whic 
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allowed  to  misinterpret  freedom  from  anginal 
attacks  as  a signal  to  drop  all  restrictions 
SIDE  EFFECT S No  serious  side  effects  have 
been  reported  In  sublingual  therapy,  a tinglini 
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be  mitigated  by  placing  the  tablet  in  the  buccs 
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order  to  allow  adiustment  of  the  cerebral  hem 
dynamics  to  the  initial  marked  cerebral  vasodi 
■ on  These  tieadaches  usually  disappear  withi 
one  week  of  continuous  therapy  but  may  be  n 
mi/ed  by  the  administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur  occa- 
sionally with  larger  doses  and  may  be  control!1 
by  reducing  the  dose  temporarily 
HOW  SUPPLIED  10  mg  chewable  scored  tab 
bottle  of  100  Also  5 10  and  15  mg  oral/sublinc 
scored  tablets  in  bottles  of  100  10  mg  oral/ 
sublingual  scored  tablets  also  supplied  in  bottl 
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e energy  cost  of  sex  to  the 
iart  is  relatively  modest. 

er  80%  of  post-coronary  patients 
n ultimately  resume  sexual  activity 
hout  serious  risk  Hellerstem  and 
?edman  demonstrate  that  mean 
iximal  heart  rate  during  orgasm 
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"Our  sex  life  is  nil...  A problem  of  the  first  magnitude  to  many  post 
infarct  patients  and  their  mates  patients  are  often  reluctant  to  broach  the 
subject;  physicians  may  frequently  overlook  its  implications  This  new 
16mm  film  combines  candid  patient  interviews  with  discussions  by  Drs. 
Herman  Hellerstem.  Thomas  Hackett  Albert  Kattus.  Richard  Stem.  Carroll 
Witten  and  Lenore  Zohman  Film  and  related  monograph  comprise  2 
AAFP  credit  hours  To  arrange  viewing,  write  Burroughs  Wellcome  Co.. 
Educational  Services  Department  Research  Triangle  Park.  N.C.  27709  or 
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heart  patient: 

A film  every  doctor  should  see. 


Fear  of  pain  greatest  deterrent 
to  post  Ml  sex 

In  the  multitude  of  Ml  patients  with 
angina,  pain  is  due  to  diminished 
coronary  reserve  and  increased 
myocardial  oxygen  demand,  pre- 
cipitated by  sex.  other  excitement 
and  improper  exercise  Anginal 
pain,  however,  can  be  relieved,  and 
its  recurrence  mitigated 

Cardilate R (erythrityl 
tetranitrate)  increases  exercise 
tolerance. 

Cardilate  relieves  anginal  pain  and 
prevents  its  recurrence,  thereby 
allowing  increased  activity. 
Commencing  to  work  in  as  little  as 
2 to  5 minutes.  Cardilate  protects 
against  recurrence  of  angina  for  at 
least  2 hours 

Available  in  both  sublingual  and 
chewable  forms.  Cardilate  is  a versa- 
tile convenient  agent  to  help  make 
the  angina  patient's  life  more  livable. 
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The  increased  incidence  of  infection  in  splenectomized  patients  is  examined.  The  role 
of  the  spleen  in  resisting  infection  is  reviewed  with  specific  attention  to  antigen 
clearance,  antibody  production,  properdin  deficiency  and  tuftsin.  Sepsis  in  splenecto- 
mized patients  is  caused  predominantly  by  the  pneumococcus,  though  other  signifi- 
cant pathogens  include  the  meningococcus.  E.  coli.  H influenzae  and  staphylococ- 
cus. Several  methods  of  managing  splenectomized  patients  are  presented  with  discus- 
sion of  selected  advantages  and  disadvantages  inherent  to  each  method.  Anti-pneu- 
mococcal vaccines  were  considered  promising,  however,  at  the  present  time,  oral 
penicillin  prophylaxis  is  considered  the  superior  method  of  preventing  overwhelming 
postsplenectomy  sepsis. 

Prevention  of  Overwhelming  Sepsis 
in  the  Asplenic  Patient 


Robert  Palinkas,  M.D.  and 
Leon  Smith,  M.D.,  Newark* 

The  role  of  the  spleen  in  the  defense  against 
infection  was  first  considered  by  Morris  and 
Bullock  in  1919.'  This  concept  received  little 
attention  until  1952  when  King  and  Shumacher 
reported  fulminant  sepsis  in  five  infants.2  Since 
then  many  reports  have  established  the  higher 
incidence  of  infection  in  patients  having  im- 
paired or  absent  splenic  function.  ’ 

Incidence 

The  entity  of  overwhelming  postsplenectomy  in- 
fection is  characterized  by  abrupt  onset,  unusual 
exuberance  of  bacterial  growth,  high  incidence 
of  disseminated  intravascular  coagulation, 
death  within  hours  of  onset,  and  a mortality 
rate  as  high  as  80  percent.4 

In  a review  of  the  subject  Singer  concluded  that 
the  overall  incidence  of  sepsis  in  asplenic  per- 
sons was  4.25  percent  and  the  mortality  was 
2.52  percent.5  Another  study  found  the  mor- 
tality due  to  sepsis  in  asplenic  persons  is  at 
least  200  times  the  incidence  of  fatal  sepsis  in 
the  population  at  large.6  The  underlying  cause 
of  the  asplenic  state  had  a great  effect  on  the 
incidence  of  fatal  sepsis.7  When  the  spleen  is 
removed  for  splenic  trauma  the  incidence  of 
fatal  sepsis  is  14  times  greater  than  in  persons 
with  a spleen.8  In  patients  who  were  splenecto- 
mized for  idiopathic  thrombocytopenic  purpura 
the  risk  of  fatal  sepsis  is  37  times  greater  than 
in  normal  populations;  for  those  patients 


splenectomized  for  hereditary  spherocytosis  it  is 
45  times  greater  than  expected.4  In  the  majority 
of  asplenic  persons  serious  infections  occur 
within  24  months  of  splenectomy.10  The 
occurrence  of  later  infections,  however,  is  well 
documented." 

Pathogenesis  and  Etiology 

Recognition  of  the  infective  risk  of  splenectomy 
has  spurred  investigation  into  the  specific 
mechanisms  by  which  the  spleen  protects 
against  infection.  Several  studies  have  shown 
that  one  of  the  most  important  mechanisms 
involved  is  the  clearance  of  particulate  antigens 
from  the  blood.  This  mechanism  is  of  greatest 
importance  when  the  concentration  of  anti- 
bodies to  the  infecting  agent  is  low.12 

Removal  of  the  spleen  has  little  effect  on  the 
net  functional  potential  of  antibody  produc- 
tion.13 There  are,  however,  several  studies 
which  suggest  that  serum  IgM  and  possibly  IgA 
are  lower  in  asplenic  states.14  Another  im- 
munologic role  of  the  spleen  may  be  the  pro- 
duction of  properdin  (a  part  of  the  alternate 
pathway  to  the  complement  system),  which  has 
been  shown  to  be  deficient  in  asplenic  pa- 
tients.15 Additionally,  asplenic  persons  have 
been  shown  to  be  deficient  in  tuftsin,  a tetra- 
peptide  derived  from  leukocyte-bound  IgG 
which  stimulates  phagocytosis.16 

*Dr.  Smith  is  Director,  Department  of  Medicine,  St. 
Michael’s  Medical  Center,  Newark.  When  this  paper  was 
prepared  Dr.  Palinkas  was  a fourth  year  medical  student  at 
CMDNJ.  New  Jersey  Medical  School;  he  currently  is  a 
resident  in  internal  medicine  at  Martland  Hospital  Unit, 
CMDNJ,  Newark. 
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Cellular  immunity  and  virus-induced  inter- 
feron production  appears  to  be  unimpaired  in 
the  asplenic  patient.17  18  One  study,  however, 
demonstrated  a significant  increase  in  the  inci- 
dence of  varicella-zoster  infections  in  a group  of 
Hodgkin's  disease  and  non-Hodgkin's 
lymphoma  patients  under  chemotherapy  who 
had  undergone  splenectomy  versus  a similar 
group  of  non-splenectomized  patients.19 

Sepsis  in  splenectomized  individuals  is  pre- 
dominantly caused  by  the  pneumococcus  (over 
50%). 20  Other  organisms  seen  in  asplenic 
sepsis  are  the  meningococcus  (12%),  E.  coli 
(11%),  Hemophilus  influenzae  (8%),  staphy- 
lococcus (8%),  and  streptococcus  species 
(7%). 21  Other  types  of  infection  also  have 
occurred  at  higher  incidence  in  asplenic  pa- 
tients, such  as  malaria  and  babesiosis.22  23 

Prevention 

Recognition  of  the  role  of  the  spleen  in  the 
prevention  of  fatal  infections  has  caused  re- 
assessment of  the  indications  for  splenectomy.24 
It  has  been  suggested  that  splenectomy  be  de- 
layed, if  possible,  for  infants  and  children  for 
as  long  as  possible.25  Some  investigators  have 
reported  that  partial  splenectomy  or  con- 
servative management  of  rupture  of  the  spleen 
following  blunt  abdominal  trauma  is  feasible  in 
selected  cases.26  27 

Other  investigators  believe  that  autotrans- 
plantation of  splenic  tissue  may  provide  pro- 
tection against  overwhelming  sepsis  in  cases 
where  such  a procedure  is  not  contraindicated.26 
It  is  known  that  autotransplantation  of  splenic 
tissue  results  in  reorganization  of  the  splenic 
tissue  into  structures  that  are  indistinguishable 
from  the  original  spleen.  These  reorganized 
splenic  implants  performed  erythrophagocy- 
tosis  and  have  been  shown  to  protect  experi- 
mental animals  against  Bartonella  muris 
infections.29 

One  of  the  most  promising  projects  in  the  pre- 
vention of  pneumococcal  infection  is  the 
development  of  anti-pneumococcal  vaccines.  It 
has  been  estimated  that  more  than  80  percent  of 
pneumococcal  pneumonias  in  otherwise  normal 


patients  are  “vaccine  types.”30  That  is,  the 
specific  antigenic  type  of  the  pneumococcal 
isolates  represented  strains  for  which  an 
effective  vaccine  presently  exists.  Unfortu- 
nately, the  multivalent  vaccine  necessary  to 
confer  protection  against  a majority  of  pneu- 
mococci is  not  available  for  use  as  yet. 

There  are  several  reasons  why  the  anti-pneu- 
mococcal vaccines  may  not  prove  to  be  as 
useful  in  asplenic  patients  as  may  be  expected. 
The  incidence  of  “vaccine  types”  in  pneu- 
mococcal bacteremias  has  been  estimated  to 
be  only  60  percent.31  Hence,  up  to  40  percent  of 
the  pneumococcal  bacteremias  one  would  see 
in  the  asplenic  patient  may  not  be  as  yet  “vac- 
cine types.”  There  is  further  evidence  that 
immunization  done  after  splenectomy  may  not 
be  effective,  especially  in  the  period  immediate- 
ly following  splenectomy.32  In  addition,  it  is 
known  that  the  incidence  of  various  antigenic 
types  in  pneumococcal  infections  is  changing.33 
Therefore  immunization  protection  may  vary  as 
new  patterns  emerge. 

The  most  reasonable  means  of  protecting  the 
asplenic  patient  at  this  time  is  the  use  of 
prophylactic  penicillin.  There  is  much  ex- 
perience with  penicillin  prophylaxis  for  rheu- 
matic fever,34  and  one  study  of  prophylactic 
penicillin  for  splenectomized  patients  with 
Hodgkin's  disease  suggested  that  it  afforded  a 
reasonable  degree  of  protection.35 

Recommendations  about  the  duration  and 
dosage  of  penicillin  prophylaxis  vary,  however, 
most  recent  opinions  recommend  at  least  two 
years  of  sustained  penicillin  prophylaxis  (250 
mg  of  penicillin  V twice  daily).36  37  Since  over- 
whelming infection  also  has  been  recognized  as 
a later  complication  of  splenectomy,  antibiotic 
prophylaxis  may  be  indicated  for  an  indefinite 
period.38 
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One  hundred  eighty-one  patients  underwent  a second  trimester  abortion  by  intra- 
amniotic  hypertonic  saline  or  prostaglandin  Fz  alpha.  These  methods  were  aided  by 
Laminaria  tent  insertion  and  Pitocin ® stimulation.  Major  complications  were  noted 
with  the  saline  method.  Prostaglandin  proved  the  most  effective  and  least  risky.  Con- 
current intra-amniotic  calcium  gluconate  did  not  add  to  the  efficiency  of  the  pros- 
taglandin. 

Medical  Termination  of  Midtrimester 
Pregnancy  in  a Community  Hospital 


Paul  E.  Stroup,  M.D.,  Camden* 

There  are  numerous  methods  of  terminating  a 
second  trimester  pregnancy.  As  long  as  this  is  a 
feature  of  obstetric  practice,  the  methodology 
requires  constant  evaluation  to  select  the  most 
effective  and  least  complicated  procedure  avail- 
able. The  following  cases  are  presented  with 
this  view  in  mind. 

Material  and  Methods 

Over  four  years  one  hundred  eighty-three  pa- 
tients were  admitted  to  The  Cooper  Medical 
Center  for  midtrimester  abortion.  The  ages 
ranged  from  twelve  to  forty-three  with  38  per- 
cent eighteen  or  younger  (Table  1).  The  gesta- 
tional age  varied  from  fourteen  to  twenty  weeks 
with  64  percent  being  over  sixteen  weeks.  The 
patients  were  divided  into  four  groups  according 
to  the  method  of  abortion  employed:  (1)  saline, 
(2)  saline  with  Laminaria  tent  (L.T.),  (3)  pros- 
taglandin (PGF:awith  Laminaria  tent,  and 
(4)  prostaglandin  with  calcium  gluconate  and 
Laminaria  tent  (Table  2). 


Toble  1 

Mid  Trimester  Terminations 

Age  (years) 

Number 

12-17 

70 

18-43 

1 13 

Admission  Status 

Private 

80 

Non-  Pri  vate 

103 

Gestational 

Age  — Weeks 

14-16 

67 

17-20 

116 

Table  2 

Mid  Trimester  Abortions 
Result 

Number  of  Patients 
Success  Failure 
23  1 

37  0 

99  1 

22  0 

JProstin  (Upjohn  Co.) 


Method 
Sal  i ne 

Sal  ine  (L.  T.) 
Prostin3 

Prostina-Calcium 


Technique 

After  routine  blood  and  urine  studies  were  ob- 
tained and  the  bladder  emptied,  each  patient 
was  admitted  to  the  labor  suite.  The  abdomen 
was  prepared  with  an  antiseptic  solution  and 
draped  with  sterile  towels.  A point  in  the  mid- 
line, about  two  inches  below  the  uterine  fundus, 
was  injected  with  lOcc  of  a two  percent  lido- 
caine  solution.  A 17G  Tuohy  needle  was  in- 
serted into  the  amniotic  cavity.  When  hyper- 
tonic saline  was  to  be  used,  the  amniotic  fluid 
was  allowed  to  drain  until  the  flow  ebbed.  Then 
200  to  300cc  of  a 23  percent  sodium  chloride 
solution  was  infused,  followed  by  a physiologic 
saline  flush  of  the  needle  track.  During  the 
procedure  an  intravenous  infusion  of  lOOOcc 
of  five  percent  dextrose  in  water  was  adminis- 
tered. If  the  postinfusion  status  remained 
normal,  the  patient  was  returned  to  the  floor. 


When  prostaglandin  was  to  be  used,  40mg  alone 
or  combined  with  one  gram  of  calcium  gluco- 
nate was  infused  into  the  amniotic  cavity.  All 
of  these  patients  and  most  of  the  patients 
treated  with  saline  had  a Laminaria  tent  in- 
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serted.  Prior  to  insertion  a Zephiran®  chloride 
(1-2000)  or  Betadine®  douche  was  used.  In 
addition,  patients  treated  with  PGF2  a received 
prophylactic  Lomotil®,b  2.5mg  every  four 
hours,  and  Emete-con®,c  50mg  intramuscularly 
every  hour  for  two  hours  and  then  as  needed. 

The  patients  were  returned  to  the  labor  suite 
with  the  onset  of  regular  contractions.  If  effec- 
tive contractions  didn’t  start  by  the  following 
morning  an  intravenous  Pitocin®  infusion  (50u/ 
lOOOcc  Ringer’s  lactate  solution)  was  started. 
Then  the  Laminaria  tent  was  removed  and  the 
membranes  ruptured. 

Results 

Sixty-one  patients  had  hypertonic  saline  infu- 
sion. Thirty-seven  had  a Laminaria  tent  in- 
serted; 24  did  not. 

Saline  — One  of  the  24  represents  a method 
failure.  The  abortion  was  completed  by  surgical 
evacuation  two  days  after  the  saline  infusion. 
Of  the  remaining  23  the  majority  (16)  expelled 
the  fetus  within  24  to  36  hours  of  intra-amniotic 
infusion  (Table  3).  Intravenous  Pitocin®  was 
required  for  expulsion  in  69  percent.  Thirty-nine 
percent  of  patients  needed  meperidine  hydro- 
chloride11 during  the  abortion,  and  17  percent 
had  gastrointestinal  complaints  (Table  4).  The 
most  common  complication  was  a temperature 
of  100°  or  more  recorded  after  the  intra- 
amniotic  infusion  (Table  4).  This  included  all 
the  patients  with  endometritis  and  most  of  those 
requiring  a dilatation  and  evacuation  (D  and  E) 
or  manual  removal  of  the  placenta. 

The  second  most  common  complication  was 
concerned  with  management  of  the  placenta. 
The  four  D and  E operations  were  postexpul- 
sion and  included  one  done  seven  days  after  dis- 
charge from  the  hospital.  In  those  with  delayed 
placental  expulsion,  i.e.,  more  than  one  hour 
after  fetal  expulsion,  the  average  time  was  two 
and  a half  hours.  The  patient  with  hyperna- 
tremia became  comatose,  had  convulsions  and 
intravascular  hemolysis,  but  responded  to  treat- 
ment and  was  discharged  after  three  days. 

bSearle&  Co. 

c Roerig  (Pfizer  Pharmaceuticals) 
d Demerol*  (Winthrop) 


T able  3 
Saline 

Fetal  Expul s ion  Time 


Non-parous  ( 12) 


Hours 

12 

18 

24-26 

30-36 

44 

Number 

1 

1 

3 

6 

1 

P arous  (11) 


Hours 

16 

18-20 

25-27 

30-36 

47 

Number 

1 

2 

4 

3 

1 

Pitocin®  Required  69% 
Duration  of  Infusion 


Non-parous  (8) 

Parous  ( 

8) 

Hours 

.5  12.5  1 7-12  1 

21 

1 3 1 

1.5  1 2-7.5 

120 

Number 

1 1 1 1 4 

1 

1 1 

1 | 6 

1 1 

T able  4 

Saline  — Side-Effects 
No  Pitocin® 

Pain  3 

G.  1.  Symptoms  2 

Pitocin® 

6 

2 

Compl  i cations 

Fail  ures 

1 

D & E 

4 (1) 

P 1 acenta 

Delayed  expulsion 

3 

Manual  removal 

3 

T emp.  100°  or  > 

11 

Endometri  ti  s 

2 

H ypernatremi  a 

1 

Saline  and  Laminaria  tent  — Oi  the  37  patients 
treated  with  saline  and  a Laminaria  tent  there 
were  no  method  failures.  In  the  majority  (31) 
the  fetus  was  expelled  in  10  to  29  hours  after 
intra-amniotic  infusion  (Table  5).  Intravenous 
Pitocin®  was  required  for  expulsion  in  51  per- 
cent. Sixty-two  percent  of  the  patients  needed 
meperidine  hydrochloride11  during  the  abortion; 
13  percent  had  gastrointestinal  complaints 
(Table  6).  A temperature  of  100°  or  more  oc- 
curred in  21  percent  of  the  patients  (Table  6). 
Of  the  nine  postexpulsion  D and  E's,  one  was 
performed  21  and  one  28  days  after  discharge 
from  the  hospital.  The  patient  with  hypofibrino- 
genemia  had  moderate  bleeding  complicating  a 
partially  separated  placenta.  During  surgical 


748 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


evacuation  persistent  uterine  atony  and  hemor- 
rhage were  noted.  A fibrinogen  level  at  that 
time  was  reported  as  90mg/dl.  The  atony  grad- 
ually responded  to  massage  and  intravenous 
Pitocin®. 


Tabl e 5 

Saline  and  Laminaria  Tent 
Fetal  Expuls  ion  Time 

Non-parous  (23) 


Hours  8 

10-17 

18-24 

26-  29 

30-36 

Number  1 

5 

10 

4 

3 

Hours  9 

P 

10-17 

arous  ( 

19-25 

14) 

27-29 

30 

Number  1 

4 

4 

4 

1 

Pitocin®  Required  (51%) 
Duration  of  Infusion 


Non-parous  (12) 


Parous  (7) 


Hours 

.5 

1-4 

9 

12 

3 1 4-9 

19 

Number 

2 

7 

2 

1 

1 1 5 

1 

T able  6 


venous  Pitocin5  was  required  for  expulsion  in 
40  percent.  Sixty-six  percent  of  the  patients 
needed  meperidine  hydrochloride d during  the 
abortion,  and  16  percent  had  gastrointestinal 
complaints  (Table  8).  A temperature  of  100°  or 
more  occurred  in  9 percent  of  the  patients 
(Table  8).  Thirty-four  percent  had  a problem 
with  management  of  the  placenta,  but  no 
patient  had  to  be  readmitted  for  a D and  E.  Of 
the  four  patients  who  needed  a second  injection 
one  procedure  was  terminated  because  of  a 
persistently  bloody  tap  but  it  was  performed 
successfully  the  following  day.  In  the  other 
three  the  abdominal  approach  failed  because 
of  obesity  and  small  uterine  size.  When  this 
occurred,  the  PGF;awas  injected  into  the 
uterus  through  the  anterior  vaginal  wall  above 
the  level  of  the  internal  os.  The  hypersensitivity 
reactions  both  occurred  within  one  hour  of 
infusion.  In  one  the  symptoms  were  shivering, 
diarrhea,  and  an  immediate  increase  in  the 
temperature  to  102°  (in  the  patient  with  the 
abdominal  injection).  In  the  other  the  tempera- 
ture rose  suddenly  to  101°,  and  the  blood  pres- 
sure increased  to  184/110  from  150/90  (the 
patient  with  the  vaginal  injection). 


Saline  and  Laminaria  Tent 

Side  Effects 

No  Pitocin 

® 

P itocin® 

Table  7 

Pain  17 

6 

Prostin 

G.  1.  Symptoms  5 

0 

Fetal  Expu 

Is  ion 

r/me 

Non-parous  (54) 

Compl  ications 

Hours  7 

9-16 

18-25 

26-32 

34 

Number  2 

22 

22 

7 

1 

F ai  1 ures 

0 

D & E 

9 (2) 

PI acenta 

F 

arous 

(45) 

Delayed  expulsion 

1 

Hours  5 

8-16 

18-25 

26-29 

54 

Manual  removal 

1 

Number  1 

21 

17 

5 

1 

Temp.  100°  or  > 

8 

Endometriti  s 

1 

Hypofibrinogenemia 

1 

Pitocin®  Required  (40%) 

Duration  of  Infusion 

Prostaglandin  — One  hundred 

twenty-two  pa- 

Non-parous 

(22) 

P arous  (18) 

tients  had  a prostaglandin  infusion  and  Fami- 

Hours  .5  | .7-3  | 5-9 

10 

1 12-7 

14  1 29 

naria  tent  insertion.  Twenty-two  also  had  intra- 

Number  1 | 13 

1 7 

1 

3 1 12 

2 1 1 

amniotic  calcium  gluconate.  Of  the  100  patients 

without  calcium  gluconate  one  represented  a 
method  failure.  The  abortion  was  completed  by 
surgical  evacuation  28  hours  after  PGF2q  in- 
fusion. Of  the  99  spontaneously  expelling  the 
fetus  this  occurred  in  the  majority  (82)  within 
8 to  25  hours  postinfusion  (Table  7).  Intra- 


Prostaglandin-Calcium — Twenty-two  patients 
received  an  intra-amniotic  PGF2aand  calcium 
gluconate  infusion  with  a Faminaria  tent.  There 
were  no  failures.  One  hundred  percent  expelled 
the  fetus  within  25  hours  (Table  9).  Intravenous 
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Pitocin®  was  required  for  expulsion  in  31  per- 
cent. Seventy-seven  percent  of  the  patients 
needed  meperidine  hydrochlorided  during  the 
abortion,  and  27  percent  had  gastrointestinal 
complaints  (Table  10).  There  was  no  morbidity. 
Although  eight  patients  had  trouble  with  the 
management  of  the  placenta  (Table  10),  no  D 
and  E’s  were  required.  The  patient  with  uterine 
hemorrhage  had  a partial  placental  separation 
with  uterine  retention  of  the  blood.  This  re- 
sponded to  manual  removal  of  the  placenta. 


Pain 
G.  I. 


Table  8 

Prostin a Side  Effects 

No  Pitocin®  Pitocin*! 

58  7 

16  0 


Complications 

Fail  ures 

1 

D & E 

15 

P 1 acenta 

Delayed  expulsion 

7 

Manual  removal 

12 

Temp.  100°  or  > 

9 

Endometriti  s 

1 

Hypersensitivity 

2 

Second  injection 

4 

Tabl 

e 9 

Prostin0  - 

- Calcium 

Fetal  Expul 

si  on  Time 

Non- 

■parous  ( 15) 

P 

arous  (7) 

Hours 

13-17  | 18-25 

10- 

14 [24-25 

Number 

CO 

4 

3 

Pitocin®  Required  (31%) 

Duration  of  Infusion 

Non-parous  (4)  P 

arous  (3) 

Hours 

1-2 

2-3 

Number 

4 

3 

In  none  of  the  four  categories  did  parity  influ- 
ence the  expulsion  time  or  the  need  for  Pito- 
cin . Comparison  of  the  efficacy  in  producing 
fetal  expulsion  was  accomplished  by  eliminat- 
ing the  extremes  and  plotting  the  values  of  the 
majority  (figure  1).  The  PGF2  Q groups  dem- 


onstrated a superiority  over  the  saline  groups 
by  earlier  expulsion  times;  however,  there  was 
no  apparent  difference  between  the  two  PGF2 
a groups. 

Pitocin®  was  required  for  fetal  expulsion  in  50 
percent  or  more  in  the  saline  groups  and  less 
than  50  percent  in  the  PGF2Q  groups  (Table 
11).  There  was  no  well-defined  difference  be- 
tween the  saline  and  PGF2  a groups  in  the  de- 
velopment of  gastrointestinal  symptoms  or  the 
need  for  analgesics  during  the  abortion. 

Morbidity  was  appreciably  higher  in  the  saline 
groups.  Although  there  appears  to  be  a dif- 
ference between  the  saline  and  PGF2  a groups 
concerning  placental  management,  this  dis- 
appears when  the  D and  E’s  are  combined  with 
the  delayed  placental  expulsion-manual  removal 
group. 

Comments 

Although  intra-amniotic  hypertonic  saline  is 
effective  in  producing  midtrimester  abortion, 
serious  complications  such  as  acute  dissemi- 
nated intravascular  coagulation  and  hyper- 
natremia make  this  procedure  obsolete. 

A single  intra-amniotic  injection  of  40  mg  of 
prostaglandin  can  be  expected  to  produce  spon- 
taneous (unstimulated)  fetal  expulsion  in  about 
60  percent  of  midtrimester  pregnancies.  In  the 
remainder  the  uterus  is  converted  into  an  oxy- 
tocin-sensitive organ.  Although  this  conversion 
has  been  noted  as  early  as  90  minutes  after 
prostaglandin1,  the  early  use  of  a concen- 


Tabl  e 10 

Prostin 0 — Calcium Side  Effects 

No  Pitocin® 

P itoc  in® 

Pain  17 

0 

G.  1.  6 

0 

Comp  1 icat  ions 

P 1 acenta 

Delayed  expulsion 

2 

Manual  removal 

6 

Uterine  hemorrhage 

1 

‘'Prostin  (Upjohn  Co.) 

1 Demerol"  (Winthrop) 
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Figure  1 

Method  Comparison Fetal  Expuls  ion 


Av.  Hrs 

Saline 

29.6 

|/  /|  Saline  plus  Laminaria  tent 

20.8 

I Prostaglandin  with  Laminaria  tent 

17.2 

| J Pro  st  aql  and  in  with  calcium  qluconate 

18.0 

trated  intravenous  oxytocin  solution  has  not 
reduced  the  average  infusion-abortion  time.1-2 
When  the  Pitocin"  was  used  as  described  in  this 
study,  the  fetus  was  expelled  in  50  percent  with- 
in three  hours  of  the  start  of  the  infusion.  This 
technique  avoids  the  prolonged  use  of  an  intra- 
venous as  described  in  other  studies1-2  and  also 
reduces  the  possibility  of  water  intoxication. 

Although  a recent  study3  using  a combined 
intra-amniotic  infusion  of  PGFjaand  calcium 


gluconate  demonstrated  a greatly  reduced  infu- 
sion to  abortion  time,  the  same  procedure  re- 
ported here  failed  to  demonstrate  such  a result. 

The  use  of  a Laminaria  tent  in  the  abortion  pro- 
cess does  not  seem  to  affect  the  morbidity  and 
has  eliminated  the  problem  of  spontaneous 
cervical  laceration.  In  addition,  when  labor 
isn't  induced  by  the  prostaglandin,  the  overnight 
use  of  a Laminaria  tent  almost  always  produces 
cervical  dilatation  sufficient  for  artifica  1 am- 
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Table  11 

Analysis  (%) 

Sal  i ne 

Saline  (L.  T.) 

P ro  sti  n ° 

Prostin0  — Calcium 

Aver. 

Pitocin®  required  69 

51 

40 

31 

45 

Demerol®  required  39 

62 

66 

77 

63 

G.  1.  symp.  17 

13 

16 

27 

17 

Morbidity  48 

22 

9 

0 

15 

D & E 17 

24 

15 

0 

15 

Placenta*  26 

5 

19 

36 

19 

‘Includes  delayed  expulsion  anc 

manual  removal 

niotomy.  The  latter  seems  to  increase  the  ef- 
fectiveness of  the  Pitocin. H 

Intra-amniotic  PGF2  a,  although  an  invasive 
technique,  appears  to  be  free  of  major  compli- 
cations; however,  caution  has  been  suggested 
with  its  use  in  patients  with  asthma,  glaucoma, 
hypertension,  epilepsy4  and  cardiovascular 
disease.5 

Vomiting  has  been  reported  in  half  of  the  pa- 
tients receiving  prostaglandin.5  This  incidence 
is  difficult  to  evaluate  because  many  patients 
in  the  present  study  developed  vomiting  only 
after  strong  uterine  contractions  were  present. 
This  may  reflect  an  individual’s  response  to 
pain.  Others  developed  vomiting  only  after  re- 
ceiving meperidine  hydrochlorided.  This  is  a 
known  side  effect  of  that  medication.  With  the 
prophylactic  use  of  medications  as  described 
in  this  study,  gastrointestinal  symptoms  should 
be  minor  and  occur  in  less  than  20  percent. 

The  reduced  morbidity  noted  in  the  PGF2  a 
groups  not  only  reflects  the  absence  of  the  os- 
motic irritation  of  the  hypertonic  saline  but 
also  the  reduced  abortion  time  and  more  aggres- 
sive management  of  the  retained  placenta.  The 
latter  is  seen  in  the  absence  of  D and  E's  and  the 
increased  number  of  manual  removals  of  the 
placenta  in  the  PGF2  a -calcium  gluconate 
group. 

Summary 

One  hundred  eighty-one  patients  between  14 


and  20  weeks’  gestation  were  aborted  by  an 
intra-amniotic  hypertonic  saline  or  prosta- 
glandin infusion.  Most  of  the  patients  had  a 
Laminaria  tent  inserted.  The  PGF2a  group 
demonstrated  a shorter  infusion-abortion  time, 
average  17  hours.  When  calcium  gluconate  was 
added  to  the  PGF2  a , no  potentiating  effect  was 
noted.  In  the  PGF2Q  group  intravenous  Pito- 
cin1* was  needed  to  complete  the  abortion  pro- 
cedure in  40  percent;  side  effects  occurred  in 
less  than  20  percent  and  the  most  important 
complication,  retained  placenta,  in  34  percent. 
At  this  time  intra-amniotic  PGF2  a with  a 
Laminaria  tent  is  the  most  effective  and  least 
complicated  method  of  terminating  a second 
trimester  pregnancy. 
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The  purpose  of  this  communication  is  to  illustrate  a simplified  surgical  technique  for 
the  resuspension  of  the  urethra  and  bladder  neck  to  correct  urinary  stress  incon- 
tinence in  the  female.  The  procedure  prevents  confusion  of  multiple  sutures,  and 
there  is  less  tissue  manipulation.  The  elevation  of  the  urethra  and  the  vesicouretheral 
angle  is  excellent  as  was  demonstrated  in  our  patients’  preoperative  and  post- 
operative metallic  chain  cystourethrogram.  A t present  all  of  our  patients  treated  with 
this  technique  are  asymptomatic. 

The  Triple-Bite  Single-Suture  Technique 
for  Correction  of  Urinary  Stress  Incontinence* 


M.  A.  Pelosi,  M.D.,  J.  Apuzzio,  M.D., 

M.  Frattarola,  M.D.,  and 
T.  S.  Li,  M.D.,  Newark 

During  the  past  two  decades  many  advances 
have  been  made  in  the  diagnosis  and  treatment 
of  female  urinary  stress  incontinence.  One  of 
the  most  important  contributions  has  been  the 
precise  definition  of  the  anatomical  abnormality 
in  each  patient  so  that  the  best  operative  tech- 
nique can  be  determined. 

Type  of  Anatomical  Defect 

The  basic  factor  involved  in  this  condition  is 
loss  of  tone  in  the  fibromuscular  support  of  the 
bladder  base,  bladder  neck,  and  proximal 
urethra.  This  loss  of  support  results  in  two 
types  of  anatomical  defects.  Type  I is  the  com- 
plete or  nearly  complete  loss  of  the  posterior 
urethrovesical  angle,  but  with  the  angle  of 
inclination  to  the  vertical  of  the  urethral  axis 
either  normal  or  less  than  45  degrees.  Sympto- 
matology, which  ranges  from  mild  to  moderate 
incontinence,  usually  is  managed  by  restoring 
the  posterior  urethrovesical  angle  by  a vaginal 
repair  (anterior  colporrhaphy).  Type  II  is  the 
loss  of  the  posterior  vesico-urethral  angle 
associated  with  a definitely  abnormal  angle  of 
inclination  of  the  urethral  axis  to  the  vertical; 
the  latter  is  greater  than  45  degrees.  Patients 
having  Type  II  defects  often  exhibit  severe 
symptoms  of  incontinence  as  a result  of  a more 
profound  weakening  of  the  fibromuscular 
support;  they  usually  require  a retropubic 
urethropexy  (Marshall-Marchetti-Krantz  pro- 
cedure) rather  than  an  anterior  colporrhaphy 
to  effect  a cure1 . 


Although  new'  devices  which  determine  the 
degree  of  rotation  of  the  urethral  axis  are  now 
being  used2,  the  chain  cystourethrogram  is  the 
most  widely  used  diagnostic  procedure  to  dif- 
ferentiate between  the  Type  I and  Type  II 
anatomic  configurations’. 

Corrective  Operations 

A variety  of  operations  to  correct  stress  in- 
continence in  the  female  have  been  devised 
over  the  years.  In  an  excellent  review  of  the 
subject  Green3  summarized  the  modern  ap- 
proach for  the  surgical  correction  of  this  entity. 
The  old  clinical  cliche,  “do  a vaginoplasty  first, 
and  if  it  fails,  go  above"  is  no  longer  acceptable. 
Type  I stress  incontinence  is  usually  managed 
by  an  anterior  colporrhaphy.  Type  II  incon- 
tinence is  best  corrected  by  a retropubic 
urethropexy. 

Marshall,  Marchetti  and  Krantz3  popularized 
the  concept  of  elevating  and  fixing  the  urethra 
and  bladder  neck  to  the  fibrous  periosteum  on 
the  posterior  surface  of  the  symphysis  pubis 
and  the  fascia  of  the  anterior  abdominal  wall. 
The  original  technique,  which  may  be  found  in 
any  textbook  of  gynecological  or  urological 
surgery,  has  been  essentially  unchanged  since 
the  publication  of  their  work  in  1949. 

It  is  the  purpose  of  this  communication  to  re- 
port a modification  of  the  standard  Marshall- 
Marchetti-Krantz  procedure,  “the  triple  bite 
single  suture  technique."  We  have  found  this 


*From  the  New  Jersey  Medical  School,  CMDNJ,  Depart- 
ment of  Obstetrics  and  Gynecology,  Martland  Hospital 
Unit. 


VOL.  74-NUMBER  9 — SEPTEMBER  1977 


753 


modification  to  be  easily  performed,  time 
saving,  and  as  effective  as  the  standard  tech- 
nique. 

Triple-Bite,  Single-Suture  Modification 

The  triple-bite,  single-suture  technique  can  be 
outlined  as  follows: 

Preoperatively  a number  18  Foley  catheter  with  a Five  cc 
balloon  is  inserted  into  the  bladder.  We  usually  approach 
the  space  of  Retzius  by  a Pfannenstiel  incision,  although  we 
occasionally  use  a lower  abdominal  midline  incision.  The 
anterior  rectus  sheath  is  divided  and  the  underlying  rectus 
muscles  are  mobilized  and  separated  in  the  midline  in  order 
to  provide  an  adequate  retropubic  exposure  which  is  neces- 
sary for  dissection  of  the  prevesical  space  and  for  the 
proper  placement  of  the  resuspended  sutures.  Any  necessary 
intra-abdominal  procedure  is  performed  before  the 
retropubic  urethropexy.  After  the  peritoneum  is  closed,  the 
space  of  Retzius  is  dissected. 

The  bladder  and  the  urethra  are  separated  from  the  poste- 
rior surface  of  the  symphysis  pubis  and  the  rectus  muscles 
by  blunt  dissection.  The  bladder  and  the  proximal  two- 
thirds  of  the  urethra  should  be  mobilized  completely  and 
the  paraurethral  aspect  of  the  anterior  vaginal  wall  fully 
exposed  and  cleaned  of  fat  and  loose  areolar  tissue.  The 
urethra  and  the  bladder  neck  are  identified  by  palpating  the 
Foley  catheter  and  the  balloon.  The  surgeon  retracts  the 
fundus  of  the  bladder  and  the  adjacent  peritoneum  up  and 
back  to  expose  the  proximal  two-thirds  of  the  urethra,  the 
bladder  neck,  and  the  adjacent  anterior  vaginal  wall. 
Simultaneously,  an  assistant  inserts  one  or  two  fingers  into 
the  vagina  and  elevates  the  anterior  vaginal  wall  and  bladder 
neck  to  facilitate  further  exposure. 

For  the  resuspension  of  the  urethra  and  bladder  neck  we 
place  a single  suture,  #1  chromic  catgut,  with  a #4  Mayo 
needle  on  each  side  of  the  urethra.  The  first  bite  is  made  at 
the  urethrovesical  junction  or  so-called  bladder  neck.  The 
second  bite  is  made  deeply  into  the  vaginal  wall  at  the 
junction  of  the  middle  and  proximal  thirds  of  the  urethra. 
The  third  bite  then  is  made  into  the  vaginal  wall  at  the 
junction  of  the  middle  and  distal  thirds  of  the  urethra.  The 
needle  then  is  placed  deeply  into  the  fibrocartilage  of  the 
symphysis  pubis  (not  the  periosteum  as  originally  de- 
scribed). (Figure  1)  This  procedure  then  is  repeated  on  the 
opposite  side  of  the  urethra.  During  the  actual  tying  of  the 
sutures  the  assistant  continues  to  elevate  the  anterior 
vaginal  wall  to  decrease  all  tensions  and  thereby  preventing 
any  breakage  or  tearing  out  of  the  sutures  as  they  are  tied. 
A Penrose  drain  is  placed  in  the  Retzium  space.  The  Foley 
catheter  is  removed  and  a suprapubic  drainage  is  placed  in 
the  bladder  after  closure  of  the  incision. 

Comment 

Through  the  years  the  Marshall-Marchetti- 
ntz  procedure  ha-  proved  to  be  one  of  the 
important  contributions  to  the  surgical 
t i of  stress  incontinence.  The  pur- 
pose of  this  communication  is  to  illustrate  a 
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Figure  / — For  the  resuspension  of  the  urethra  and  bladder 
neck,  the  first  bite  is  made  at  the  urethrovesical  junction 
(bladder  neck).  The  second  bite  is  made  deeply  into  the 
vaginal  wall  at  the  junction  of  the  middle  and  proximal 
thirds  of  the  urethra.  The  third  bite  is  then  made  into  the 
vaginal  wall  at  the  junction  of  the  middle  and  distal  thirds  of 
the  urethra.  The  needle  then  is  placed  deeply  into  the  fibro- 
cartilage of  the  symphysis  pubis.  This  procedure  is  repeated 
on  the  opposite  side  of  the  urethra. 

simplified  technique  that,  in  our  experience, 
has  proved  to  be  successful. 

The  triple-bite,  single-suture  technique  achieves 
the  resuspension  of  the  urethra  and  bladder 
neck  using  only  one  suture  on  each  side  of  the 
urethra  as  compared  with  an  average  of  three 
sutures  when  the  standard  procedure  is  used.  It 
has  the  advantage  of  simplifying  the  operation, 
saving  time,  preventing  the  confusion  of  multi- 
ple sutures.  Also,  there  is  less  tissue  manipula- 
tion, decreased  blood  loss  from  this  highly 
vascular  area  and  reduced  possibility  of  infec- 
tion. Inasmuch  as  only  two  sutures  are  placed  in 
the  symphysis  pubis,  the  opportunity  for  the 
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Figure  2 — Case  Example:  A 40-year-old  woman,  gravida  2,  para  2 who  complained  of  urinary  stress  incontinence  of  four 
years'  duration.  The  preoperative  chain  cystourethrogram  revealed  a Type  II  stress  incontinence  at  left  with  complete  loss 
of  the  posterior  urethrovesical  angle  (A)  and  rotational  descent  of  the  urethral  axis  with  an  angle  of  inclination  to  the  verticle 
greater  than  45  degrees  (B).  The  postoperative  film  at  right  following  the  “triple-bite,  single-suture  technique”  reveals  the 
restoration  of  normal  posterior  urethrovesical  angle  (A)  and  the  normal  urethral  axis  of  inclination  (B)  with  relief  of  the 
stress  incontinence. 


development  of  osteitis  pubis  is  diminished. 

The  elevation  of  the  urethra  and  the  vesi- 
courethral angle  is  excellent  as  is  demonstrated 
in  our  patients  through  the  use  of  preoperative 


and  postoperative  metallic  chain  cystourethro- 
gram. 

In  the  past  eighteen  months  we  have  performed 
the  triple-bite,  single-suture  technique  on  23 
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patients.  All  of  the  patients  had  a preoperative 
chain  cystourethrogram  to  document  a Type  II 
anatomical  defect.  The  postoperative  chain 
cystourethrogram  in  all  23  cases  invariably 
shows  the  normal  restoration  of  the  posterior 
urethrovesical  angle  and  urethral  axis.  Figure  2 
shows  the  x-ray  study  in  a 40-year  old  female 
who  had  urinary  stress  incontinence  for  four 
years. 

At  present  all  patients  are  asymptomatic.  Al- 
though this  series  of  patients  is  small  with 
relatively  short  follow-up,  we  consider  the 
advantages  of  this  modified  technique  to  be 
evident. 
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Too  Much  Violence  on  TV 


A survey  of  American  physicians  showed  that 
94  percent  of  those  polled  believe  there  is  too 
much  violence  on  television.  And  half  of  those 
suspect  that  the  effects  of  TV  violence  may  be 
showing  up  in  their  office  and  hospital,  accord- 
ing to  a study  conducted  by  the  American 
Medical  Association. 

One  key  question  asked  was:  Have  any  of  your 
patients  presented  behavioral  symptoms 
and/or  physical  problems  that  may  be  related 
to  TV  violence?  Though  only  1 3.6  percent  of  the 
responding  physicians  answered  yes,  another 
40.6  percent  said  they  “suspect  so.”  Twice  as 
many  children  present  such  symptoms  as  the 
population  at  large,  the  doctors  said. 

Ex  imples  of  behavioral  and  medical  problems 
doctors  cited  that  may  stem  from  exposure  to 
TV  violence  include  heightened  aggression  in 


children,  injuries  resulting  from  emulating 
television  incidents,  epileptic  seizures,  and 
nightmares. 

One  doctor  said  he  cared  for  two  children  who 
jumped  from  a roof  playing  Batman.  Another 
said  a child  he  knew  set  his  house  on  fire,  copy- 
ing an  arson  incident  seen  on  TV.  And  a third 
physician  said  he  saw  the  consequences  of  a 
child  playing  police  with  a loaded  gun  after 
watching  a television  show. 

Asked  to  rate  effectiveness  of  four  techniques 
for  reducing  TV  violence  in  America,  phy- 
sicians gave  top  rating  to  refusal  to  buy  spon- 
sors' products.  Letters  of  complaint  to  networks 
and  sponsors  placed  second,  government  regula- 
tion of  program  content  was  third,  and  boy- 
cotting of  certain  programs  and  networks  was 
fourth. 
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Thmm  wMC  Scrapbook 
of  Vitamin  Facts  &.  Fallacies 


A study  conducted  among  elderly  patients 
in  England  showed  that  4 1 % were  deficient 
in  ascorbic  acid  on  admission  to  the  hospital 
Even  among  those  living  at  home  and  well, 
or  not  sufficiently  ill  for  admission.  27%  were 
deficient  in  ascorbic  acid 

Griffiths  L.L  Brocklehurst,  J C MacLean,  R et  al. 
Diet  in  Old  Age,  Brit  Med  J 1:739  1966 


The  loss  of  riboflavin  in 
milk  in  a glass  container 
exposed  to  sunlight  for 
two  hours  may  be  as 
high  as  95% 


Quick  freezing  of  vegetables 
is  accompanied  by  very 
little  ascorbic  acid  loss 
But  blanching,  washing,  and 
prolonged  standing  at  room 
temperatures  results  in 
considerable  reduction  in 
Vitamin  C content 


In  World  War  I a unit  of  1 00  beds  per  division 
in  the  Russian  army  was  set  aside  for 
scurvy  patients  Yet.  only  20  cases  of  scurvy 
were  reported  among  all  American 
troops  in  1917-18. 


At  least  1 44  different 
quality  assurance  tests 
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materials  and  manufactur- 
ing steps  that  go  into 
Allbee®with  C The  Mono- 
gram AH  R on  every 
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The  treatment  of  established  disease  is  extraordinarily  costly.  A more  economical 
and  effective  approach  is  disease  prevention  by  risk  factor  modification  or  early 
intervention.  A simple  program  for  ostensibly  healthy  adults  is  suggested  including: 
yearly  hemoglobin  and  over  age  40  hem-occult ®,  seat  belt  use;  cigarette  use  limita- 
tion; breast  examinations;  cholesterol.  PAP  smear  and  blood  pressure  determination 
every  two  years;  rectal  examination  every  three  years  and  proctoscopy  every  six 
years  after  age  50.  The  annualized  cost  of  the  program  is  approximately  $35.  Routine 
physical  examination,  chest  x-ray.  cardiogram,  blood  sugar,  and  urinalysis  are  not 
recommended. 

Program  for  Risk  Factor  Modification  and 
Selective  Screening  for 
Ostensibly  Healthy  Adults* 


D.  B.  Louria,  M.D.;  M.  A.  Lavenhar,  Ph.D.; 
M.  A.  Quinones,  Ph.D.; 

D.  J.  Schneider,  M.S.W.  and 
J.  D.  Foster,  B.A.,  Newark 

There  is  increasing  uncertainty  about  the  effi- 
cacy of  so-called  multiphasic  screening  from 
two  points  of  view,  cost:benefit  ratios  and  the 
extent  of  modification  of  the  incidence  or  out- 
come of  serious  diseases.  '-2  The  burgeoning 
debate  over  annual  examinations  has  several 
undesirable  aspects.  First,  it  is  being  conducted 
in  considerable  part  in  the  mass  media  and  the 
evidences  used  to  buttress  the  negative  positions 
tend  to  be  superficial  and  at  times  very  selective. 
For  example,  it  is  easy  to  inveigh  against 
proctoscopy  for  early  detection  of  bowel 
cancer,  but  the  argument  is  highly  biased  if 
there  is  not  simultaneous  consideration  of 
potential  cancer  prevention  by  polypectomy 
performed  at  the  time  of  proctoscopy.  Second, 
the  current  debate  is  thoroughly  confusing  to 
the  public;  if  allowed  to  continue  it  irreparably 
will  harm  the  field  of  preventive  medicine,  and 
promote  nihilism  that  may  persist  even  as 
potentially  dramatic  advances  in  early  detection 
of  disease  are  being  explored.  Third,  it  is  thus 
far  a largely  negative  argument.  The  annual 
check-up  has  been  denigrated;  but  the  authors 
and  the  medical  profession  have  not  offered  a 
program  that  does  make  sense  and  is  worthy 
of  vigorous  implementation.  Fourth,  the  focus 
is  on  early  intervention  (secondary  prevention) 
rather  than  on  this  plus  risk  factor  modification 
(primary  and  secondary  prevention). 


We  recently  have  reviewed  those  diseases  in 
adults  (excluding  those  resulting  from  lack  of 
proper  immunization  and  those  occupationally 
related)  that  can  be  clearly  modified  by  primary 
and  secondary  techniques,3  and  have  developed 
a tentative  program  of  risk  factor  modification 
and  screening  based  on  those  data.  Primary 
prevention  is  modification  of  or  removal  of 
risk  factors  resulting  in  reduced  incidence  of 
disease.  Secondary  prevention  is  early  inter- 
vention, particularly  in  asymptomatic  stages, 
resulting  in  a clear  difference  in  outcome  when 
compared  to  the  outcome  if  treatment  is  delayed 
until  the  disease  complex  is  established. 

If  a program  of  risk  factor  modification  and 
screening  for  ostensibly  healthy  adults  is  to 
succeed  it  must  have  the  following  charac- 
teristics: 

(a)  relatively  simple 

(b)  broadly  applicable 

(c)  reasonable  likelihood  for  high  compliance  rates 

(d)  inexpensive 

(e)  every  component  supported  by  enough  evidence  that  it 
is  not  open  to  serious  challenge 

If  the  program  is  so  extensive  that  it  is  cumber- 
some, if  it  is  not  easy  to  apply  to  the  entire  adult 
population,  if  it  has  elements  that  are  obviously 
unappealing  to  consumers,  or  if  it  is  expensive, 
it  will  not  succeed. 

The  following  nine-point  program  appears  to  us 

*From  the  Department  of  Preventive  Medicine  and  Com- 
munity Health,  New  Jersey  Medical  School,  Newark,  New 
Jersey. 
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to  meet  these  criteria.  Each  point  can  be  de- 
fended reasonably  well  by  the  accumulated 
evidence.  Each  point,  if  followed,  will  reduce 
markedly  the  incidence  of  or  serious  con- 
sequences of  the  entity  related  to  it. 

We  believe  there  is  no  evidence  that  there  are 
additional  measures  that  need  to  be  added  to 
this  list  other  than  a small  number  of  items, 
specifically  discussed,  that  possibly  merit 
inclusion. 

In  the  following  presentation,  we  shall  list  the 
nine  points  with  a brief  justification  for  each, 
discuss  a small  number  of  suggested  additions 
to  the  list,  examine  what  is  deliberately  not 
recommended  and  analyze  the  cost  of  the 
program  in  comparison  with  currently  recom- 
mended screening  and  yearly  check-up  pro- 
grams. 

The  Nine-point  Program  Recommended 

1.  Papanicolaou  ( PAP ) smear  every  two  years 
after  age  25.  The  polar  views  are:  (a)  no  pros- 
pective study  has  unequivocally  shown  that  the 
drop  in  cervical  cancer  death  rates  are  due  to 
PAP  smears,  and  (b)  PAP  smears  are  so  effec- 
tive that  they  should  be  carried  out  every  six 
months  starting  at  age  20  or  before. 

Despite  the  doubts  about  the  efficacy  of  PAP 
smears,  the  data  suggest  that  screening  has 
indeed  reduced  mortality;  in  the  study  by  Kinlen 
and  Doll,  the  decreased  mortality  was  found 
in  the  age  group  45-64,  the  period  in  which  most 
cervical  carcinomas  occur.4  Most  persuasive  is 
the  finding  by  Christopherson  and  Parker  that 
the  ratio  of  carcinoma  in  situ  to  invasive 
carcinoma  increased  during  screening  from 
0.15:1.00  to  2.57  to  1.0. 5 

Assuming  that  PAP's  are  indicated,  the  deriva- 
tive question  asks  how  often  and  starting  at 
what  age.  Hakama  and  Rasanen-Virtanen 
found  that  obtaining  a PAP  only  once  every 
five  years  reduced  the  anticipated  incidence  of 
invasive  cervical  cancer  by  79  percent;  this 
i'  presented  over  90  percent  of  the  drop  that 
could  be  achieved  by  yearly  screening.6  We 
believe  that  a PAP  smear  every  other  year,  if 
th  initial  results  are  negative,  is  a reasonable 


approach  especially  if  the  more  sensitive  split- 
specimen  technique  recently  suggested  is 
utilized.  Although  a small  proportion  of  the 
cervical  carcinomas  occur  before  the  age  of  25, 
the  overwhelming  majority  of  cases  occur  after 
that  age  and  this,  therefore,  should  be  the  target 
population. 

2.  Breast  examination  yearly  by  a trained 
individual  and  self-examination  every  three 
months  after  age  30.  There  is  one  impressive 
study  indicating  that  repeated  screening  results 
in  a reduced  mortality  in  the  50-59  year  age 
group  (but  not  in  the  40-49  year  old  group).7 
Both  palpation  and  mammography  contributed 
independently  to  the  reduced  mortality. 

This  single  prospective  study  warrants  the 
inclusion  of  breast  palpation  in  our  program. 
The  yield  under  age  30  is  so  small  that  this 
appears  to  be  an  appropriate  age  to  start. 
Mammography  is  expensive  and  controversial; 
it  is,  therefore,  not  included  as  highly  recom- 
mended until  further  data  are  available.  How- 
ever, it  should  be  noted  that  mammography 
appeared  to  contribute  more  than  palpation  to 
the  reduced  mortality.7  Consequently,  until  the 
relationship  between  risk  of  possible  cancer 
induction  and  the  benefits  of  early  cancer 
detection  is  better  defined,  we  list  mammo- 
graphy every  two  years  after  age  50  as  optional, 
but  not  recommended.  Most  physicians  would 
have  women  examine  their  breasts  monthly. 
Whether  this  frequency  is  needed  is  uncertain 
and  there  is  a risk  of  causing  cancer  phobia. 

3.  Reduction  in  use  of  cigarettes  to  a maximum 
of  10  per  day  of  the  filter  variety.  The  relation  of 
cigarette  smoking  to  lung  cancer,  bronchitis, 
and  heart  disease  is  well  established  (although 
there  is  some  continued  debate  about  coronary 
heart  disease).  It  would  be  nice  if  cigarette  use 
were  abandoned  entirely  but  sales  continue  high 
and  it  is  unlikely  tobacco  use  will  be  discon- 
tinued. The  morbidity  ratios  for  lung  cancer 
increase  strikingly  if  the  amount  of  use  exceeds 
10  per  day.8  Filters  appear  to  reduce  the  likeli- 
hood of  lung  cancer. Sj  A dose  relationship  also 
appears  established  for  cancer  of  the  bladder9 
and  coronary  heart  disease.10  For  the  asympto- 
matic individual  who  must  smoke,  a reasonable 
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compromise  would  be  no  more  than  10  filter 
cigarettes  a day.  We  estimate  that  at  least 
seven-eighths  of  the  1976  lung  cancer  deaths 
could  have  been  avoided  by  adhering  to  the 
ten  per  day  restriction. 

4.  Use  of  seat  belts  by  every  car  occupant.  Use 
of  seat  belts  will  save  thousands  of  lives  yearly.6 * * * * 1 1 * 
It  might  appear  the  need  for  seat  belts  is  so 
obvious  that  it  would  be  inappropriate  to 
include  seat  belt  use  as  a major  component  of 
this  program.  However,  current  figures  indicate 
that  less  than  40  percent  of  adults  and  less  than 
10  percent  of  children  under  age  five  are 
regularly  properly  restrained.  Additionally,  we 
found  in  a recent  survey  of  a representative 
sample  of  New  Jersey  physicians  that  about 
half  did  not  use  seat  belts  regularly. 

5.  Determination  of  blood  pressure  every  two 
years.  The  Veterans  Administration  study, 
among  others,  shows  the  value  of  treating 
asymptomatic  individuals  with  a blood  pressure 
exceeding  165/105  mm  Hg.  I2j:j 

There  is  no  evidence  that  treating  those  with  a 
systolic  pressure  of  less  than  165  mm  Hg. 
and/or  a diastolic  pressure  under  105  mm  Hg.  is 
beneficial.  A two-year  interval  between  screen- 
ings seems  perfectly  reasonable  for  the  asymp- 
tomatic individual  with  the  caveat  that  screen- 
ing should  be  more  frequent  for  those  whose 
levels  are  borderline  (for  example,  150/90  mm 
Hg.). 

6.  Tonometry  every  five  years  over  age  35.  If 

glaucoma  is  detected  early,  visual  loss  can  often 

be  minimized  or  avoided.  Those  with  increased 

intraocular  tension  have  an  increased  likelihood 

of  glaucoma-induced  visual  loss.13  The  time 

interval  between  screenings  is  not  certain  but 

an  interval  of  five  years  would  seem  reasonable 
if  initial  values  are  normal  ( < 2 1 mm  Hg.).  It 

should  be  emphasized  that  although  those  with 
intraocular  hypertension  have  a somewhat 

greater  incidence  of  glaucoma,  the  majority  of 
glaucoma  patients  seen  in  a given  five-year 
period  will  come  from  the  larger  pool  with 
initially  normal  pressures.  Consequently, 
ophthalmologists  recommend  fundoscopic 
examination  even  with  a normal  intraocular 


tension  to  detect  other  pre-glaucomatous 
changes.  It  might,  therefore,  be  desirable  to 
have  fundoscopic  examination  at  the  time  of 
tonometry;  if  pre-glaucomatous  changes  are 
detected,  yearly  follow-up  is  advisable  even  if 
initial  intraocular  pressures  are  normal.  More 
data  are  needed  on  the  importance  of  fundo- 
scopy  findings  suggesting  possible  subsequent 
glaucoma  in  those  with  normal  intraocular 
tensions. 

7.  Hemoglobin.  The  argument  for  determining 
hemoglobins  in  asymptomatic  individuals  is 
that  nutritional  anemia  is  frequent  in  the 
United  States, 14  and  may  affect  functioning. 
The  symptoms  may  be  so  subtle,  however,  that 
the  anemic  individual  continues  to  function, 
albeit  unsatisfactorily,  believing  he  is  in 
point  of  fact  asymptomatic. 

There  is  no  evidence  that  the  detection  of 
anemia  in  asymptomatic  patients  with  cancer 
changes  the  outcome  of  the  disease. 

In  view  of  the  frequency  of  nutritional  de- 
ficiency and  the  ease  with  which  it  can  be  cor- 
rected in  most  cases,  we  recommend  a hemo- 
globin determination  every  year  for  ostensibly 
healthy  persons. 

8.  Cholesterol.  There  are  still  those  who 
believe  that  cholesterol  concentrations  are  not 
related  to  the  risk  of  coronary  heart  disease, 
but  the  Framingham  study,10  among  others, 
appears  convincingly  to  show  that  the  risk  of 
coronary  heart  disease  is  directly  related  to  the 
level  of  serum  cholesterol.  Those  whose  con- 
centrations are  less  than  220  mg/dl  are  at 
low  risk,  whereas  the  relative  risk  for  those  with 
cholesterol  levels  of  250  mg/dl  is  much  greater. 
The  incidence  of  coronary  heart  disease  was 
roughly  tripled  in  men  30-49  years  of  age  on 
entry  to  the  Framingham  study  whose  choles- 
terol was  260-279  mg/dl.  Cholesterol  level  was 
as  good  as  any  other  lipid  value  as  a predictor  of 
coronary  heart  disease.  There  is  no  convincing 
evidence  that  elevated  triglycerides  are  a 
significant  risk  factor  for  coronary  heart 
disease  if  the  serum  cholesterol  levels  are  not 
elevated.  There  are  some  still  unsettled  data 
suggesting  that  lowering  the  cholesterol  in 
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those  with  angina  may  avert  a severe  coronary 
episode.  I5jh  It  is  not  clear  how  frequently  a 
cholesterol  level  should  be  determined.  It  seems 
sensible  to  us  to  determine  the  cholesterol 
concentrations  every  other  year  if  levels  remain 
under  220  mg/dl.  If  levels  are  above  220  mg/dl 
they  should  be  checked  yearly  and  appropriate 
measures  taken  to  reduce  levels  if  they  climb 
above  250  mg/dl. 

9.  Guaiac  Test  for  occult  blood  in  stool.  The 
conventional  recommendation  for  secondary 
prevention  is  that  proctoscopy  should  be  per- 
formed yearly  after  age  40  in  order  to  detect 
rectal-colon  cancer  early  enough  to  achieve  high 
cure  rates.  The  recommendation  is  made  in 
considerable  part  because  colon-rectal  cancer 
is  the  second  leading  cause  of  cancer  deaths  in 
both  men  and  women.  In  1976,  according  to  the 
American  Cancer  Society,  an  estimated  99,000 
persons  developed  colon-rectal  cancer  and 
49,200  died  of  these  carcinomas. 

The  question  is  how  effective  is  proctoscopy? 
Certainly,  if  the  tumor  is  detected  in  a localized 
stage,  five-year  survival  rate  is  much  better 
when  compared  to  five-year  survivals  for  all 
stages.  Among  men  age  45-54  on  entry  to  the 
Kaiser-Permanente  clinic  who  underwent 
proctoscopy,  seven-year  mortality  from  bowel 
cancer  was  significantly  reduced.16  In  this 
study,  proctoscopy  was  performed  routinely, 
but  stool  examination  for  occult  blood  was  not 
carried  out. 

Is  proctoscopy  better  than  testing  for  occult 
blood  for  detection  of  colon-rectal  cancer? 
There  is  no  evidence  that  it  is.  About  50  percent 
of  colon  cancers  can  be  seen  at  proctoscopy, 
providing  the  examiner  can  visualize  a full  25 
cm  of  the  bowel.  Greegor  reported  that  guaiac- 
impregnated  slides  (hem-occult®)  detected  135 
of  the  136  colon-rectal  cancers  if  a high  bulk, 
low  meat  diet  was  followed  starting  24  hours 
before  collection  of  the  specimen  from  three 
consecutive  evacuations.17  Of  47  asymptomatic 
cancers  in  that  series,  only  four  were  in  range  of 
the  sigmoidoscope.  The  conclusion  from  these 
and  other  studies  seems  inescapable:  that  three 
stool  specimens  obtained  properly  and  tested 
with  hem-occult 11  is  every  bit  as  good  as 


proctoscopy.  Sigmoidoscopy  will  rarely  detect 
a cancer  missed  by  studies  for  occult  blood  and 
far  more  often  the  hem-occult®  test  will  detect 
cancers  missed  by  proctoscopic  examination. 
Even  if,  on  rare  occasion,  sigmoidoscopy 
reveals  a cancer  not  found  by  testing  for  occult 
blood,  there  is  no  evidence  this  alters  five-year 
mortality  rates.  Routine  proctoscopy  for 
cancer  cannot  be  justified.  The  argument  for 
proctoscopy  must  then  be  based  on  the  assump- 
tion that  polyps  may  be  premalignant,  and  that 
the  majority  of  polyps  are  in  the  range  of  the 
25  cm  sigmoidoscope.  Gilbertsen  performed 
routine  polypectomy  in  18,158  persons  over  a 
25-year  period  and  reported  that  only  1 1 
cancers  were  found  subsequently,  although  75- 
80  were  expected  in  this  patient  population.18 
He  believes  that  proctosigmoidoscopy  should 
be  performed  every  two  to  three  years  after 
age  50,  but  in  point  of  fact,  his  own  data  suggest 
that  a proctoscopy  every  seven  years  might  be 
as  efficacious.  However,  the  relationship  of 
polyps  to  cancer  is  unsettled  and  the  role  of 
polypectomy  at  best  is  only  suggestive. 

Our  recommendation  is  yearly  study  by  hem- 
occult®  test  of  three  consecutive  stools  col- 
lected after  an  appropriate  diet,  for  each  person 
over  age  40.  It  is  possible  that  swabbing  the 
peri-anal  area  after  an  evacuation  and  applying 
the  swab  to  a hem-occult®  slide  may  be  as  ef- 
fective as  the  less  aesthetic  technique  of  placing 
a piece  of  stool  on  the  slide. 

It  seems  to  us  that  proctoscopy  every  five  to 
seven  years  after  age  50  should  be  recom- 
mended but  considered  optional  for  the  non- 
high  risk  individual.  High  risk  individuals  are 
those  with  a family  history  of  polyps,  ulcerative 
colitis,  and  so  on  and  presumably  proctoscopy 
should  be  done  regularly  in  such  patients. 

Procedures  considered  for  inclusion  but  present- 
ly not  included 

(a)  Weight  — Should  yearly  weight  be  part  of 
the  program?  Perhaps  the  answer  is  yes.  If  an 
overweight  individual  has  hypertension,  weight 
loss  alone  may  reduce  the  blood  pressure  levels, 
but  it  is  more  direct  to  follow  the  blood  pressure 
and  attend  to  overweight  if  hypertension  is 
detected.  It  is  unclear  whether  weight  per  se  is  a 
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risk  factor  for  coronary  heart  disease. 1014 
Certainly,  it  is  a minor  factor  compared  to 
three  major  risk  factors:  hypercholesterolemia, 
hypertension,  and  smoking. 

Excessive  weight  can  unmask  diabetes  and 
conversely,  in  an  overweight  adult  with  overt 
diabetes,  weight  reduction  alone  can  control  the 
diabetes  and  often  return  the  glucose  tolerance 
curve  to  normal.20  At  present,  however,  there 
is  no  evidence  that  reducing  the  weight  before 
the  diabetes  becomes  symptomatic  makes  any 
difference  in  outcome  and/or  severity  of 
complications  compared  to  reducing  the  weight 
after  the  diabetes  has  become  symptomatic. 
There  is  obviously  nothing  wrong  with  adding  a 
yearly  weight  determination  to  the  nine  basic 
points  but  the  long-term  benefit  to  the  osten- 
sibly healthy  adult  is  not  firmly  established. 

(b)  Pelvic  examination  for  ovarian  carcinoma  — 
Ovarian  carcinoma  killed  an  estimated  10,800 
women  in  1976  according  to  American  Cancer 
Society  data.  We  need  a sensitive  test  to  detect 
this  tumor  before  it  has  spread  beyond  the 
ovary  itself,  but  physical  examination  is  not 
that  test.  Every  gynecologist  will  provide 
anecdotal  evidence  of  detection  of  ovarian 
carcinomas  in  localized  stage  by  physical 
examination  of  asymptomatic  women.  Five- 
year  survival  for  those  with  localized  disease  is 
70  percent  compared  to  a five-year  survival  of 
about  30  percent  for  non-localized  disease. 
Only  one  ovarian  cancer  will  be  detected  in 
every  10,000  pelvic  examinations;  the  over- 
whelming majority,  even  in  asymptomatic 
individuals,  will  show  at  least  local  extension.21 
Conversely,  in  some  patients  with  symptoms, 
the  disease  will  be  found  to  be  localized  at 
operation.  The  value  of  the  yearly  pelvic 
examination  for  detection  of  asymptomatic 
ovarian  cancer  as  public  health  policy  is  not 
proved. 

(c)  Rectal  examination  for  prostatic  or  rectal 
cancer—  As  indicated  previously,  the  guaiac  test 
for  occult  blood  in  the  stool  is  as  good  as  rectal 
examination  in  the  detection  of  bowel  car- 
cinoma. The  rectal  examination  is  virtually  a 
sacrosanct  component  of  the  annual  check-up. 
It  is  at  present  the  only  way  to  detect  car- 


cinoma of  the  prostate  in  the  early  stages  when 
the  cure  rate  by  radical  prostatectomy  is  very 
great.  However,  50  percent  of  men  over  age  50 
have  prostatic  cancer  at  autopsy;  most  often  the 
disease  does  no  harm.  Of  those  cases  detected 
by  yearly  rectal  examination,  the  majority  are 
in  the  more  advanced  and  less  curable  stages 
when  detected.22  Additionally,  the  best  study  to 
date  casts  serious  doubt  on  the  value  of  routine 
rectal  examination  for  prostatic  cancer.  The 
numbers  involved  were  small  (about  60-70  in 
each  group  in  the  critical  studies)  but  the  find- 
ings indicate  that  when  localized  disease  is 
detected,  either  by  physical  examination  or 
during  the  course  of  operation  for  benign 
prostatic  hypertrophy,  the  1 0 to  1 5-year  survival 
rate  is  no  different  among  the  following 
therapeutic  groups:  radical  prostatectomy  with 
or  without  estrogens;  placebo  versus  prostatec- 
tomy; placebo  versus  estrogen  therapy.  23ab 
Thus,  at  present,  it  is  unclear  whether  detection 
of  a prostatic  nodule  really  makes  any  dif- 
ference to  the  patient.  Recent  data,  not  yet 
buttressed  by  adequate  prospective,  controlled 
studies,  suggest  that  survival  may  be  improved 
by  use  of  intensive  local  radiation24  or  injection 
of  radioactive  iodine.  If  rectal  examination  is 
to  be  done,  in  view  of  the  slow  growth  of 
prostatic  tumors,  it  would  be  reasonable  to 
recommend  the  examination  once  every  three 
years  after  age  50. 

Procedures  not  recommended 

(a)  Blood  sugar.  There  is  no  evidence  that 
detecting  diabetes  in  its  pre-symptomatic 
phases  improves  the  prognosis  compared  to 
detecting  and  treating  the  diabetes  only  after 
symptoms  have  appeared. 

(b)  Urinalysis.  In  the  healthy,  non-pregnant 
adult,  the  finding  of  asymptomatic  proteinuria 
or  pyuria  does  not  improve  the  prognosis  of 
urinary  tract  infection,  nephritis  or  any  other 
disease  when  compared  to  treating  only  after 
symptoms  supervene. 

(c)  White  blood  count  and  differential  count. 
There  is  no  evidence  of  benefit  in  detecting  and 
treating  any  asymptomatic  disease  entity 
revealed  by  this  test. 
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(d)  Routine  physical  examination.  It  is  ad- 
visable for  every  adult  to  have  a physical 
examination  once  as  a baseline  but,  there- 
after, the  examination  for  the  asymptomatic 
adult  is,  for  the  most  part,  a waste  of  time.25 
It  is  difficult  to  find  any  disease  acquired  in 
adulthood  that  would  benefit  from  treatment 
during  its  pre-symptomatic  stages  after  being 
detected  on  routine  physical  examination. 

(e)  Chest  x-ray.  Current  studies  are  attempting 
to  assess  the  value  of  routine  chest  x-ray  in 
detecting  early  lung  cancer  in  asymptomatic 
high  risk  individuals,  i.e.,  those  who  have  a 
history  of  substantial  cigarette  use.  It  well  may 
be  that  in  these  individuals  the  routine  chest 
x-ray  will  enable  the  physician  to  detect  cancer 
when  the  tumor  is  localized  and  that  extir- 
pation at  that  time  will  significantly  increase 
length  of  survival.  However,  the  data  collected 
thus  far  on  routine  chest  x-rays  performed 
yearly  or  even  more  frequently  do  not  show  any 
significant  increase  in  five-year  survival  rate 
from  lung  cancer,  even  in  so-called  high  risk 
individuals.26  If  an  individual  smokes  over 
one-half  a pack  daily  and  has  been  doing  so  for 
at  least  ten  years,  chest  x-ray  every  six  months 
deserves  consideration,  but  the  data  are  not  yet 
convincing.  For  the  light  smoker  or  the  non- 
smoker,  the  chest  x-ray  is  a waste  of  time.  There 
are  those  who  still  feel  an  x-ray  is  desirable  to 
detect  tuberculosis.  However,  the  person  with 
early  tuberculosis  without  cough  is  not  con- 
tagious; there  is  no  evidence  that  treating 
pulmonary  tuberculosis  in  the  presymptomatic 
phase  results  in  a more  predictable  or  more 
rapid  recovery  compared  to  treating  the  disease 
once  the  patient  develops  symptoms  such  as 
cough,  fever,  and  expectoration.  It  would  seem 
desirable  to  have  one  chest  x-ray  as  an  adult  as 
a baseline. 

(0  Electrocardiogram.  There  is  really  nothing 
that  would  be  detected  on  the  cardiogram  of  an 
asymptomatic  individual  that  would  require 
intervention  except  for  evidence  of  coronary 
heart  disease  or  hypertensive  heart  disease,  and 
se  would  be  analyzed  better  by  determining 
blood  pressure  and  serum  cholesterol.  On  rare 
isions.  a severe  arrhythmia  will  be  detected 
that  has  not  been  noted  by  the  patient  but,  for 


the  most  part,  the  patient  is  aware  of  the 
arrhythmia.  Routine  electrocardiograms  can- 
not be  justified  by  the  rationalization  that 
significant  treatable  arrhythmias  will  be  de- 
tected in  apparently  healthy  asymptomatic 
adults.  As  with  a chest  x-ray  one  electro- 
cardiogram should  be  taken  and  should  be 
available  for  future  reference. 

Cost 

The  cost  of  the  nine-point  program  on  an 
annualized  basis  determined  by  reimbursement 
for  individual  tests  by  insurance  carriers  in  the 
State  of  New  Jersey  is  about  $35.  In  contrast, 
the  nine-point  program  plus  general  physical 
examination  ($29),  chest  x-ray  ($17),  electro- 
cardiogram ($22),  blood  glucose  ($5),  urinalysis 
($4),  white  blood  cell  count  and  differential 
count  ($5),  blood  urea  nitrogen  ($5)  and 
proctoscopy  ($25)  costs  the  patient  $137, 
which  is  a minimal  figure. 

Discussion 

The  program  outlined  is  based  on  our  per- 
ception of  the  data  available  to  us.  We  have 
summarized  the  program  in  Table  I.  Obviously, 
the  intervals  chosen  between  tests  represent 
somewhat  arbitrary  judgments  on  our  part.  It 
is  impossible  to  be  rigid  about  this  or  other 
programs.  Rather  they  should  be  presented  so 
that  the  medical  profession  can  reach  a con- 
sensus as  to  what  programs  make  sense  on  the 
basis  of  current  evidence,  ease  of  implementa- 
tion, and  practicality.  It  is  equally  important 
that  whatever  program  receives  approval 
then  should  be  applied  to  a defined  population 
using  different  health  education  strategies. 
Health  education  efforts  have  been  notoriously 
ineffective.  Part  of  the  problem  resides  in 
failure  to  test  the  efficacy  of  various  strategies 
and  messages.  In  some  cases  fear  messages 
are  effective;  in  other  instances  they  are 
counter-productive.27-'*  Yet,  for  the  most  part, 
physicians  “educate”  without  regard  for  the 
possibility  that  the  nature  of  the  message  may 
be  disadvantageous  for  a given  audience.  In 
addition  to  assessment  of  the  most  effective  type 
of  message  to  implement  a risk  factor  modifica- 
tion and  early  intervention  program,  careful 
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follow-up  studies  will  be  needed  to  determine 
the  effect  of  health  education  programs  on 
target  population  knowledge  and  attitudes. 
Additional  assessment  will  have  to  be  made  of 
two  outcome  measurements  — compliance  with 
the  advocated  program  components  and  effect 
on  disease  patterns.  Only  then  can  the  pro- 
gram be  applied  more  broadly. 

If  health  education  efforts  in  regard  to  disease 
prevention  and  early  intervention  are  to  suc- 
ceed, physicians  will  have  to  be  heavily  involved 
since  they  are  viewed  by  the  public  as  the  best 
sources  of  health  information. 

The  medical  profession  must  take  the  lead  in 
translating  any  program  into  school  health 
education  curricula  and  into  vigorous  and 
evaluated  school  and  community-based  pre- 
vention endeavors.  Additionally,  physicians 
must  set  a good  example  by  following  the 
program  components. 

If  the  rectal  examination  and  proctoscopy  are 
eliminated  or  performed  only  every  three  to 
six  years,  then  the  program  can  be  implemented 
for  the  most  part  by  well-trained  non-phy- 
sicians. A nurse  practitioner  could,  for  example, 
do  both  the  PAP  smears  and  breast  examina- 
tion. This  would  free  the  physician  to  focus  on 
high-risk  individuals  such  as  heavy  smokers  or 
those  with  a history  of  familial  polyposis. 
Rather  than  urging  adults  to  have  regular 
examinations  by  physicians  we  then  could  urge 
the  public  to  follow  a program  such  as  the  one 
outlined  herein  and  to  see  the  physician  only  if 
persisting  and/or  serious  signs  and  symptoms 
supervene. 

If  this  or  a similar  program  is  adopted  and 
vigorously  implemented,  it  would  be  important 
for  those  companies  offering  medical  insurance 
to  reduce  premiums  for  those  following  the 
programatic  components.  To  enhance  com- 
pliance each  person  could  be  given  his  or  her 
own  health  calendar  and  could  be  urged  to 
comply  with  the  program  in  the  month  in  which 
that  individual’s  birthday  occurs.  Each  person 
could  have  a 10- year  calendar  with  studies  to 


be  completed  listed  for  each  of  those  years. 

It  is  intriguing  that  there  are  so  few  items  in 
the  program,  and  although  each  of  the  points 
can  be  defended,  more  data  are  needed  on  two 
of  the  nine  points  — further  studies  could  show 
that  detection  of  asymptomatic  lumps  in  the 
breast  or  finding  blood  in  the  stool  of  apparent- 
ly healthy  persons  makes  no  difference  in  the 
five  to  ten  year  survival  percentage  in  patients 
with  tumors  of  the  breast  or  bowel. 

If  a specific  program  is  accepted  for  public 
health  policy,  that  program  must  be  flexible. 
We  are  advocating  a nine-point  program  with 
two  additional  studies  recommended  but  still 
listed  as  optional.  We  are  also  considering 
adding  two  other  components  if  evidence  can 
be  adduced  to  justify  their  inclusion  (weight 
and  pelvic  examinations).  Surely,  the  list  will 
change  with  time  both  in  number  of  items  and 
in  the  intervals  between  determinations.  New 
tests  are  being  developed  that  may  literally 
revolutionize  secondary  prevention.  For  ex- 
ample, radioimmuno-assay  analysis  of  serum 
acid  phosphatase  may  be  able  to  detect  prostatic 
carcinoma  in  its  earliest  stages.  It  seems  to  us 
that  new  items  should  be  added  to  the  program 
only  after  they  are  shown  convincingly  to  be 
effective. 

Unfortunately,  as  the  medical  profession 
reappraises  multiphasic  screening  and  the 
general  physical  examination,  it  is  receiving 
obloquy  from  the  press  and  some  politicians. 
Time  magazine  headlined  its  July  26,  1976 
article  “The  Annual  Rip-Off?”  In  point  of  fact, 
the  data  on  multiphasic  screening  are  just 
becoming  available  on  which  to  make  proper 
judgments  concerning  future  directions.  It  is 
now  a propitious  time  to  reexamine  our  ap- 
proach to  primary  and  secondary  prevention. 
We  must  have  consensus  on  a national  pro- 
gram that  can  be  utilized  for  health  education 
efforts  in  schools  and  communities.  We  believe 
the  proposed  program  is  a reasonable  starting 
point  for  a dialogue  that  could  culminate  in  a 
pragmatic  national  policy  for  risk  factor  modi- 
fication and  early  intervention. 
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Table  I 


Primary  and  Secondary  Prevention  Program 
for  Asymptomatic  Adults 

Highly  Recommended 


Hemoglobin 

Yearly 

Hem-occult®  for 
intestinal  bleeding 

Yearly  after  age  40 

Intraocular  tension 
Seat  belt  use 
Cigarettes  reduced 
to  10/day 

Every  5 years  after  age  35 

Pap  smear 

Every  2 years  after  age  25 

Breast  examination 

Self-examination  every 
3 months  after  age  30 
Yearly  examination  by 
expert 

Blood  pressure 

Every  2 years 

Cholesterol 

Every  2 years 
Optional 

Weight  yearly 

Control  mostly  for 
appearance,  and  for 
feelings  of  well-being 

Pelvic  yearly  after  50 

Not  cost  effective. 

for  ovarian  cancer 

benefit  uncertain 

Rectal  examination 

Every  3 years  after  age  50; 
benefit  not  fully  proved. 
Recommended. 

Proctoscopy 

Every  6 years  after  age  50; 
benefit  uncertain. 
Recommended. 

Mammography 

Every  2 years  after  age  50; 
controversial. 

Not  Recommended 

Routine  physical 
examination 
Electrocardiogram 

Blood  urea  nitrogen 
Chest  x-ray 

Blood  glucose 
Urinalysis 
White  blood  count 
and  differential 
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NEW  YORK  THURSDAY,  AUGUST  15, 


M PROCLAIMS 
WOMAN  SUFFRAGE 


Social  Security  Bill  Is  Signet 
Gives  Pensions  to  Aged,  Jo 


igns  Certificate  of  Ratification 
at  His'Home  Without 
Women  Witnesses. 


Roosevelt  Approves  Message  Intended  to  Benefit  30, 
Persons  When  States  Adopt  Cooperating  Laws-He 
the  Measure  ‘Cornerstone’of  His  Economic  Progi 


Wanted  Movies  of  Ceremony, 

: But  Both  Factions  Are 

ll^teTON,  Aug.  2A  mo- 


IILITANTS  VEXED  AT  PRIVACY. 


SENATE  APPROVES 
18-YEAR0LDV0TE 
IN  ALL  ELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,  MarchlO, 
1971— The  Senate  approve^ 

t-r'df?V  QA  0 S0i;  O 

TRUMAN  CLOSES 


WASHINGTON,  Aug. 
The  Social  Security  Bill, 
a broad  program  of  unem 
insurance  and  old  age 
and  counted  upon  to  her 
20,000,000  persons,  becan 
day  when  it  was  signed 
dent  Roosevelt  in  the  pi 
those  chiefly  responsibl 
ting  it  tb  ■•ougl  < ■ 

Mr.  Ro.  jevelt  caJ 
“the  co  erstone 


wh  a ao  >eing 


ED  NATIONS  CONFEREE 


TH  PLEA  TO  TRANSLAT \ 


HARTER  INTO  DEEDS 


NEW  WORLD  HOPE 


President  Hails  ‘Great 
Instrument  of  Peace/ 

Insists  (\  Be  Used 


ANDMARK 


Gives  Standing 
■B  Executive 
^ *eace  Gain 


"If  we  fail  to  use  it,”  Tie  declared 
to  the  solemn  final  meeting  of  the 
delegates,  ‘we  shall,  betray  all  of 
those  who  have  died  in  order  that 
we  might  meet  here  in  freedom  and 
safety  to  create  it.’ 

"If  we  seek  to  use  it  selfishly— for 
the  advantage  of  any  one  nation  or 
any  small  group  of  nations— we 
shall  be  equally  guilty  of  that  be- 
trayal." 

Fervent  Interpolation 
The  President,  speaking  in  the 
auditorium  of  the  War  Memorial 
Opera  House,  built  in  memory  of 
| sons  of  the  Golden  Gate  city  who 
I gave  their  lives  in  the  first  World. 

War,  in  which  he  himself  served, 
i seemed  to  give  unconscious  expres- 
sion to  the  solemn  feeling  of  the 
occasion  when,  at  the  outset  of  his 
speech,  he  Interpolated  the  words, 
half  a hope,  half  a prayer: 

"Oh.  wliatr  a great  day  this  can 
be'in  history!” 


Y.—  » T.„r — a ,v. 


WASHINGTON,  Jan.  27, 
1973— “With  the  signing  of 
the  peace  agreement  in 
Paris  today,  and  after  re- 
ceiving  a report  from 


me  Dra 


Ends 


PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer’s  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient’s  right  to  know  more  about  his 
or  her  prescription  medications,  (hie 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated, they  could  markedly  improve 
patient  knowledge  and  drug  therapy- 
laudable  goals  by  anyone’s  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
g(K>d.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow'  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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COLD  FEET 

LEG  CRAMPS 

TINNITUS 

DISCOMFORT 
ON  STANDING 


LIPO-NICIN 

A PERIPHERAL  VASODILATOR 


\\ 


IMMEDIATE  or  GRADUAL 


nicotinic  acid  therapy 


IMMEDIATE  RELEASE 


LIPO-NICIN/JOO  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide  ...  75  mg. 

Ascorbic  Acid  150  mg 

Thiamine  HCL  !B-1)  25  mg 

Riboflavin  (B-2)  2 mg 


Pyridoxine  HCL  (B-6)  10  mg 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Battles  of  100,  500, 

1000. 


LIPO-NICIN/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide  75  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (B  1)  25  mg 

Riboflavin  (B-2)  2 mg. 


Pyridoxine  HCL  (B-6)  10  mg. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000 


GRADUAL 

RELEASE 


LIPO-NICIN/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (H-l)  25  mg. 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCL  (8-6)  10  mg. 


In  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100.  500. 


Indications:  For  use  as  a vasodilator  in  the  symp- 
toms of  cold  feet,  leg  cramps,  dizziness,  memory 
loss  or  tinnitus  when  associated  with  impaired 
peripheral  circulation.  Also  provides  concomitant 
administration  of  the  listed  vitamins  The  warm 
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CASE  REPORTS 

Two  children  with  ALTB  progressed  to  respiratory  failure  despite  standard  con- 
servative management.  In  each,  endotracheal  intubation  was  performed.  Subsequent 
extubation  was  not  tolerated  and  tracheostomy  was  done.  Removal  of  the  tracheos- 
tomy tube  was  easily  accomplished  several  days  later. 

Endotracheal  Intubation  in  Acute 
Laryngotracheobronchitis 


Nasser  Rahbar,  M.D. 

Venkatesan  Krishnan,  M.D.,  and 
Richard  H.  Rapkin,  M.D.,  Piscataway 

The  management  of  respiratory  failure  in  acute 
laryngotracheobronchitis  (ALTB)  and  epi- 
glottitis (EPG)  has  had  much  attention  in  the 
recent  pediatric  literature.  The  question  of  when 
and  how  to  provide  an  artificial  airway  in  EPG 
seems  to  have  been  resolved  by  studies  which 
have  demonstrated  the  effectiveness  of  naso- 
tracheal intubation12  and  the  importance  of 
prompt  intervention  upon  diagnosis.  3-4  In 
ALTB,  however,  the  ideal  method  of  main- 
taining the  airway  when  respiratory  failure 
occurs  remains  doubtful.'  It  is  generally  agreed 
that  tracheostomy  is  effective,6  but  others  have 
found  nasotracheal  intubation  valuable. 710  In 
one  series,  however,  the  complication  rate  was 
inordinately  high  after  nasotracheal  intuba- 
tion.7 

Case  I.  A five-month-old  female  was  transferred  to 
CMDNJ-RMS-Raritan  Valley  Hospital  on  January  19, 
1976  for  care  of  croup. 

The  child  was  well  until  one  week  prior  to  admission  when 
she  developed  fever  and  an  upper  respiratory  infection, 
which  was  treated  symptomatically.  Five  days  prior  to 
transfer  she  had  a croupy  cough  and  stridor.  Ampicillin  by 
mouth  was  begun.  The  next  day,  the  cough  worsened;  an 
x-ray  showed  increased  bronchovascular  markings  so  she 
was  admitted  to  a local  hospital.  Ampicillin  (90  mg/kg/day 
I.M.)  and  dexamethasone  (1  mg/kg/day  I.M.)  were  given. 
Gradual  improvement  occurred  until  the  night  prior  to 
transfer  when  she  developed  respiratory  distress  with 
marked  stridor.  There  was  no  response  to  epinephrine 
administered  by  an  intermittent  positive  pressure  breathing 
device,  so  nasotracheal  intubation  was  performed  with 
prompt  relief  of  the  distress.  The  epiglottis  was  noted  to  be 
normal  by  the  endoscopist.  Past  history  and  family  history 
were  noncontributory  except  that  the  patient’s  mother  had 
a “virus”  with  hoarseness  two  weeks  prior. 

Physical  examination  revealed  a well-developed,  well- 
nourished  child  in  no  distress  with  a nasotracheal  tube  in 
place.  The  temperature  was  100°  F.,  the  respiratory  rate  28 


per  minute,  the  pulse  130  per  minute.  There  were  no  ab- 
normal findings. 

The  chest  x-ray,  complete  blood  count,  urinalysis,  nose, 
throat,  and  blood  cultures  were  normal.  Ampicillin  and 
dexamethasone  were  omitted,  and  the  nasotracheal  tube 
was  removed.  The  child  tolerated  extubation,  but  gradually 
became  increasingly  distressed;  twenty  hours  later  she  was 
in  major  respiratory  distress.  Arterial  blood  gases  with  an 
FiO;  30  percent  were  pO_45,  pCO:51,  pH7.27.  She  was 
reintubated  with  a 4.5  mm  straight  endotracheal  tube  with 
immediate  relief  of  distress. 

Intubation  was  maintained  for  seventy-two  hours,  following 
which  the  patient  was  extubated.  Within  forty-five  minutes, 
she  became  severely  distressed  and  cyanotic;  she  was 
reintubated  with  a 3.5  mm  tube  and  was  immediately  re- 
lieved. Four  hours  later,  an  elective  tracheostomy  was 
performed.  The  child  did  well  with  the  tracheostomy,  so 
six  days  later  the  size  0 tracheostomy  tube  was  replaced 
with  a size  00  tube.  Twenty-four  hours  after  that  she  was 
extubated  and  was  discharged  seventy-two  hours  later  in 
good  condition. 

Case  II.  A six-week  old  female  was  transferred  to  CMDNJ- 
RMS-Raritan  Valley  Hospital  on  February  27,  1976.  She 
had  been  well  until  four  days  earlier  when  she  developed  a 
mild  upper  respiratory  infection  with  cough.  Hoarseness 
occurred  two  days  later  and,  on  the  next  day,  respiratory 
distress  with  tachypnea  and  retractions  were  noted.  The 
child  was  admitted  to  a local  hospital  because  of  the  pro- 
gressive increase  in  distress.  Ampicillin  (110  mg/kg/day 
I.M.),  dexamethasone  (1  mg  stat  I.M.),  and  epinephrine 
with  intermittent  positive  pressure  respiratory  assistance 
were  administered  without  improvement.  A straight  endo- 
tracheal tube  measuring  4 mm  was  inserted;  the  epiglottis 
was  seen  to  be  normal.  The  child  was  transferred  to  Raritan 
Valley  Hospital. 

The  child  had  been  the  product  of  a full-term  pregnancy 
and  an  uncomplicated  delivery.  Her  father  had  had  an 
upper  respiratory  infection  with  cough  during  the  previous 
week. 

Physical  examination  revealed  an  endotracheal  tube  in 
place,  pulse  was  140  per  minute,  the  respiratory  rate  40  per 
minute,  and  the  temperature  101°  F.  The  height  and  weight 
were  at  the  25th  percentile.  The  rest  of  the  physical  exam- 
ination was  normal.  The  chest  x-ray,  urinalysis,  blood, 
urine,  and  throat  cultures  were  normal.  The  hemoglobin 
was  10.4,  hematocrit  29.8,  white  blood  count  16,000,  with 


•From  the  Department  of  Pediatrics,  Rutgers  Medical 
School,  CMDNJ,  Piscataway. 


VOL  74-NUMBER  9-SEPTEMBER  1977 


771 


37  polys,  18  bands,  18  lymphocytes,  8 monocytes,  1 eosino- 
phil, and  18  atypical  lymphocytes. 

Antibiotics  were  discontinued  and  the  child  did  well,  so  she 
was  extubated  twelve  hours  after  admission.  The  procedure 
was  tolerated,  but  in  twelve  hours  the  child  became  increas- 
ingly dyspneic  and  cyanotic.  Epinephrine,  administered  by 
an  intermittent  positive  pressure  device,  led  to  temporary 
relief. 

Recurrence  of  severe  distress  sixteen  hours  after  extubation 
required  reintubation  (again  with  a 4 mm  straight  endo- 
tracheal tube)  with  rapid  and  significant  improvement. 

The  tube  was  maintained  for  seventy-two  hours  and  was 
then  removed,  but  within  one  hour  the  child  became  severely 
distressed  and  required  reintubation  with  a 4 mm  tube  (the 
largest  that  could  be  passed).  The  epiglottis  was  normal, 
but  the  trachea  was  markedly  inflamed  and  edematous. 
Twenty-four  hours  later,  an  elective  tracheostomy  was 
done  with  a 00  tracheal  tube.  Six  days  later,  significant  air 
leakage  was  noted  around  the  tube  which  was  plugged. 
There  was  no  adverse  effect  so  the  tracheostomy  tube  was 
removed  thirty  minutes  later.  The  child  did  well  and  was 
discharged  after  another  four  days. 


Discussion 

Our  two  patients  had  respiratory  failures.  Each 
was  intubated  easily  and  successfully  and  did 
well  until  extubation  was  attempted.  Both 
patients  then  did  poorly  without  the  endo- 
tracheal tube,  which  had  to  be  replaced.  Neither 
tolerated  a second  attempt  at  extubation,  so 
tracheostomy  was  done.  Subsequent  extubation 
from  tracheostomy  was  easily  accomplished. 

It  is  uncertain  whether  a longer  period  of  endo- 
tracheal intubation  might  have  obviated  the 
need  for  tracheostomy.  Acute  laryngotracheo- 
bronchitis  can  be  slow  to  resolve;  the  severity 
of  disease  in  these  two  patients  probably 
destined  them  to  a prolonged  period  of  tracheal 
inflammation. 

Did  these  patients  have  ALTB?  Although 
younger  than  average  for  this  disease  the  posi- 
tive evidence  is  strong.  Each  had  a parent  with 
an  acute  respiratory  disease.  Neither  had 
epiglottitis  or  a foreign  body.  Neither  had 
evidence  for  diphtheria,  angioneurotic  edema, 
or  retropharyngeal  abscess.  Neither  patient 
had  positive  bacterial  cultures,  but  viral  studies 
were  not  done.  Whether  our  patients  would 
have  done  better  with  initial  tracheostomy  or 
as  well  with  a longer  period  of  endotracheal 
intubation  is  speculative.  We  considered  the 


above  factors  in  our  decision  to  intubate 
initially  and  subsequently  perform  the  trach- 
eostomies. 

The  endoscopist  recommended  tracheostomy 
because  on  observation  the  trachea  was  as  nar- 
row prior  to  reintubation  as  it  had  been  initially 
and  he  was  concerned  about  subsequent 
tracheal  damage.  Although  intubation  is 
preferable  to  tracheostomy  if  it  is  effective,  it 
is  obvious  that  clinical  extrapolation  from  our 
two  patients  is  not  justified. 

Speculation 

The  cases  presented  fit  an  hypothesis  which 
needs  to  be  tested:  Endotracheal  intubation, 
as  compared  to  tracheostomy,  might  be  a poor 
choice  in  respiratory  failure  of  ALTB.  One  may 
speculate  that  the  tube  would  be  placed  im- 
mediately adjacent  to  the  inflamed,  edematous, 
and  narrowed  trachea;  and  it  might  then 
intensify  or  prolong  the  inflammation  by  its 
pressure  effect.  Tracheostomy,  usually  done 
distal  to  the  area  of  maximal  narrowing,  might 
be  less  injurious  to  the  inflamed  trachea. 

This  clearly  is  not  an  all-or-none  phenome- 
non8, so  one  must  select  individual  treatment 
for  each  patient.  Prolonging  the  disease  slightly 
by  endotracheal  intubation  in  some  children 
may  be  a reasonable  price  to  pay  if  one  can 
avoid  tracheostomy  in  most.  Llntil  additional 
studies  comparing  these  modalities  are  done, 
the  controversy  remains  unresolved1-. 

Summary 

Two  patients  with  ALTB  and  respiratory 
failure  had  endotracheal  intubation.  Despite 
attempts  at  extubation,  tracheostomy  was 
necessary.  Subsequent  extubation  was  then 
easily  accomplished.  The  ideal  artificial  airway 
for  respiratory  failure  in  ALTB  (endotracheal 
tube  or  tracheostomy)  is  not  yet  known. 
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Professional  Sanctions  Few  for  Alcoholic  MD's* 


Inpatient  treatment  for  alcohol-related  prob- 
lems and  encounters  with  the  law  were  common 
experiences  for  a group  of  alcoholic  physicians 
before  their  recovery,  but  they  were  subjected 
to  relatively  little  disciplinary  action  by  the 
medical  profession,  according  to  Dr.  LeClair 
Bissell  and  Robert  W.  Jones. 

These  findings,  based  on  a study  of  98  re- 
covered alcoholic  physicians,  raise  questions 
about  the  self-regulation  of  colleagues  by  a 
professional  group  said  Dr.  Bissell  and  Mr. 
Jones  of  the  Roosevelt  Hospital,  New  York 
City. 

Seventy-one  of  the  study  subjects  had  been 
admitted  to  treatment  institutions  one  or  more 
times.  Forty-eight  had  been  arrested,  37  had 
been  jailed,  and  19  had  lost  their  driver’s 
license,  according  to  results  of  a questionnaire. 
The  study  group  accumulated  a total  of  219 
arrests  and  1 70  j ailings. 

On  the  other  hand,  disciplinary  action  applied 
to  the  98  doctors  by  their  profession  consisted 
mainly  of  admonitions  or  warnings.  Fifty-eight 
were  admonished  by  colleagues  and  20  were 
warned  by  their  medical  society  or  licensing 


board.  In  addition,  20  lost  their  hospital  priv- 
ileges, eight  lost  their  medical  license,  and  one 
lost  his  narcotics  license.  Thirty-three  ex- 
perienced no  professional  sanctions  at  all,  the 
researchers  reported. 

A sizable,  but  unrecorded,  number  of  the 
physicians  volunteered  the  opinion  that  their 
alcoholism  had  never  resulted  in  injury  to  their 
patients.  “Although  this  feeling  is  often  shared 
by  the  colleagues  of  alcoholic  physicians,  it  is  a 
view  that  is  difficult  to  accept,”  the  researchers 
said.  “There  can  be  little  doubt  that  the  patients 
of  an  alcoholic  physician  receive  a lesser  level  of 
care  than  that  physician  is  able  to  deliver  when 
he  is  sober.” 

The  study  was  published  in  the  American 
Journal  of  Psychiatry  (Vol.  113,  pp.  1142-46, 
1976).  More  information  may  be  obtained  by 
writing  Dr.  Bissell,  Chief,  Alcoholism  Treat- 
ment and  Training  Center,  Roosevelt  Hospital, 
428  West  59th  Street,  New  York  10019. 


‘From  DHEW  Publication  No.  (ADM)  77-151,  National 
Institute  on  Alcohol  Abuse  and  Alcoholism,  Rockville, 
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The  authors  present  a very  unusual  and  dramatic  case  of  an  eight-week  old  infant 
who  rapidly  succumbed  when  an  intestinal  hemangioma  resulted  in  intussusception, 
shock,  and  death.  Literature  review  was  relatively  unrewarding  for  infants  with  this 
interesting  combination.  However,  one  could  find  a markedly  greater  time-lag  from 
symptom  onset  until  clinical  disease  became  manifest.  The  high  mortality  rate 
noted  in  previous  cases  as  well  as  in  ours  made  reporting  this  a worthwhile  endeavor. 

Intestinal  Hemangioma  with 
Intussusception  in  Infancy 


M.  N.  Boulis,  M.D.,  Stanley  Karp,  M.D. 
M.  F.  Rubinstein,  M.D.,  Cinnaminson 

Hemangiomas  of  the  intestinal  tract  are  ex- 
tremely rare,  but  have  been  observed  in  all  age 
groups.  Hemangiomas  that  cause  intussuscep- 
tion occur  so  rarely  that  no  one  has  collected 
sufficient  experience  to  develop  appropriate 
treatment.  It  is  the  purpose  of  this  article  to  re- 
port a case  of  an  intestinal  hemangioma  with 
intussusception  and  review  the  literature. 

Case  Report 

The  patient  was  an  eight-week-old  male  infant,  who  was  de- 
livered after  an  uncomplicated  term  pregnancy.  His  birth 
weight  was  3.4  kg.  and  the  neonatal  hospital  period  was 
unremarkable  except  for  the  presence  of  bilateral  occipital 
cephalhematomas.  He  was  discharged  in  good  condition 
and  was  subsequently  seen  for  his  first  check-up  at  five 
weeks  of  age.  at  which  time  he  was  considered  normal,  save 
for  resolving  cephalhematomas. 

At  eight  weeks  of  life,  he  vomited  all  feedings;  the  bowel 
movements  were  normal.  He  was  seen  approximately  six 
hours  following  onset  of  symptoms  and  was  noted  to  have 
adequate  hydration  and  a soft  abdomen  with  no  abnormal 
masses  or  organomegaly. 

Diet  restrictions  were  instituted  and  Donnatol*.  five  drops 
every  six  hours,  was  prescribed.  Emesis  continued  and  bile 
staining  was  noted  by  the  following  morning.  The  mother 
next  noted  a ring  of  pink  staining  on  the  diaper  and  reexam- 
ination was  undertaken  within  two  hours  of  this  apparent 
passage  of  rectal  blood.  The  child  was  afebrile  but  pale, 
tachypneic  and  diaphorectic  with  a moderately  distended 
abdomen  and  absent  bowel  sounds. 

During  the  examination,  he  passed  approximately  20  cc.  of 
clotted,  mucoid  blood  per  rectum.  A “stat"  hematocrit  was 
46  percent.  Immediate  hospitalization  was  advised  and  the 
child  was  evaluated  by  the  consulting  surgeon,  who  felt  that 
the  child  was  in  shock  as  a result  of  significant  gastrointes- 
tinal bleeding.  Cardiorespiratory  arrest  occurred  during 
attempts  at  saphenous  vein  cutdown  for  a blood  transfusion. 
All  efforts  toward  resuscitation  failed.  The  time  interval 
from  onset  of  initial  symptoms  to  ultimate  demise  was  ap- 
proximately 20  hours. 


The  gross  post-mortem  examination  revealed  a mass  at  the 
ileocecal  junction.  With  resection,  there  was  an  ileocecal 
intussusception  with  a moderate-sized  hemangioma  in  the 
distal  ileum.  The  hemangioma  caused  the  intussusception 
and  this  was  confirmed  by  microscopic  examination  of  the 
ileal  specimen.  Inspection  of  the  remaining  intestinal  tract 
failed  to  reveal  other  hemangiomas  and  there  were  none 
noted  on  the  skin. 

Discussion  and  Literature  Review 

The  incidence  of  intestinal  tract  hemangiomas 
is  relatively  small  in  published  series.  Gentry, 
etal..  reviewed  1 .400.000  case  records  at  Mayo 
Clinic  and  found  only  106  cases  of  vascular 
lesions  of  the  intestines.  Of  the  47  cases  of  he- 
mangiomas of  the  gastrointestinal  tract  report- 
ed by  Nader  and  Margolin  in  1 966.-  hemor- 
rhage was  the  presenting  symptom  in  nearly  75 
percent,  obstruction  or  intussusception  in  13 
percent  and  chronic  anemia  in  12  percent.  In 
their  reported  cases,  16  years  was  the  average 
duration  of  symptoms  before  diagnosis.  In 
many  of  the  cases  a definite  age  of  onset  of 
symptoms  was  not  known,  but  such  statements 
as  “since  birth”  or  “in  infancy”  were  common 
in  case  histories.  There  was  no  significant  sex 
distribution.  Nearly  50  percent  of  the  reported 
cases  were  associated  with  cutaneous  heman- 
giomas,3 a phenomenon  which  was  lacking  in 
our  patient.  The  finding  of  cutaneous  hemangio- 
mas in  an  infant  who  presents  with  intestinal 
obstruction  or  bleeding  should  alert  the  physi- 
cian to  this  diagnostic  possibility.  The  mortality 
of  intestinal  hemangioma  with  intussusception 
is  nearly  30  percent. 

Our  case  emphasized  two  salient  points.  The 
first  is  the  extremely  young  age  of  the  patient 
whose  symptoms  began  at  eight  weeks,  and  the 
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second  is  the  extremely  rapid  demise,  20  hours 
after  the  onset  of  minimal  symptoms.  Such  a 
rapid  course  prevented  the  institution  of  surgi- 
cal treatment  to  abort  the  fatal  hemorrhage 
and  intestinal  obstruction  which  ensued. 
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Pediatric  Briefs 

Magnesium  Therapy  in  Neonatal  Tetany.  Turner,  T.  L.  et  al.:  Lancet  1 :283  (1977) 

One  hundred  infants  w ith  symptomatic  late  (greater  than  4 days  of  age)  hypocalcemia  were  treated 
with  either  phenobarbital,  calcium  gluconate,  or  magnesium  sulfate  (0.2  ml/kg  of  a 50%  solution, 
1M,  twice,  at  12  hour  intervals).  The  magnesium  sulfate  treated  group  did  far  better  than  either 
other  group  both  in  terms  of  convulsions  and  in  rapidity  of  return  of  calcium  to  normal. 

Comment:  The  neonatal  hypocalcemia  due  to  mild  transient  hypoparathyroidism  and  high 
phosphate  formulas  seems  to  respond  well  to  magnesium  sulfate.  Magnesium  appears  to  mobilize 
calcium  and  stimulate  parathormone  production.  It  may,  therefore,  be  the  treatment  of  choice  in 
late  hypocalcemia  “whether  or  not  hypomagnesemia  is  present”.  R.H.R. 


Bronchiolitis  and  Asthma:  Possible  Common  Pathogenic  Pathways.  McIntosh,  L.:  J All  Clin  Imm 

57:595  (1976) 

Bronchiolitis  is  usually  a viral  disease.  Many  children  who  get  over  bronchiolitis  have  other  epi- 
sodes of  wheezing,  often  in  association  with  other  viral  infections.  Children  who  get  Respiratory- 
Syncytial  Virus  (RSV)  infections  without  wheezing  are  less  likely  to  wheeze  subsequently.  Children 
who  get  bronchiolitis  from  parainfluenzae  viruses  will  more  likely  wheeze  subsequently  than  those 
who  get  bronchiolitis  from  RSV. 

Comment:  This  review  summarizes  current  knowledge  of  bronchiolitis'  relationship  to  asthma. 
More  questions  than  answers  are  provided.  The  previous  work  of  Polmar  [ Peds  50:279  (1972)] 
suggests  that  a method  of  differentiation  may  be  the  determination  of  IgE  levels.  This,  however, 
does  not  help  clarify  the  common  clinical  observation  that  some  children  (30-50%)  who  have 
classical  “viral”  bronchiolitis  have  recurrences  which  seem  more  and  more  allergic.  R.H.R. 


ipi-  from  CMDNJ-Rutgers  Medical  School  Pediatric  Newsletter  (Vol.  1.  No.  5.  March  1977).  Richard  H Rapkin. 
V.  Editor  Dr  Rapkin  has  given  The  Journal  permission  to  reprint  this  material  from  time  to  time. 
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TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 

Nicin- 

A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 

Each  CEREBRO-NICIN  capsule  contains: 


Pentylenetetrazols  100  mg 

Nicotinic  Acid  100  mg. 

Ascorbic  Acid  100  mg. 

Thiamine  HCI  25  mg. 

I-Glutamic  Acid  50  mg. 

Niacinamide  5 mg. 

Riboflavin  2 mg. 

Pyridoxine  HCI  3 mg. 


AVAILABLE:  Bottles  100.  500.  1000 
SIDE  EFFECTS:  Most  persons  experience  a flushing  and 
tingling  sensation  after  taking  a higher  potency  mco 
time  acid.  As  a secondary  reaction  some  will  complain 
of  nausea,  sweating  and  abdominal  cramps  The  re 
action  is  usually  transient 

INDICATIONS:  As  a cerebral  stimulant  and  vasodilator 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three 
times  daily  adjusted  to  the  individual  patient 
WARNING:  Overdosage  may  cause  muscle  tremor  and 
convulsions . 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  thres 
hold. 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription.  Keep  out  of  reach  of  children 


Write  tor  literature  and  samples  . . . 

( BRCtVijl  THE  BROWN  PHARMACEUTICAL  CO. 

. 2500  W.  6th  St..  Los  Angeles.  Calif.  90057 

L.  ^ 


DOCTORS:  STUFF  MORE 
MONEY  INTO  YOUR 
PENSION  PLAN. 


VS. 


25°/o 


Let  National  Pension  Planners  show  you  how  to 
maximize  your  retirement  plan  contributions  and  de- 
ductions The  Tax  Reform  Act  of  1974  (ERISA) 
normally  limits  plan  contributions  to  25%  of  salary 
or  $25,000,  whichever  is  smaller  Even  by  com- 
bining a pension  and  profit-sharing  plan,  corpo- 
rate deduction  is  limited  to  25%- National  Pen- 
sion Planners,  using  ERISA  guidelines,  has 
successfully  combined  plans  that  threw  off 
80%  or  more  to  principals  That's  80%  of 
the  total  investment  plus  80%  of  the  prin- 
cipal's salary  And  it's  totally  tax  deduct- 
ible1 

Whether  incorporated  or  unincorpo- 
rated, let  National  Pension  Planners 
show  you  how  it  s done 


NATIONAL  PENSION  PLANNERS 

1 TALBOTTOWN,  P.O.  Box  6 
EASTON,  MD.  21601 
CALL  COLLECT: 


301-822-8220 


New  Study  Just  Released! 

Important 

information 

for  physicians 
about  generics 

Latest  National  Survey*  Reports: 

Pharmacists  again  prefer 

PUREPAC 

Over  every  other  generic  manufacturer. 

There  are  5 major  national  drug  manu- 
facturers with  generic  lines:  Purepac, 

Pfizer,  Lederle,  Parke-Davis  and  SmithKline, 
but  only  Purepac  manufactures  more  of  its 
generic  products — in  its  own  plants,  than 
any  of  the  other  4. 

Purepac’s  is  the  most  complete  of  all 
these  national  generic  lines,  and  Purepac's 
prices  are  more  economical. 

Now  that  many  states  have  repealed 
their  anti-substitution  law,  you  can  help 
reduce  your  patients  prescription  costs 
with  quality  generics.  Prescribe  Purepac, 

jfef  Manufacturers  of  Fine  Pharmaceuticals  for  Over  48  Years 

Purepac 

Elizabeth,  NJ  07207 

AMERIC A S LEADING  NATIONAL  BRAND  OF  GENERICS 


or  request  your  pharmacists  to  dispense 
the  Purepac  brand. 

Bio-availability  data  of  Purepac  manu- 
factured pharmaceuticals  and  Generic 
Reference  Chart  are  yours  upon  request. 

*The  November  1976  study  by  American 
Druggist  Magazine  reconfirms  Purepac 
leadership  over  every  other  generic 
manufacturer. 

Copies  of  this  study,  and  Purepac’s  Annual 
Report  are  available. 


Special  Report 


A telephone  survey  of  Middlesex  County,  New  Jersey  disclosed  significant  attitudes 
toward  medical  care  and  health  education.  Nearly  half  the  respondents  complained 
about  excessive  waiting  before  they  actually  saw  medical  personnel  in  offices,  clinics, 
or  emergency  rooms.  The  majority  had  no  complaints  about  the  type  or  quality  of 
care  once  they  reached  the  physician.  Three-quarters  of  them  would  turn  to  a phy- 
sician to  answer  a health  question,  although  many  respondents  under  40  would  first 
consult  reference  books.  Four-fifths  of  respondents  desired  more  health  education 
from  the  mass  media.  The  print  media  were  regarded  as  the  most  convenient  means 
of  obtaining  health  information  by  42  percent  but  TV  was  preferred  by  22  percent. 
Surprisingly,  a single  Public  Broadcasting  System  station  ( Channel  13)  from  New 
York  City  outpolled  (60  to  36.5  percent)  all  of  the  other  TV  stations  (three  national 
networks  and  the  New  Jersey  PBS  system)  when  the  question  was:  "Which  TV  health 
education  reaches  you?"  A considerable  number  (33.5  percent)  volunteered  the  sug- 
gestion that  schools  should  provide  more  health  education  also.  Many  respondents 
wanted  more  information  about  emergency  measures,  resuscitation  techniques, 
hypertension,  cancer,  heart  diseases,  and  childhood  diseases. 


Public  Opinion  about  Medical  Care  and  Health  Education* 

G.  Paegle,  J.  Aumente,  A.  Isbit,  Ph.D.  and  R.  Paegle,  M.D.,  Navesink 


What  do  consumers  think  of  health-care  pro- 
viders? We  should  know  because  consumer 
voices  have  been  less  audible  in  the  debate  about 
health-care  quality  than  the  politicians,  news- 
media,  and  other  interest  groups.  Therefore,  we 
concentrated  on  the  public  at  large. 

Disease  patterns  also  are  changing,  with  chronic 
diseases  and  geriatric  problems  becoming  more 
prominent.  In  addition,  education  of  patients  is 
needed  to  impress  them  with  the  importance  of 
behavior  and  environment  factors  in  epidemi- 
ology and  etiology  of  disease1.  For  example, 
physicians  enter  the  picture  at  the  end-stage  of 
cardiovascular  disease,  when  a heart  attack  or 
a stroke  has  dropped  a patient  in  his  tracks. 
Only  the  public  can  change  its  own  dietary  and 
social  habits  in  order  to  decrease  the  incidence 
and  severity  of  arteriosclerotic  heart  disease. 
Dietary  and  social  habits  play  key  roles  in  many 
of  the  important  diseases  afflicting  our  popula- 
tion, prompting  many  health-care  systems  to 
adopt  the  concept  of  “partnership  for  health.” 

However,  for  such  a partnership  to  succeed,  it 
requires  greater  education  on  the  part  of  the 
patient-partner.  Therefore,  eliciting  public 
opinion  about  health  care  education  and  the  role 
our  news  media  have  played  and  could  play  in 
the  future  for  providing  health  care  information 
was  another  goal  of  this  survey. 


Methods  and  Results 

Middlesex  County  has  a mixture  of  population 
from  such  standpoints  as  economics,  education, 
social  scale,  ethnicity,  and  urban-suburban 
backgrounds.  Random  selection  of  telephone 
numbers  from  the  current  local  directory  (one 
number  from  each  page)  permitted  access  to  all 
areas  listed  in  the  directory.  We  dialed  436 
numbers.  Where  the  number  called  did  not  an- 
swer the  first  time,  the  number  was  tried  at 
least  three  different  times,  on  different  days  and 
at  different  times  of  the  day.  Fifty-two  percent 
answered  the  telephone  survey.  Each  family 
consisted  of  an  average  of  4.4  persons.  The  sex 
ratio  of  respondents  was  73:27,  femaleimale. 
Half  were  under  40,  a datum  elicited  by  asking, 
“Do  you  belong  to  the  under-or-over  40  age 
group?” 

Question  1:  If  you  needed  an  answer  to  a health  question, 
whom  would  you  ask? 

Answers:  Doctor:  74%;  Nurse:  2%;  Family  Member:  5.5%; 
Other:  15%;  No  Opinion:  3.5%. 

Differences  showed  up  between  those  over  40  and  those 


’Presented  in  part  at  the  6th  Annual  Conference  of  the 
Health  Education  Media  Association,  April  22-25,  Miami. 
Florida.  Mrs.  Paegle  is  research  associate  at  the  Education 
Federation.  Navesink.  New  Jersey;  Mr.  Aumente  is  Chair- 
man. Department  of  Journalism  and  Urban  Communica- 
tions. and  Director,  Urban  Communications  and  Research 
Center,  Rutgers  University;  Dr.  Isbit  is  a staff  writer  for 
Rutgers  University  News  Service;  Dr.  Paegle  is  Former 
Chairman  of  the  Program  Committee  of  the  Middlesex 
County  Medical  Society. 
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under  40.  More  of  the  older  (81  percent)  would  turn  to  a 
doctor  than  would  the  younger  (66  percent).  Of  the  younger, 
18  percent  would  turn  to  reference  books  first,  and  contact 
a physician  only  if  the  situation  became  worse  or  it  was  a 
question  of  a serious  illness.  Another  10  percent  of  the 
younger  group  would  turn  to  another  family  member  first. 
Only  7 percent  of  the  older  individuals  would  turn  to  refer- 
ence books,  and  less  than  one  percent  would  turn  to  another 
family  member. 

Question  2:  What  means  of  health  education  do  you  find 
most  convenient? 

Answers:  Newspapers  and  Magazines:  45%;  Television: 
23.5%;  Lectures  at  hospitals  or  schools:  17%;  Other:  6.5%; 
Pamphlets:  6.5%;  Hot  line:  3%. 

Question  3:  Which  TV  health  education  information  reaches 
you? 

Answers:  WNET  (PBS  Channel  13):  60%;  National  net- 
works (NBC,  CBS,  ABC):  27.5%;  New  Jersey  PBS  (Chan- 
nels 50  and  52):  7%. 

Question  4:  Should  TV,  radio  and  newspapers  do  more  in 
health  education? 

Answers:  Yes:  80%;  No:  14.5%;  No  Opinion:  5.5%. 

Question  5:  Do  you  have  any  suggestions  on  how  to  improve 
health  education? 

Answers  One-third  (33  percent)  of  the  respondents  favored 
a greater  role  for  public  schools  in  health  education.  Greater 
educational  effort  by  physicians  was  the  preference  of  17 
percent.  Another  14.5  percent  wanted  adult  education  pro- 
grams run  by  hospitals  or  townships.  “Don't  know"  was  the 
answer  for  29.5  percent.  More  clinic  and  outpatient  educa- 
tion centers  were  urged  by  2.5  percent. 

Question  6:  What  health  care  topics  would  you  like  to  know 
more  about? 

Answers:  Most  respondents  did  not  have  answers  ready. 
When  the  interviewer  read  a list  of  possibilities,  respondents 
selected  from  among  them.  The  descending  order  of  prefer- 
ences was:  Emergency  medicine  and  resuscitation  tech- 
niques: 39%;  cancer:  17%;  hypertension:  15.5%  all  on  the 
list:  16.5%;  heart  disease:  14%;  diabetes:  10%;  childhood 
diseases:  5.5%.  Each  of  the  following  was  the  choice  of  less 
than  3%:  accidents,  mental  health,  venereal  disease,  addict 
recognition,  birth  defects,  learning  disabilities,  dangers  of 
food  and  drug  additives,  physical  fitness,  headache,  meno- 
pause, common  cold,  and  problems  of  the  handicapped. 

Question  7:  Reporters  have  criticized  doctors.  Hospital  and 
malpractice  insurance  costs  keep  going  up.  What  do  you 
think  about  this? 

Answers:  A peculiar  combination  of  responses  were  elided. 
Many  people  dissatisfied  with  the  overall  situation  had  no 
complaints  about  their  own  physicians.  Percentages  for  each 
kind  of  reply  were  as  follows:  High  malpractice  costs  are 
the  fault  of  litigious  patients  and/or  attorneys:  16%;  “no 
comment"  or  "don’t  know":  22%;  physicians'  fault:  12%; 
insurance  underwriters'  fault:  10.5%. 

The  respondents  were  full  of  barbed  comments  about  the 
various  targets  of  their  anger.  Among  the  targets  they 
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selected:  people  in  general,  lawyers,  “quick-buck"  hunger, 
American  Medical  Association,  greed,  physicians,  bill- 
padding, Medicare,  Medicaid,  medical-education  costs, 
loss  of  contact  between  physicians  and  patients,  health  in- 
surance, insurance  underwriters,  need  for  clinics  for  middle- 
class  patients,  hospital  expansion,  government,  hospital 
overhead  and  mismanagement. 

The  comments  included: 

"It's  so  easy  to  start  a suit  today." 

"Too  much  greed.  Settlements  are  far  in  excess  of  what  they 
should  be." 

"Doctors  are  paying  more  to  get  an  education." 

"Doctors  lost  contact  w ith  patients.  Too  money  conscious." 

“No  objection  to  cost  if  care  is  good." 

"Insurance  companies  are  a racket.  They  promise  to  cover 
a lot,  but  when  you  get  sick,  you  realize  they  don't  cover  half 
of  anything." 

"Have  no  complaints.  Being  treated  for  cancer  at  present." 

Question  8:  Have  you  or  any  of  your  friends  had  problems 
with  doctors  or  clinics  recently?  If  so,  about  what? 

Answers:  A large  majority  of  the  respondents  initially  de- 
nied having  any  problems  or  knowledge  of  others  who  had 
complaints  about  the  care  they  had  received  from  their  doc- 
tors. Some  expressed  compliments  about  their  doctors  as 
well  as  their  staffs.  A variety  of  problems  cited  included: 
difficulties  in  selection  of  a physician  in  a new  community, 
dunning  by  psychiatrist  for  past-due  bill,  charge  for  office 
visit  to  learn  that  nothing's  wrong,  reluctance  of  physician 
to  respond  to  need  for  specialist,  physician  negligence,  over- 
specialization by  physicians,  medication  overdose,  physician 
haste,  and  refusal  to  treat  because  Medicare  pays  loo  little. 
The  comments  included  the  following: 

“It  takes  a long  time  to  find  a good  doctor  when  moving  to 
a new  area  I had  to  interview  several  before  I found  one." 

“Charging  you  $20  to  tell  you  everything  is  OK  isn't  fair." 

"A  friend  of  ours  has  heart  trouble  and  may  have  a brain 
tumor.  She  can’t  find  a doctor  to  treat  her.  About  a dozen 
have  refused  because  she  is  on  Medicare." 

“Doctors  are  too  specialized.  You  could  have  a heart  attack 
in  a gynecologist's  office  and  he  wouldn't  do  anything  be- 
cause it’s  not  his  specialty." 

Question  9:  Have  you  had  to  wait  in  doctors  offices? 

Answers  Yes:  48%;  No:  33%;  No  comment:  19%. 

Many  of  those  who  complained  about  excessive  wailing  pe- 
riods otherwise  had  no  complaints  about  their  health  care  or 
were  even  complimentary  about  it.  The  negative  comments 
included: 

"I  had  to  change  doctors  even  though  I liked  my  old  one. 
The  note  on  his  door  ‘You  could  be  the  emergency.'  wore 
thin  after  prolonged,  up  to  3-hour  waits  in  his  office.  I'm  not 
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satisfied  with  my  new  doctor  but  at  least  I don’t  have  to 
wait.” 

“If  a doctor  can’t  see  me  at  the  appointed  time,  he  should 
pay  me  for  waiting.” 

“I  switched  doctors  after  waiting  at  an  office  for  5 hours.” 

“If  he  knows  he  can’t  see  a patient  in  15  minutes,  why  sched- 
ule appointments  like  this?  But  the  doctor  does  not  care  — 
he’ll  get  his  $25-35.  No  one  pays  you.” 

“Doctors’  fault,  because  they  conduct  their  personal  busi- 
ness in  their  office,  like  chatting  with  drug  salesmen  and 
insurance  agents  while  patient  waits." 

“Doctors'  fault.  He  controls  the  use  of  his  staff.  The  prob- 
lem is  he's  money  mad." 

“Doctors  at  fault.  Should  charge  them  because  I had  to  wait 
3-4  hours.” 

“Doctors  take  too  many  patients." 

“Terrible!  Awful  waiting!  I can  see  a reason  for  it  in  a baby 
doctor’s  office  but  not  in  a regular  one.  Doctors  at  fault.” 

“Terrible.  I guess  there  are  a lot  of  sick  people." 

“Not  enough  doctors.” 

“No,  because  I have  learned  to  beat  the  system.  I make 
mine  the  first  appointment.” 

Discussion 

The  diversity  of  the  population  in  the  surveyed 
county  makes  it  more  likely  that  the  responses 
also  represent,  in  broad  outlines,  the  opinions 
encountered  elsewhere  in  the  state  as  well  as  in 
the  United  States.  This  assumption  is  bolstered 
by  the  fact  that  our  results  regarding  the  overall 
public  trust  in  physicians’  performance  and 
reliability  are  in  accord  with  the  high  marks 
given  physicians  for  honesty  and  ethical  stan- 
dards as  well  as  the  public’s  confidence  in  physi- 
cians’ organizations  revealed  by  nationwide 
Gallup  polls2.  Consequently,  we  are  confident 
that  the  information  gathered  here  has  a height- 
ened validity  wherever  questions  of  attitudes  of 
consumers  toward  health  care  become  the  sub- 
ject of  discussion. 

Significant,  first  of  all,  is  the  emphasis  of  re- 
spondents on  the  physician’s,  clinic’s  or  emer- 
gency room’s  waiting  areas.  Waiting  and 
crowding  were  common  irritants  to  patients, 
even  if  the  majority  were  satisfied  with  the  care 
they  finally  received.  This  is  a significant  factor 
in  planning  medical-care  delivery,  and  one  to  be 


given  greater  importance  by  facility  planners, 
physicians,  and  others.  The  intensity  of  the  re- 
sponse was  not  anticipated,  hence  the  question- 
naire had  no  provisions  for  quantifying  the 
actual  time  spent  in  waiting  rooms.  In  view  of 
the  implications  of  the  responses,  further  studies 
seem  indicated. 

Waiting  must  be  considered  as  a prime  factor 
in  complaints  about  physicians’  fees.  The 
United  States  has  the  most  “time-is-money” 
and  efficiency-oriented  society  in  the  world. 
Drive-ins,  speed  check-out  counters,  com- 
puterized scheduling,  and  a plethora  of  other 
practices  all  are  geared  to  cutting  down  waiting. 
To  be  forced  to  wait  at  a time  when  one  is  in 
pain  or  one’s  health  and/or  happiness  seems  in 
jeopardy  may  be  doubly  infuriating.  Hence,  it 
should  not  be  surprising  that  the  irritated 
patient  observes,  while  waiting,  other  activities 
considered  to  be  inefficient  use  of  time  or 
facilities  and  builds  a resentment.  For  example, 
the  patient  may  count  up  the  number  of  waiting 
patients,  multiply  by  the  amount  charged  for 
one  visit  and  arrive  at  an  exaggerated  estimate 
of  doctor’s  earnings.  Some  of  the  comments 
about  doctors  earning  too  much  may  have 
stemmed  from  such  resentments.  It’s  also 
possible  that  resentment  built  up  during  waiting 
periods  contributes  to  malpractice  litigation 
later.  Review  of  case  histories  may  reveal  ex- 
cessive waiting  as  a contributing  factor. 

Some  of  the  respondents  realized  that  physi- 
cians also  may  have  legitimate  complaints 
about  patients  showing  up  late  and  failing  to 
understand  that  real  emergencies  may  pull  the 
physician  away  from  the  office. 

Although  improved  scheduling  may  be  in  order, 
perhaps  physicians  and  hospital  emergency 
rooms  also  might  take  advantage  of  the  public’s 
wish  for  health  education  and  put  the  waiting 
patients  to  work,  i.e.,  provide  material  for  them 
to  study.  Distribution  of  printed  materials  and 
display  of  audiovisual  programs  also  will  allow 
the  patients  to  become  more  knowledgeable 
and  more  cooperative  patients.-1  Addition,  in 
the  waiting  rooms,  of  videotape  units  with  ear- 
phones will  allow  even  greater  diversity  of  mate- 
rials for  education  of  the  health  consumer. 
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One  interesting  aspect  of  health  education  is 
the  opportunity  to  counteract  adverse  consumer 
attitudes.  Fears  on  the  part  of  medical  profes- 
sionals that  publicizing  consumer  attitudes 
might  do  more  harm  than  good4  are  not  justi- 
fied, on  the  basis  of  the  information  gathered 
in  this  and  in  a previous  survey5.  The  public 
accepts  medical  care  as  currently  available,  so 
that  surveys  ought  not  be  kept  hidden  for  fear  of 
arousing  latent  hostility. 

In  regard  to  question  2 most  respondents  ap- 
peared to  use  the  word  “convenient”  in  the 
sense  of  “easy  to  use”  rather  than  “which  do 
you  learn  from  most?”  In  response  to  question 
3 the  respondents  indicated  specific  channels 
which  they  had  watched  for  health  education. 
No  attempt  was  made  by  the  interviewer  to  de- 
termine whether  the  preferences  were  based  on 
current  shows  or  whether  past  programs  may 
have  been  included. 

Most  people  did  not  equate  health  education 
with  sex  education,  hence  the  urging  for  public 
schools  to  do  more  (Question  5)  should  not  be 
misinterpreted. 

The  answers  to  question  5 that  there  should  be 
more  clinic  and  outpatient  education  centers 
may  be  a response  to  the  pioneering  efforts  by 
the  area  hospitals  and  the  Office  of  the  Con- 
sumer Health  Education  on  the  campus  of 
Rutgers  Medical  School,  a division  of  the  Col- 
lege of  Medicine  and  Dentistry  of  New  Jersey'1. 
This  explanation  seems  likely  since  these  re- 
sponses were  volunteered  and  not  suggested  by 
a listing  provided  by  the  interviewer  and  we 
are  not  aware  of  any  news  media  campaign  to 
promote  such  a solution. 

Most  respondents  did  not  confuse  medical 
drama  shows  on  TV  with  real  health  education. 
Also,  the  variety  of  critical  responses  to  ques- 
tion 7 confirms  that  consumers,  as  a group, 
have  not  been  swayed  as  a unit  by  any  pressure 
group  or  any  single  sensational  news  media 
story  or  even  series.  This  suggests  that  it  would 
be  valuable  to  solicit  advice  from  consumers  in 
preparing  new  policies  or  regulatory  measures. 
If  tree  medical  care  swamped  clinics,  causing 
crowding  and  waiting,  lawmakers  might  find 


the  public  thankless  and  full  of  blame,  instead 
of  praising  a move  toward  reasonably  priced 
medical  care. 

Patients  unable  to  be  treated  because  physi- 
cians reject  Medicare  cases  may  go  through 
considerable  emotional  trauma.  Refusal  to  treat 
cannot  help  but  intensify  the  emotional  impact 
of  being  ill.  Physicians  could  assist  by  referring 
to  another  physician,  instead  of  merely  reject- 
ing the  patient.  It's  easier  for  physicians  to 
know  which  other  colleagues  accept  such  pa- 
tients than  it  is  for  the  patient  to  find  out  for 
him/herself.  This  is  where  a directory  of  physi- 
cians, prepared  by  the  county  medical  society, 
could  help  identify  physicians  who  cooperate 
with  Medicare. 

The  power  of  the  news  media  to  alter  the  aware- 
ness and  interest  in  different  health  care  topics 
was  evident  in  the  county  we  studied.  A pre- 
liminary survey5  eight  months  earlier  indicated 
that  information  about  cancer  detection  and 
heart  disease  had  been  at  the  top  of  the  list 
(30.8  and  21.4  percent)  respectively.  Emergency 
care  at  that  time  had  received  only  3.7  percent 
of  the  preferences.  Following  that,  the  news 
media  carried  repeated  stories  about  CPR  and 
the  Heimlich  procedure.  This  pushed  public 
awareness  and  concern  about  these  measures  to 
the  top  of  the  list  (Question  5).  In  addition, 
some  respondents  had  taken  action,  i.e.,  taken 
CPR  training.  Others  were  complaining  that 
there  were  not  enough  courses  to  satisfy  the 
demand  — they  had  met  with  overbooked 
courses. 

Health  care  providers  now  must  consider  how 
willing  they  are  to  share  health  care  education 
w ith  their  junior  partners,  the  patients.  Refusal 
to  provide  more  education  may  arouse  resent- 
ment and  clamor  for  more  federal  controls 
and/or  participation.  In  addition,  news  media 
may  have  to  review  their  commitment  of  writ- 
ers, space,  and  funds  for  venturing  into  the 
health  education  area,  which  has  different 
ground  rules  from  spot  news  reporting. 

Some  news  media,  including  major  newspapers 
and  TV  stations  have  put  physicians  on  their 
programs  or  as  staff  writers7.  Growth  of  such 
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cooperation  between  physicians  and  the  news 
media  should  lead  to  a healthier  as  well  as  hap- 
pier public  — patients  as  well  as  readers  and 
viewers. 
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Navesink  River  (Monmouth  County.  NJ).  Summer  1977.  Original  photograph  courtesy  of  John  L.  Krause.  Jr..  M.D., 
plastic  surgeon.  Cherry  Hill,  a member  of  our  Camden  County  Medical  Society.  Dr.  Krause  is  an  accomplished  medical 
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The  anguish  associated  with  cancer  is  compounded  by 
the  cancer  quack.  False  hopes— harmful  delays— 
devastating  expenses— deceptive  diagnoses— loss 
of  life— these  are  hazards  facing  the  cancer  patient 
desperate  enough  to  seek  a cancer  quack. 

The  problem:  how  to  divert  the  patient  from 
this  tragic  encounter. 

As  medical  guide,  family  counselor,  trusted 
friend— you,  doctor,  play  a major  role  in  the 
fight  against  cancer  quackery. 

We  are  here  to  serve  as  your  partner. 

Our  National  Office  maintains  an  up-to-date 
central  clearinghouse  for  materials  on  unproven 
methods  of  cancer  diagnosis  and  treatment.  This  is 
a unique  operation  and  the  principal  source  of  such 
information  in  the  country.  Its  services  are  widely 
used.  Hundreds  of  inquiries  are  received  and 
answered  from  all  segments  of  the 
community,  from  coast  to  coast. 

To  trigger  grass-roots  action,  we  have 
formulated  a model  State  Cancer 
Remedy  Act  designed  to  control  the 
promotion  and  sale  of  unproven 
methods  of  cancer  management.  This 
has  helped  to  inspire  some  20  states  to 
enact  or  consider  legislation  against 
cancer  quackery— with  active  support 
from  the  medical  community.  Copies 
of  the  model  act,  as  well  as  copies  of 
laws  in  effect,  are  available  through 
our  National  and  Division  offices. 

In  these  actions  against  cancer 
quackery,  as  in  all  our  efforts  against 
cancer,  ours  is  a lifesaving  partnership 

American  Cancer  Society  5 l 


Commentary 

A View  of  the  British  National  Health  Service  in  1977 


This  writer  visited  Great  Britain  for  two  weeks 
in  July,  1977,  and  had  the  opportunity  to  gain  a 
first-hand  picture  of  the  British  National  Health 
Service  (NHS).  During  that  period,  the  British 
Medical  Association  (BMA)  was  meeting  in 
Glasgow,  Scotland  to  plan  a strategy  to  combat 
the  steadfast  refusal  of  the  Secretary  of  State 
for  Social  Services  to  increase  the  pay  scale 
for  physicians  as  well  as  to  correct  many  other 
injustices  and  problems.  The  daily  London 
newspapers  were  filled  with  headlined  articles 
featuring  the  BMA  views,  the  relevant  debates 
in  Commons,  the  statements  of  the  Health 
Chancellor,  editorials,  and  letters  to  the  editors. 

The  BMA  Committee,  representing  11,000 
hospital  consultants  (specialists)  rejected  the 
government’s  pay  policy  and  called  for  a one- 
day  national  strike  in  the  fall  of  this  year.  Mr. 
Ennals,  Secretary  of  State  for  Social  Services 
“described  the  strike  call  as  deplorable  and 
pointless”  and  “said  there  would  be  no  further 
pay  raises  for  doctors  before  next  April"  (1978). 

Background 

At  The  Royal  Society  of  Medicine,  founded  in 
London  in  1805  and  recognized  in  1834  when  it 
received  a Charter  of  Incorporation  from  King 
William  IV,  a lecture  entitled  “Organisation  of 
Medical  Care  in  the  U.K.”  was  presented  to  our 
small  group  of  visiting  physicians  from  the 
United  States  by  Dr.  Robert  M.  Shaw,  former 
Deputy  Chief  Medical  Officer  of  the  Depart- 
ment of  Health  and  Social  Security.  Dr.  Shaw 
was  involved  with  the  development,  implemen- 
tation, and  operation  of  the  NHS  from  its 
inception  until  his  recent  retirement. 

Shaw  described  the  origins  of  the  present 
system  with  the  passage  of  the  National  Health 
Insurance  Act  (NH1)  in  1912.  This  legislation 
provided  the  workers  with  outpatient  primary 
care,  based  on  contributions  by  the  employer 
and  the  employee.  At  that  time,  the  general 
practitioner  had  a panel  of  patients  and  was 
paid  by  a capitation  fee.  Hospital  care  then  was 
provided  in  the  non-profit  voluntary  hospitals 


(Guy’s,  St.  Bartholomew’s,  St.  Thomas’) 
where  care  was  free  or  based  on  a “means  test," 
or  in  Nursing  Homes,  which  were  small  private 
hospitals.  The  medical  staff  gave  its  services 
free  to  the  voluntary  hospital  and  made  a 
living  from  private  practice. 

In  the  1930’s  the  government  opened  municipal 
hospitals  in  the  larger  towns  and  provided  free 
care  through  the  services  of  a paid  hospital 
medical  staff.  Two  World  Wars  and  34  years 
after  the  NHI  Act,  the  National  Health  Ser- 
vice Act  (NHS)  was  passed  in  1946.  in  1948,  a 
tripartite  medical  system  was  initiated  to  pro- 
vide “free  comprehensive  health  services”  for 
the  entire  population.  The  originators  of  the 
NHS  believed  that  the  provision  of  universal 
medical  care  would  so  improve  the  health  of  all 
citizens  that  the  ultimate  costs  of  the  program 
would  fall.  The  three  elements  were  general 
practice  services.  Regional  Hospital  Boards 
(13  in  England  at  that  time)  and  Local  Author- 
ity Services.  Every  patient  was  able  to  register 
with  the  GP  of  his  choice,  provided  the  doctor 
was  willing  to  accept  him.  If  accepted,  the  GP 
was  required  to  provide  care  in  the  office  and  at 
home  when  necessary.  The  Regional  Hospital 
Boards  took  over  all  the  publicly-owned  volun- 
tary hospitals  and  began  to  provide  medical 
specialty  services  to  remote  areas  on  referral  of 
the  GP.  The  Local  Health  Authority  services 
included  home  health  visitors,  public  health 
nursing  services,  ambulance  service,  and  so  on. 

Physician  Income 

Salaries  are  determined  by  regional  committees, 
but  overall  pay  policy  is  set  by  the  central 
government  and  the  DHSS.  At  present,  salaries 
are  frozen. 

The  salary  of  the  GP  is  computed  on  a basic 
practice  allowance  onto  which  is  tacked  a 
number  of  allowances  and  “percs.”  In  the 
period  1975-1977,  the  basic  practice  allowance 
for  a GP  was  £ 2575  (S4609).  To  this  is  added  a 
capitation  allowance  which  varied  with  the 
first  100  patients,  the  next  900  patients,  and  the 
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age  of  the  patients.  A larger  capitation  is 
allowed  for  the  elderly.  Additional  payment  is 
provided  for  “seniority”—!  580  ($1038)  for  13 
years,  !'  985  ($1763)  for  20  years,  and  £ 1,570 
($2810)  for  30  years'  experience.  Practice  as  a 
member  of  a group  adds  £ 420  ($752)  and 
practice  in  an  area  designated  by  the  govern- 
ment adds  £ 750  ($1342) to  1,150 ($2058) to  the 
annual  salary.  "Peres”  include  small  extra  fees 
for  immunization  injections,  night  calls,  cervical 
smears,  family  planning  advice,  insertion  of 
intrauterine  devices,  and  outpatient  vasec- 
tomies. The  occasional  Health  Center  which  is 
located  at  some  distance  from  a chemist 
(pharmacy)  is  permitted  to  stock  and  dispense 
drugs.  In  this  instance,  the  doctors  may  keep  the 
20  pence  fee  paid  by  each  patient  per  prescrip- 
tion. 


The  bottom  line,  in  terms  of  general  practi- 
tioner income,  is  striking.  The  net  annual 
practice  income  (after  taxes)  for  GP's  in  1975- 
1977  was  £ 6336  ($11,341).  This  should  be 
related  to  the  fact  that  income  taxes  for  this 
group  would  be  35  to  40  percent. 


The  practice  income  for  consultants  (specialists) 
is  based  on  a different  system.  The  basic  range 
of  salary  was  £ 7,536  ($13,489)  to  10,689 
($19,133)  in  1976.  To  this  can  be  added  incre- 
ments based  on  “awards.”  Consultants  receive 
“awards”  when  selected  by  a peer-review 
system  based  on  the  quality  of  work,  teaching, 
published  books  and  articles,  research,  and  so 
on.  One  in  three  consultants  has  received 
awards;  which  are  described  in  the  following 


table: 

Salary 

Number  of 

A ward 

Increment 

Consultant 

Recipients 

A Plus 

10,689  ($19,133) 

130 

A 

8,109  ($14,515) 

487 

B 

4,761  ($8,522) 

1,390 

C 

2,025  ($3,625) 

3,135 

Below  the  consultant  level,  the 
drop  off  as  follows: 

Hospital  Physicians 
Senior  registrar 
Registrar 

Senior  house  officer 
House  officer 


Annual  Salary  ( £ ) 

4.818-6,279  ($8,624-1 1,239) 
4. 152-5. 1 09  ($7,432-  9,145) 
3,663-4, 152  ($6,557-  7.432) 
2,859-3,294  ($5.1 17-  5.896) 


It  should  be  noted  that  registrars  and  senior 
registrars  require  eight  years  of  study  before 
being  eligible  to  become  consultants.  It  is  also 
relevant  that  the  shortage  of  house  officers 
requires  many  to  work  overtime,  for  which  they 
receive  extra  pay. 

At  present,  consultants  are  permitted  to  supple- 
ment their  income  by  admitting  “private 
patients”  to  the  hospital.  These  patients  pay  a 
fee  to  the  surgeon  or  physician  for  services 
rendered  in  the  hospital. 

In  1974,  Parliament  reorganized  the  NHS  and 
unified  it  so  that  all  health  services  were  brought 
under  a single  authority,  the  Department  of 
Health  and  Social  Security  (DHSS).  With  this 
bureaucratic  expansion.  Regional  Health 
Authorities  (RHA),  Area  Health  Authorities 
(AHA)  (divisions  of  RHA),  and  various  local 
committees  were  formed.  The  plan  envisioned 
District  General  Hospitals,  Community 
Hospitals,  and  Community  Health  Centers, 
which  have  been  slow  in  development  for 
financial  reasons.  Some  of  these  hospitals  are 
under  construction,  while  others  are  being 
planned;  the  same  is  true  of  the  Community- 
Health  Centers,  which  most  resemble  our 
neighborhood  health  centers.  In  1965,  there 
were  only  28  Health  Centers,  served  by  215 
GP's;  in  1975  there  were  634  Health  Centers 
with  3,474  GP’s. 

Costs  of  NHS 

The  costs  of  NHS  to  the  United  Kingdom  are 
seen  in  the  following  table; 


Fiscal  Year 


Million  Pounds * 


1948-1949  247 
1958-1959  671 
1968-1969  1513 
1976-1977  5001 


The  spectacular  rise  in  costs  was  not  due  to 
inflation  nor  to  the  cost  of  the  services  of 
general  practitioners,  but  to  the  tremendous 
increase  in  hospital-bed  utilization.  The  num- 
ber of  beds  in  1 949  was  2 1 2,000  and  bed  utiliza- 
tion was  2.8  million  patients;  by  1971  the 


*At  the  time  of  this  lecture  the  exchange  rate  was  $1  79  for 
one  pound  ( L ) 
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number  of  beds  was  reduced  to  204,000,  but 
occupancy  rose  to  5.1  million  patients.  In  1974, 
health  costs  consumed  1 1 .5  percent  of  the  entire 
United  Kingdom  budget.  These  figures  must 
relate  to  the  fact  that  the  population  of  England 
is  60  million. 

The  sources  of  money  to  pay  the  national 
health  bill  in  1976-1977  were  as  follows: 


Source 

M illion  Pounds 

Percent 

Central  government 

4,366 

87.3 

NFtS  contributions 

512 

10.2 

Charges  to  patients 

109 

2.2 

Miscellaneous 

14 

0.3 

Patients  pay  20  pence  (approximately  36  cents) 
per  prescription  and  also  pay  part  of  the  costs 
of  dental  treatment,  dentures,  eyeglasses,  and  so 
on.  It  recently  has  been  suggested  that  a “hotel 
charge”  be  imposed  on  all  hospitalized  patients, 
but  that  has  not  been  initiated  to  date. 

Hospital  Bed  Utilization 

There  has  been  a striking  increase  in  hospital- 
bed  utilization  in  the  United  Kingdom  pri- 
marily because  of  scientific  advancements, 
changes  in  therapeutic  approaches,  and  con- 
fidence of  the  patients  in  hospital  care,  which  is 
uniformly  supervised  by  specialists.  As  noted 
above,  in  the  two  decades  following  the  start 
of  the  NHS,  the  number  of  patients  occupying 
hospital  beds  has  doubled.  Some  bits  of  evi- 
dence relating  to  this  phenomenon  can  be  men- 
tioned. While  the  number  of  hospital  dis- 
charges after  abortion  rose  by  ten  percent  from 
1961  to  1967,  the  number  of  therapeutic 
abortions  increased  by  a factor  of  five  times: 
septic  abortions  decreased  during  that  period. 
The  explanation  was  an  increasing  demand  for 


therapeutic  abortion,  which  culminated  in  the 
Abortion  Act  of  1967. 

Although  only  six  percent  of  patients  with 
chronic  bronchitis  seen  by  general  practi- 
tioners in  England  and  Wales  were  admitted  to 
the  hospital,  they  remained  25  to  28  days  and 
continuously  occupied  5,000  to  5,500  beds.  As 
tuberculosis,  polio,  and  other  infectious  diseases 
required  fewer  beds,  cancer  progress  in  diag- 
nosis, treatment,  and  research  led  to  greater  bed 
utilization.  Transplant  surgery,  renal  dialysis, 
intensive  care  units,  cardiovascular  surgery, 
computerized  scanning,  and  other  advances 
added  their  effects. 

Patients  are  admitted  to  hospitals  by  one  of  two 
methods:  referral  from  the  GP  to  the  consultant 
who  arranges  the  admission,  or  admission  of  a 
patient  through  the  accident  and  emergency 
department  of  the  hospital. 

Delays  in  elective  admission  to  the  hospital 
through  NHS  have  become  a major  source  of 
aggravation  to  the  public  at  large,  to  patients, 
to  the  unions,  and  to  physicians,  especially 
general  practitioners.  Elective  surgery  entails  a 
wait  of  up  to  a year  or  longer,  while  stroke 
patients  are  infrequently  admitted  and  other 
non-emergent  conditions  such  as  breast  lumps, 
angina  pectoris,  and  bronchitis  require  weeks  to 
months  for  admission.  There  is  no  delay  at 
present  for  admission  of  self-pay  patients  for 
surgery.  NHS  hospitals  charge  as  much  as  $100 
per  day  for  private  beds.  A.  Krosnick,  M.D. 

Further  commentary  on  the  BNFtS  in  the  areas  of  general 
practice,  voluntary  health  agencies,  and  private  practice 
will  appear  in  the  October  issue  JMSNJ. 
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consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasodilator 


(POSTERIOR  VIEW  OF  PANCREAS 


•W* 


no  interference  in  the  management  of  the  diabetic  patient  has  been  reported  with 


VASODILAN 

( ISOXSUFRINE  HCI) 

the  compatible  vasodilator  TABLETS,  20  mg. 


I 'Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences- 
National  Research  Council  and/or  other  information,  the  FDA  has  classified  the  indi- 
cations as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  thromboangiitis 
obliterans  (Buerger's  Disease)  and  Raynaud's  disease 
Final  classification  of  the  less  than-effective  indications  requires  further  investigation 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg 
Vasodilan  iniection,  isoxsuprine  HCI,  5 mg..  per  ml 


Dosage  and  Administration:  Oral  10  to  20  mg  , three  or  four  times  daily 
Intramuscular:  5 to  10  mg  (1  or  2 ml.)  two  or  three  times  daily.  Intramuscular  adminis- 
tration may  be  used  initially  in  severe  or  acute  conditions. 

Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral  use 
when  administered  in  recommended  doses  Should  not  be  given  immediately  postpartum 
or  in  the  presence  of  arterial  bleeding. 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood  of  side 
effects 


Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has  been  asso- 
ciated in  time  with  the  occurrence  of  hypotension,  tachycardia,  nausea,  vomiting, 
dizziness,  abdominal  distress,  and  severe  rash  If  rash  appears  the  drug  should  be 
discontinued 


Although  available  evidence  suggests  a temporal  association  of  these  reactions  with 
isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypotension  and 
tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses.  For  these  reasons 
single  intramuscular  doses  exceeding  10  mg  are  not  recommended  Repeated  adminis- 
tration of  5 to  10  mg  intramuscularly  at  suitable  intervals  may  be  employed 
Supplied:  Tablets.  10  mg . bottles  of  100,  1000.  5000  and  Unit  Dose.  Tablets.  20  mg 
bottles  of  100,  500.  1000,  5000  and  Unit  Dose:  Iniection  10  mg  per  2 ml  ampul,  box  of 
SIX  2 ml  ampuls  — — ..  US  Pal  No  3.056.836 
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Trustees'  Minutes 

July  17,  1977 

A regular  meeting  of  the  Board  of  Trustees  was 
held  on  Sunday,  July  17,  1977,  at  the  Executive 
Offices,  Trenton.  Detailed  minutes  are  on  file 
with  the  secretary  of  your  county  medical 
society.  A summary  of  significant  actions 
follows: 

Joseph  P.  Donnelly,  M.D.  . . . Directed  that  the 
Executive  Committee  arrange  for  an  appro- 
priate gift  for  Joseph  P.  Donnelly,  M.D.,  in 
recognition  of  his  distinctive  service  as  a Dele- 
gate to  the  AM  A for  15  years,  12  of  which  he 
served  as  chairman  of  the  New  Jersey  Delega- 
tion. 

. . . Directed  that  a contribution  be  made  to 
MSNJ’s  Medical  Student  Loan  Fund  in  honor 
of  Dr.  Donnelly. 

Physician  Consulting  Team  . . . Approved  a list 
of  names  (with  minor  changes)  developed  by 
the  State  Department  of  Health  for  appoint- 
ment to  the  Physician  Consulting  Team  to 
assist  in  the  diagnosis-related  group  concept. 

Commissioner  of  Health's  Medical  Advisory 
Committee  . . . Authorized  the  Executive  Com- 
mittee to  appoint  five  to  seven  Trustees  to  the 
Commissioner  of  Health’s  Medical  Advisory 
Committee  which  also  will  be  concerned  with 
the  diagnosis-related  group  concept.  This  will 
involve  weekly  meetings  in  September  or 
October  and  a $ 1 50  per  diem  is  authorized. 

Advisory  Committee,  Physician’s  Assistant 
Program  — CM DNJ  . . . Approved  the  selection 
of  Dr.  Arthur  Krosnick  for  appointment,  in  a 
voting  capacity,  to  the  Advisory  Committee, 
Physician’s  Assistant  Program  — CMDNJ, 
Rutgers. 

Note:  Rutgers  Medical  School  understands  that  such 
appointment  does  not  indicate  endorsement  and  has  given 
written  assurance  that  it  will  not  make  political  use  of  such 
appointment. 


MSNJ  Student  Association  . . . Approved  the 
formation  of  the  Medical  Society  of  New  Jersey 
Student  Association  and  authorized  the  use  of 
the  seal  of  the  Society  on  the  Association’s 
stationery  and  newsletter,  The  Innominate. 

MSP  Coverage  of  Fees  for  Surgical  Assistants 
. . . Referred  the  following  recommendation 
from  the  Judicial  Council  to  the  Council  on 
Medical  Services  and  suggested  that  Dr. 
Charles  L.  Cunniff  of  MSP  be  invited  to  attend 
the  Council  meeting  when  this  item  is  discussed: 

That  the  Board  of  Trustees,  either  itself  or  by  referral  to  the 
appropriate  council  or  committee,  negotiate  with  MSP  for 
realistic  coverage  of  assisting  surgical  fees  in  major  elective 
procedures. 

Associate—  Intern  and/or  Resident  — M embers 
. . . Approved  the  following  ruling  of  the  Com- 
mittee on  Credentials  governing  advancement 
of  interns  and/or  residents  from  associate  to 
regular  membership. 

Upon  receiving  licensure  to  practice  medicine  and  surgery 
in  New  Jersey  a physician  previously  elected  to  associate 
membership  (intern  and/or  resident)  must  submit  a new 
application  to  the  State  Society  Committee  on  Credentials 
for  approval  before  elevation  to  regular,  active  membership. 

Citizenship  Requirement  for  Membership  . . . 
Disapproved  a recommendation  from  the  Com- 
mittee on  Credentials  that  citizenship  or  the 
filing  of  a formal  declaration  of  intent  be 
reinstated  as  a requirement  of  membership  in 
MSNJ. 

MSNJ  Department  of  Liability  Control  . . . 
Received  as  informative  a detailed  written 
report  from  Dr.  James  E.  George,  Director  of 
MSNJ’s  Department  of  Liability  Control,  on 
the  recent  activities  of  that  Department  — copy 
is  on  file  in  the  Executive  Offices. 

AM  A Annual  Convention  . . . Received  as 
informative  a detailed  written  report  from  Dr. 
Frank  J.  Hughes,  Chairman  of  the  New  Jersey 
Delegation  to  the  AMA,  on  recent  actions 
taken  by  the  AMA  House  of  Delegates  — copy 
is  on  file  in  the  Executive  Offices. 
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CA  T Scanners  . . . Accepted  the  opinion  of  the 
Council  on  Medical  Services  that  the  Blue 
Cross/Blue  Shield  fee  schedule  for  CAT  scan- 
ners has  been  revised  so  as  to  offer  equal  reim- 
bursement to  hospitals  and  to  private  physi- 
cians. 

Note:  In  1975  Blue  Cross/Blue  Shield  had  initiated  a pilot 
program  for  CAT  scanner  fees  which  resulted  in  a differen- 
tial in  the  fees  to  hospitals  and  to  private  physicians.  The 
program  has  been  discontinued  and  the  Council  on  Medical 
Services  is  satisfied,  after  thorough  investigation,  that  there 
is  now  equal  reimbursement. 

Committee  on  Nutrition  — New  York  Academy 
of  Medicine  . . . Approved  a recommendation 
from  the  Council  on  Medical  Services  that  the 
Board  of  Trustees  appoint  Dr.  Howard  N. 
Jacobson  (Chairman  of  the  Ad  Hoc  Committee 
on  Nutrition)  as  official  representative  of 
MSNJ  on  the  Subcommittee  on  Nutrition  of 
the  Committee  on  Public  Health  of  the  New 
York  Academy  of  Medicine. 

Payment  for  Automated  Tests  Under  Medicare 
. . . Noted  and  filed  a recommendation  from  the 
Council  on  Medical  Services  for  acceptance  of 
changes  in  payment  for  certain  blood  chemistry 
tests  under  the  Medicare  program,  as  submitted 
by  Prudential  Insurance  Company  of  America, 
since  it  is  not  within  the  purview  of  MSNJ  to 
approve  or  disapprove  fee  schedules  under  the 
Medicare  program. 

Revision  of  Rider  J Laboratory  Fee  Schedule 
. . . Noted  and  filed  a recommendation  from  the 
Council  on  Medical  Services  for  acceptance  of 
revisions  by  Blue  Cross/Blue  Shield  of  the  New 
Jersey  laboratory  fee  schedule,  since  it  is  not 
within  the  purview  of  MSNJ  to  approve  or 
disapprove  fee  schedules  relating  to  MSP 
coverage. 

"Model  Health  Care  System"'  . . . Directed 
that  a copy  of  a letter  from  Dr.  Daniel  J. 
O'Regan,  Medical  Director  of  the  New  Jersey 
Foundation  for  Health  Care  Evaluation,  with 
its  enclosed  report  of  the  Committee  on  Alter- 
native Health  Care  Systems  of  the  New  Jersey 
State  Department  of  Health,  dealing  with  a 
"Model  Health  Care  System,"  a copy  of  the 
remarks  made  at  the  recent  AMA  annual 
meeting  by  Secretary  of  HEW  Califano,  and  a 


letter  from  the  President  of  MSNJ,  indicating 
the  Society’s  opposition  to  the  “Model  Health 
Care  System,”  be  sent  to  the  AMA,  the  county 
societies,  and  the  specialty  societies. 

. . . Directed  further  that  the  President  and  the 
Chairman  of  the  Board  of  Trustees  appoint  a 
task  force  to  work  with  the  AMA  and  other 
interested  societies  to: 

(1)  study  and  find  ways  to  see  what  can  be  done  to  cir- 
cumvent the  implementation  of  the  “Model  Health  Care 
System”  as  proposed 

(2)  prepare  a critical  analysis  (using  a positive  approach)  of 
the  content  of  the  Committee’s  report 

(3)  write  a position  paper  showing  what  the  Society  sanc- 
tions. 

Search  Committee  for  Key  State  Cabinet 
Position  . . . Approved  a report  of  the  Search 
Committee  for  Key  State  Cabinet  Positions  — 
copy  is  on  file  in  the  Executive  Offices. 

AMA  Seminar  on  British  National  Health 
Service  . . . Received  as  informative  a detailed 
written  report  from  Dr.  August  L.  Baker, 
MSNJ  representative  at  the  AMA  Seminar  on 
the  British  National  Health  Service,  held  May 
23-27  in  London  — copy  is  on  file  in  the  Execu- 
tive Offices. 

Public  Relations  Status  Report  . . . Received  a 
status  report  from  the  advertising  firm  of 
Paolin  and  Sweeney  concerning  its  activities  in 
the  areas  of  television,  newspapers,  magazines, 
and  a debate  between  major  gubernatorial 
candidates.  It  was  noted  that  the  Society’s 
antismoking  commercial  won  highest  honors  in 
the  Annual  Philadelphia  Television  and  Radio 
Club  Awards. 

Temporary  Licenses  ...  Tabled  further  con- 
sideration of  the  question  of  temporary  licen- 
sure to  practice  medicine  until  the  Board  of 
Medical  Examiners  is  reconstituted. 

Note:  The  New  Jersey  State  Board  of  Medical  Examiners, 
at  its  June  8th  meeting,  reaffirmed  its  previous  position  of 
opposition  to  temporary  licensure  of  physicians  to  practice 
medicine  and  surgery  in  the  State  of  New  Jersey. 

PSRO  Liaison  . . . Deferred  action  on  a request 
from  Dr.  William  A.  Dwyer,  Jr.,  that  the  Board 
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of  Trustees  create  a special  committee  to  deal 
with  PSRO  matters  until  Dr.  Lang  (NJFHCE 
Trustee  and  Executive  Committee  member) 
can  discuss  the  request  with  Dr.  Dwyer. 

MSNJ  Computer  Use  . . . Noted,  in  response  to 
an  inquiry  from  Dr.  Bernstein  as  to  use  of  the 
MIIE  computer  system  for  physician  recog- 
nition awards,  that  the  MIIE  computer  system 
would  not  be  available  for  use  by  MSNJ  until 
spring  of  1978. 

Practice  Related  Educational  Program  (PREP) 
. . . Voted  to  endorse  PREP  for  use  by  members 
of  the  Medical  Society  of  New  Jersey. 

Note:  PREP  is  a new  system  in  continuing  medical  educa- 
tion, developed  by  the  College  of  Physicians  of  Philadel- 
phia with  cooperation  of  the  National  Board  of  Medical 
Examiners,  based  on  the  premise  that  the  busy  physician 
requires  a program  that  will  specifically  address  itself  to  his 
or  her  practice.  It  is  approved  for  Category  I credit  in  the 
AMA  Physician's  Recognition  Award. 

Council  of  State  Committees  on  CME  . . . 
Voted  to  join  and  financially  support  the 
Council  of  State  Committees  on  Continuing 
Medical  Education,  whose  purpose  is  to  pro- 
mote communication  between  the  states,  to 
relate  CME,  at  the  state  level,  to  the  needs  of 
the  physician,  to  maintain  the  function  of  the 
state  medical  societies  as  survey  and  accrediting 
bodies  for  groups  offering  CME  within  the 
state,  and  to  participate  with  such  organizations 
as  may  be  deemed  appropriate  in  the  formation 
of  policies  concerning  CME. 

. . . Directed  that  Dr.  James  A.  Rogers  be 
nominated  for  membership  on  the  Liaison 
Committee  on  Continuing  Medical  Education. 


Quality  of  Life  Conference  . . . Directed  that  a 
request  from  Dr.  John  Harrigan  (Hahnemann 
Medical  College)  concerning  suggestions  for 
and/or  participation  by  MSNJ  in  a state-wide 
Quality  of  Life  Conference  be  referred  to  Dr. 
Howard  N.  Jacobson. 

Tel-Med  Tapes  . . . Authorized  the  Council  on 
Public  Relations  to  cooperate  with  the  New  Jer- 
sey Hospital  Association  in  the  review  of  tapes 
for  the  “Tel-Med”  program,  a program  which 
provides  general  health  information  to  the 
public  by  means  of  pre-recorded  tapes  acces- 
sible via  the  telephone. 

Health  Care  Administration  Board  Regulation 
. . . Empowered  the  Executive  Committee,  in 
consultation  with  the  Radiological  Society  of 
New  Jersey  and  the  New  Jersey  Hospital  Asso- 
ciation, to  develop  a position  paper  in  response 
to  the  following  regulation  adopted  by  the 
Health  Care  Administration  Board: 

“In  addition,  an  application  facility  must  document  all 
remuneration  and  charges  for  its  professional  component. 
Professionals  shall  be  required  to  have  a contract  with  a 
facility  and  all  professional  contracts  must  be  filed  with 
the  documentation.” 

County  and  Specialty  Society  Relations  . . . 
Authorized  MSNJ's  staff  to  implement  a 
suggestion  of  Board  Chairman  Todd  that  com- 
munication be  made  with  the  county  and 
specialty  societies  urging  them  to  request  the 
assignment  of  a Trustee  to  attend  one  of  their 
meetings  for  the  purpose  of  promoting  greater 
understanding  and  rapport  between  these 
organizations  and  the  physicians  they  represent. 


212th  Annual  Meeting 

May  6-9 

Headquarters  Hotels 
Holiday  Inn  — Howard  Johnson’s  Regency 

Atlantic  City 
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CMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 

President,  CMDNJ 

The  College  of  Medicine  and  Dentistry  of  New  Jersey 
reaches  another  milestone  this  month  with  the  inauguration 
of  its  CM  DNJ -New  Jersey  School  of  Osteopathic  Medicine. 
I am  turning  over  the  space  this  month  to  the  dean  of  the 
school,  Benjamin  L.  Cohen,  D O.,  so  that  he  can  introduce 
his  institution  and  its  goals  to  the  physician  community  of 
New  Jersey. 

The  Reason  for  Being 

" You  see  things,  and  you  say,  ‘Why?’  but  I see 
things  that  never  were  and  I say  ‘ Why  not?’ 

. . George  Bernard  Shaw. 

Some  of  the  questions  most  often  posed  to  me 
by  laymen  and  professionals  alike  are: 

Why  is  there  need  for  an  osteopathic  medical  school? 
What  is  different  about  osteopathy? 

Since  your  training  (osteopathic  and  allopathic)  is  now  so 
much  alike,  why  isn’t  there  amalgamation  into  one  unified 
profession? 

The  etiology  of  such  inquiries  is  interesting  and 
complex.  Behind  it  is  a combination  of  factors, 
including  inadequate  dissemination  of  factual 
material,  early  zealots'  views  (or  misinterpreta- 
tions) that  manipulation  would  obviate  all  other 
treatment  modalities,  and  the  poor  public  rela- 
tions, or  lack  thereof,  that  has  been  the  tradi- 
tional lot  of  osteopathic  medicine. 

However,  the  creation  of  a two-party  system  of 
medicine,  concededly  with  some  inherent  diffi- 
culties, provided  the  consumer  with  an  option 
for  care.  It  remains  today  one  of  the  viable 
strengths  in  health-care  delivery  and  is,  in  itself, 
justification  for  continuation. 

It  has  been  76  years  since  an  M.D.,  Andrew 
Taylor  Still,  created  a school  of  osteopathy 
(an  unfortunate  misnomer,  meaning  pathology 
of  bone)  “to  improve  our  present  system  of  sur- 
gery, obstetrics,  and  the  treatment  of  disease 
generally,  and  place  the  same  on  a more  ration- 
al basis,  and  to  impart  information  to  the  medi- 
cal profession." 

Dr.  Still  hypothesized  that  the  structure  is  a 


determinant  of  function  and  that  if  one  could 
maintain  muscular-skeletal  integrity,  it  would 
be  a valuable  aid  to  the  maintenance  of  homeo- 
stasis. He  further  hypothesized  that  “the  rule  of 
the  artery  is  supreme.”  Alluding  to  the  fact  that 
a specific  organ  function  could  be  altered  with  a 
compromised  blood  supply,  he  suggested,  there- 
fore, that  impaired  organic  function  may  be  the 
consequence  of  a disturbance  in  the  nerve  inner- 
vation of  blood  vessels. 

Holistic  approach,  therefore,  was  defined  as 
total  orientation  toward  man  and  his  disease, 
rather  than  toward  just  the  specific  disease  or 
organ  component.  One  last  tenet  of  Dr.  Still’s 
phi  losophy  was  that  the  body  possessed  humoral 
factors  that  were  responsible  for  its  healing  it- 
self. Let  me  respectfully  remind  you  that  these 
thoughts  were  promulgated  at  a time  when  clas- 
sical medicine  was  prescribing  purging,  bleed- 
ing, leeches,  and  cow  dung  poultices.  Immuno- 
logical concepts  of  bursa  and  thymic  cell  com- 
petency were  horizons  never  dreamed  of.  If 
nothing  else,  it  was  a time  in  which  manipula- 
tion to  correct  structural  malformations  may 
have  been  as  good  as  the  proverbial  apple  to 
keep  away  the  doctor  with  his  bag  of  harmful 
medicines. 

The  golden  age  of  medicine  came  into  being  in 
the  past  seven  and  a half  decades,  and  with  it  the 
vast  body  of  knowledge  that  is  responsible  for 
the  sophisticated,  technological  volcano  of  ac- 
tivity that  literally  has  changed  the  topography 
of  disease.  Simultaneously,  it  brought  with  it 
recognition  that  some  of  the  lava  the  volcano 
spaw  ned  was  harmful,  and  that  the  depth  of  the 
crater  itself  is  unknown.  Indeed,  efficient  meth- 
ods for  health  care  delivery  never  quite  have 
matched  the  gusto  of  scientific  development. 

During  these  seven  and  a half  decades,  osteo- 
pathic medicine  adopted  the  classical  medical 
curriculum,  while  using  basic  holistic  philosophy 
as  the  underpinning  of  its  approach  to  the  pa- 
tient. Manipulation  and  muscular-skeletal  diag- 
nostic modalities  were  incorporated  as  addition- 
al armamentarium  to  augment  the  classical  ap- 
proach where  indicated.  The  profession  ad- 
dressed itself  to  health-care  delivery  in  rural  and 
under-physician-populated  areas. 
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Armed  with  a sense  of  acceptance,  osteopathic 
medicine  took  up  battle  and  successfully  fought 
in  legislative  halls  across  the  country  for  the 
right  to  take  the  same  licensing  examination  as 
M.D.’s.  The  profession  grew  on  mini  dollars, 
provided  vast  primary  services  and  became 
somewhat  saprophytic  to  the  mega-dollar  allo- 
pathic institutions  that  were  heavily  endowed 
with  research  capabilities.  Vermont  became 
the  first  state  to  grant  osteopathic  licensure  in 
1896,  but  it  took  until  1973,  when  Mississippi 
acceded  to  full  practice  rights,  that  osteopathic 
physicians  were  accepted  in  all  50  states. 

In  1970,  JAMA  reported  that,  on  a percentage 
basis,  twice  as  many  United  States  medical 
graduates  failed  licensure  examinations  as  did 
osteopathy  graduates  in  states  where  one  board 
administered  the  same  examination  to  all  ap- 
plicants. 

Somewhere  within  the  two  systems  of  medical 
practice  lies  a void,  and  it  is  to  that  point  that 
the  College  of  Medicine  and  Dentistry  of  New 
Jersey  — New  Jersey  School  of  Osteopathic 
Medicine  is  addressing  itself. 

Each  year,  more  than  one  million  of  New  Jer- 
sey’s 7.3  million  citizens  receive  their  medical 
care  from  osteopathic  physicians,  both  in  offices 
and  in  hospitals.  Osteopathic  physicians  make 
up  7 percent  of  New  Jersey’s  total  physician 
population.  Thus,  7 percent  of  the  physicians 
attend  to  14  percent  of  the  population.  It  has 
been  reported  that  48  percent  of  the  osteopathic 
population  practices  in  the  seven  southern 
counties  of  the  State. 

The  public  commitment  and  legislative  support 
of  this  service-oriented  profession  are  neither 
unrealistic  nor  difficult  to  understand.  They 
have  produced  an  osteopathic  medical  school  as 
part  of  CMDNJ's  service  to  South  Jersey.  Simi- 
lar experience  in  other  states  during  the  past 
several  years  has  resulted  in  doubling  the  num- 
ber of  osteopathic  schools  since  1968.  In  addi- 
tion to  New  Jersey,  legislative  enactment  has 
created  state-supported  osteopathic  medical 
schools  in  Ohio,  Michigan,  Oklahoma,  Texas, 
West  Virginia.  On  the  drawing  boards  are 
schools  in  Florida,  California,  Arizona  and 
Maine.  In  1976-77,3,655  students  were  enrolled 


in  the  ten  existing  schools,  with  a total  freshman 
class  of  1,089.  Two  new  schools  will  open  their 
doors  this  fall. 

The  College  of  Medicine  and  Dentistry  of  New 
Jersey  constitutes  a unique  setting  for  all  major 
health  disciplines  to  share  their  educational  en- 
deavors. With  joint  experiences,  exchanges  of 
scientific  and  educational  information  and 
ideas,  and  public  and  administrative  scrutiny 
the  College  of  Medicine  and  Dentistry  now  is 
able  to  present  to  the  state  of  New  Jersey  a 
health-care  educational  institution  that  is  totally 
comprehensive.  The  osteopathic  profession  wel- 
comes this  opportunity  to  participate  in  an 
arena  where  input  is  based  on  parity  and  the  re- 
sults are  measured  by  like  standards. 

CMDNJ— New  Jersey  School  of  Osteopathic 
Medicine's  inaugural  class  of  24  students  begins 
its  studies  this  month.  There  were  nearly  16  ap- 
plicants for  each  opening  in  the  class;  of  the  24 
successful  applicants,  23  are  residents  of  New 
Jersey.  In  their  first  two  years,  they  will  attend 
class  at  CMDNJ-Rutgers  Medical  School,  Pis- 
cataway,  where  their  basic  sciences  will  be 
taught  as  a cooperative  venture  between  the  fac- 
ulties of  CMDNJ-Rutgers  Medical  School  and 
CMDNJ-New  Jersey  School  of  Osteopathic 
Medicine.  The  clinical  portion  of  the  first  two 
years  will  be  taught  by  osteopathic  physicians, 
and  the  students  will  be  given  courses  in  bio- 
mechanics. The  last  two  years  of  the  curriculum 
will  be  spent  in  a clinical  setting  in  the  Camden 
area.  There,  they  will  receive  ambulatory  and 
primary  care  training  and  rotations  in  a speci- 
alty and  tertiary  care  at  one  or  more  affiliated 
osteopathic  hospitals. 

The  School  has  a multi-purpose  mission,  with  a 
primary  goal  of  providing  undergraduate  osteo- 
pathic medical  education.  In  addition,  it  will 
support  ongoing  basic  science,  clinical,  medical 
and  osteopathic  research,  graduate  training  at 
all  levels  in  all  specialties,  continuing  medical 
education,  and  community  service.  Historically, 
70  percent  of  osteopathic  physicians  deliver  pri- 
mary care.  It  is  hoped  that  this  trend  continues. 
The  school  also  will  be  concerned  with  the  total 
panorama  of  medicine  and  will  participate  in 
creating  an  academic  environment  for  the  train- 
ing of  tomorrow’s  educators  and  researchers. 
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Experience  has  dedicated  a large  allopathic 
training  program  throughout  the  country  where 
osteopathic  physicians  have  served  as  house 
officers.  Thus  the  professions  have  met  a chal- 
lenge of  cooperation.  I am  optimistic  that  our 
educational  efforts  will  provide  fertile  ground 
for  reasonable  men  and  women  of  science  and 
dedication  to  humanity  to  live  in  a milieu  of 
mutual  respect  and  support. 

In  theory,  educators  and  scientists  housed  under 
one  roof  should  establish  a citadel  of  truth, 
where  the  only  tradition  encouraged  is  that  of 
seeking  new  and  different  answers  to  old  and  re- 
current problems.  Territorial  imperatives,  pre- 
factual  judgments,  and  unrealistic  worry  about 
tarnishing  the  citadel’s  brass  doors  have  no 
place  in  a society  where  the  answers  are  still 
forthcoming.  In  the  final  analysis,  the  courage 
displayed  by  an  educational  system  willing  to 
respond  to  the  need  of  its  students  speaks  well 
for  its  architects. 

Benjamin  L.  Cohen,  D O.,  Dean 

New  Jersey  School  of  Osteopathic  Medicine 

CMDNJ 


212th  Annual  Meeting 
May  6-9 

Headquarters  Hotels: 
Holiday  Inn 

Howard  Johnson  Regency 


Atlantic  City 


Report  from  the  Foundation 

Daniel  J.  O'Regan,  M.D.,  Medical  Director 

In  July,  the  National  Professional  Standards 
Review  Council  considered  the  matter  of  con- 
tinued federal  funding  of  statewide  support 
centers.  The  intention  of  DHEW  had  been  to 
discontinue  all  direct  funding  as  of  October  1, 
1977  (the  starting  date  of  the  new  fiscal  year), 
and  to  permit  subcontractual  arrangements 
between  PSROs  and  support  centers,  where 
PSROs  desired  such  contracts,  and  where 
support  centers  have  demonstrated  their 
effectiveness.  Your  Medical  Director  was 
invited  to  address  the  National  Council  on 
July  18,  on  behalf  of  the  eight  remaining  sup- 
port centers.  The  Council  recommended  that 
direct  federal  funding  be  continued  for  an 
additional  six  months,  through  next  March, 
at  which  time  the  Council  again  will  consider 
the  future  role  of  support  centers.  Thus,  we  will 
continue  until  next  spring.  The  subcontract 
route  with  the  PSROs,  and  also  with  the  State 
Professional  Standards  Review  Council,  when 
operable,  continues.  Long-term  support  center 
roles  will  depend,  eventually,  on  the  subcontract 
arrangements.  It  was  a “feather"  in  the  cap  of 
your  Foundation  to  be  recognized  by  DHEW 
as  well  as  the  other  support  centers  in  this 
manner. 

Interest  in  prepaid  health  care  is  increasing  in 
New  Jersey.  Our  HMO/IPA  Committee  has 
had  several  requests  for  advice  on  feasibility 
projects.  In  this  regard,  there  appears  to  be 
some  misunderstanding  as  to  the  direction  of 
our  interest  in  that  area.  The  Foundation  is 
pursuing  the  concept  of  the  Individual  Practice 
Association,  or  IPA.  As  outlined  in  this  space 
previously,  this  model  is  closest  to  the  tra- 
ditional mode  of  practice,  giving  freedom  of 
choice  to  physician  and  patient.  We  are  not 
concerned  primarily  with  the  closed-panel 
HMO  (Health  Maintenance  Organization)  as 
a delivery  system.  It  is  necessary  to  discuss 
both  methods  in  presentations,  and  this  may 
have  created  some  confusion.  It  is  hoped  that 
this  note  will  make  our  position  clear. 
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Therapeutic  Drug 
Information  Center* 

I . Please  provide  information  concerning  disopvramide. 

Disopyramide  phosphate  (Norpace®)  is  a new  antiarrhyth- 
mic  drug  (chemically  unrelated  to  other  agents  of  this  class) 
under  investigation  by  Searle.  It  is  active  against  atrial  and 
ventricular  arrhythmias.  The  agent  is  administered  orally 
and  appears  to  have  few  side  effects. 

Vismara,  et  al.'  conducted  a single  blind  placebo-controlled 
16-week  study  in  18  outpatients  having  different  kinds  of 
ventricular  and/or  atrial  arrhythmias.  The  efficacy  of 
disopyramide  phosphate  (DP)  was  evaluated  by  serial  ten- 
hour,  portable  electrocardiogram  monitoring  during 
placebo  and  active  drug  administration.  Compared  to 
placebo,  DP  resulted  in  a striking  reduction  in  the  fre- 
quency of  all-ectopic  depolorizations.  Further,  the  prev- 
alence of  ventricular  arrhythmias  (ventricular  tachycardia 
and  ventricular  ectopic  depolorization)  significantly 
decreased  with  DP.  Atrial  tachycardia,  noted  in  six  patients 
with  placebo,  was  abolished  in  four  during  active  drug 
treatment.  The  drug  was  well  tolerated  in  five  patients  with 
cardiac  decompensation  prior  to  its  administration.  One 
patient  was  dropped  from  the  study  because  of  nausea  and 
vomiting,  and  six  others  reported  minor  anticholinergic  side 
effects. 

Nichols  and  Willis-’  investigated  the  efficacy  of  DP  for 
long-term  treatment  of  ventricular  arrhythmias.  The  study 
was  conducted  on  55  patients  who  had  frequent  ventricular 
beats  or  recurrent  ventricular  tachycardia.  Forty-four  of 
these  patients  had  been  refractory  to  other  antiarrhythmic 
agents  or  had  shown  intolerance  to  them.  After  the  first 
three  months  of  DP  treatment,  there  was  90  percent  re- 
duction of  ventricular  beats  in  52  percent  of  the  patients, 
and  64  percent  of  the  patients  had  more  than  50  percent 
reduction.  This  level  of  effectiveness  was  sustained  for  as 
long  as  15  months.  Ventricular  tachycardia  observed  in  15 
patients  prior  to  DP  therapy  was  abolished  or  reduced  in 
nine  patients.  The  major  adverse  effects  observed  were  dry 
mouth  and  blurred  vision.  The  authors  concluded  that  DP 
is  an  effective  and  safe  oral  antiarrhythmic  agent  for  long- 
term treatment  of  ventricular  arrhythmias. 

Jennings,  et  al.}  compared  (in  a double-blind  trial)  the 
efficacy  of  oral  DP  with  placebo  in  the  prophylaxis  of 
arrhythmias  following  myocardial  infarction.  Patients 
admitted  to  a cardiac  care  unit  (CCU)  with  a presumptive 
diagnosis  of  acute  myocardial  infarction  were  randomly 
allocated  to  two  groups.  One  group  (46  patients)  received 
DP  in  a dose  of  100  mg  four  times  a day,  the  other  group 
(49  patients)  received  placebo.  Both  the  groups  were  fol- 
lowed until  their  discharge  from  the  CCU.  The  results 
showed  that  in  the  DP  group  there  was  a 50  percent  reduc- 
tion in  the  incidence  of  ventricular  arrhythmias.  There  was 
also  significant  reduction  in  the  incidence  of  atrioventricu- 
lar block  and  reinfarction  during  their  hospital  stay,  as 
compared  to  the  placebo  group.  The  authors  concluded  the 
DP  appears  to  be  safe  in  the  prevention  of  potentially 
serious  arrhythmias  following  myocardial  infarctions. 

In  conclusion,  DP  seems  to  be  an  effective  and  well-toler- 
ated antiarrhythmic  agent  in  most  patients  with  ventricular 
and  atrial  arrhythmias.  Further  evaluation  is  required  to 
determine  its  ultimate  benefit  in  long-term  management  of 
cardiac  arrhythmias. 
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2.  Please  provide  information  about  the  use  of  zinc  sulfate 
in  acne. 

Articles  have  appeared  over  the  last  several  years  concern- 
ing the  use  of  orally  administered  zinc  sulfate  for  the  treat- 
ment of  leg  ulcers,  idiopathic  loss  of  taste  and  smell, 
rheumatoid  arthritis,  gastric  ulcer,  and  others.  A pre- 
liminary study  now  has  appeared  which  was  conducted  to 
determine  the  effects  of  zinc  in  acne  vulgaris. 

Michaelsson,  et  al.'  conducted  a double-blind  study  on  64 
patients  with  acne.  The  patients  were  divided  into  four 
groups  as  follows:  Group  I received  0.2  zinc  sulfate  orally 
three  times  a day  (equivalent  to  135  mg  of  elemental  zinc 
per  day),  group  II  received  a placebo,  group  III  received 
vitamin  A,  and  group  IV  received  a combination  of  vitamin 
A and  zinc  sulfate.  Results  were  evaluated  statistically  at 
four  weeks  and  twelve  weeks  of  treatment,  in  terms  of 
changes  in  comedones,  papules,  pustules,  infiltrates,  and 
cystic  lesions  in  the  face  and  submandibular  region.  The 
results  indicated  that  zinc  sulfate  significantly  decreased  the 
number  of  papules,  pustules,  and  infiltrates.  No  significant 
effect  in  different  parameters  was  obtained  with  vitamin  A, 
except  for  a decrease  in  the  number  of  comedones.  The 
authors  indicate  that  although  the  mechanism  of  action  of 
this  agent  is  not  clear  in  acne,  zinc  is  known  to  be  involved 
in  the  utilization  of  vitamin  A as  well  as  for  the  activation  of 
at  least  20  enzymes,  some  of  which  are  present  in  the 
sebaceous  gland. 

In  a letter  to  the  editor,  Fitzherbert-’  indicated  that  zinc 
deficiency  may  be  an  important  etiological  factor  in  the 
pathogenesis  of  acne,  and  that  zinc/magnesium  replace- 
ment did  help  young  people  suffering  from  acne  vulgaris. 
On  the  other  hand,  Briggs'  found  no  plasma  zinc  deficiency 
in  patients  with  acne  vulgaris,  though  the  possibility  of  a 
localized  epidermal  depletion  of  zinc  was  not  ruled  out. 

In  conclusion,  further  studies  are  required  to  determine  the 
place  of  zinc  in  the  treatment  of  acne. 
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This  month's  column  was  prepared  by  J.  M.  Rosenberg, 
M.S.,  Pharm.  D„  T.  M.  John,  B.S.,  M.  K.  Raina,  M. 
Pharm.,  Ph  D.,  P.  Sangkachand,  B.S.,  Brooklyn  College 
of  Pharmacy,  LIU. 
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3.  What  is  the  rationale  for  a once-daily  dose  of  phenytoin 
in  epileptic  patients? 

The  need  to  take  a drug  less  often  has  been  shown  to  im- 
prove patient  compliance,  particularly  if  the  medication  is 
to  be  taken  over  extended  periods  of  time.  Pharmaco- 
kinetic principles  warrant  that  the  frequency  of  administra- 
tion of  a drug  should  approximate  its  half-life.  Since  the 
half-life  of  phenytoin  (Dilantin®)  is  18  to  24  hours,  it  is 
possible  to  administer  the  total  requirement  in  a single 
dose  rather  than  in  3 or  4 divided  doses.  This  is  recognized 
in  the  official  literature  for  Dilantin®,  in  that  a once-daily 
dosage  of  300  mg  is  listed  as  an  alternative  therapy  for 
those  adults  in  whom  seizure  control  has  been  established 
with  100  mg  three  times  a day.  The  package  insert  does 
not  list  this  alternate  dosage  schedule  for  children  or  those 
adults  stabilized  on  some  other  dosage  regimen. 1 

Haerer  and  Buchanan2  studied  the  blood  levels  of  phenytoin 
in  13  patients  who  were  stabilized  on  the  drug  for  control  of 
epileptic  seizures.  The  mean  phenytoin  concentration  on 
admission  to  the  study  was  10.6  mcg/ml.  (The  accepted 
therapeutic  range  is  10-20  mcg/ml.)1  Twenty-four  hours 
later,  all  13  patients  were  given  the  entire  daily  dose 
(average  dose  4.9  mg/kg)  in  the  morning,  and  this  schedule 
was  maintained  throughout  the  study.  Two  days  later, 
blood  levels  were  monitered  before  the  drug  administration, 
and  at  2,  4,  6,  and  24  hours  following  the  dosage.  The 
procedure  was  again  repeated  one  week  later.  Blood  levels 
at  different  intervals  following  the  single  daily  dose 
administration  of  phenytoin  showed  remarkable  uniformity. 
The  level  at  24  hours  after  the  single  dose  remained  close 
to  the  four-hour  peak  concentration.  There  was  no  evi- 
dence of  excessive  or  subtherapeutic  blood  levels.  Neuro- 
logic evaluation  obtained  at  each  sampling  failed  to  demon- 
strate any  indication  of  toxicity. 

A three-part  study  was  conducted  on  institutionalized 
children  who  were  stabilized  on  approximately  5 mg/kg  of 
phenytoin  per  day,  given  in  divided  doses.  Following  four 
weeks  of  baseline  observations  (Part  1),  they  were  changed 
to  a single  dose  regimen  of  phenytoin  (Part  2),  and  then 
returned  to  the  divided  dose  regimen  (Part  3).  Serum 
phenytoin  determinations  were  similar  during  the  two 
different  dosage  regimens.  No  evidence  of  excessive  drug 
accumulation  occurred  at  the  time  of  peak  absorption 
following  the  single  daily  dose  regimen,  or  was  there  a 
tendency  for  subtherapeutic  levels  just  prior  to  the  next 
daily  dose.3 

In  conclusion,  once-a-day  dosage  of  phenytoin  offers 
convenience  to  patients  and  nursing  personnel;  however, 
patients  must  be  counseled  not  to  miss  inadvertently  this 
dose,  which  would  be  more  serious  than  missing  one  of  the 
divided  doses. 
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PHYSICIANS  SEEKING 
LOCATION  IN  NEWJERSEY 

The  following  physicians  have  written  to  the  Executive 
Office  of  MSNJ  seeking  information  on  possible  oppor- 
tunities for  practice  in  New  Jersey.  The  information  listed 
below  has  been  supplied  by  the  physician.  If  you  are  inter- 
ested in  any  further  information  concerning  these  physi- 
cians, we  suggest  you  make  inquiries  directly  to  them. 

ANESTHESIOLOGY -Ragaie  Z.  Kolta,  M.D.,  12700 
Fairhill  Road,  Cleveland,  Ohio  44120.  Ein-Shams 
(Cairo,  Egypt)  1960.  Board  eligible.  Group,  partner- 
ship. Available. 

Takao_  Uchida,  M.D.,  1545  NW  8th  Avenue,  Apt. 
#108,  Miami,  Florida  33136.  Gifu  (Japan)  1973.  Board 
eligible.  Solo,  single  specialty  group,  partnership. 
Available. 

Margarita  Bravo,  M.D.,  51-15  Van  Kleeck  Street, 
Apt.  2-G,  Elmhurst,  New  York  1 1373.  Univ.  of  Philip- 
pines 1969.  Board  eligible.  Group  or  partnership. 
Available. 

FAMILY  PRACTICE- Bruce  E.  Yeamans.  M.D.,  5025 
A Street,  Omaha,  Nebraska  68106.  Creighton  1974. 
Board  eligible.  Small  group  or  partnership.  Available. 

Jin  Baik  Chung,  M.D.,  823  Harned  Street,  Apt.  2-A, 
Perth  Amboy  08861 . Catholic  Medical  College  (Korea) 
1968.  Solo,  partnership,  group,  emergency  room. 
Available  July  1978. 

GENERAL  PRACTICE-George  A.  Murr,  III,  M.D., 
1611  South  Broad  Street,  Philadelphia,  Pennsylvania 
19148.  Hahnemann  1976.  Subspecialty,  emergency 
medicine.  Group  or  emergency  room.  Available. 

Terence  T.  Hart,  M.D.,  1474  Seymour  Street,  Apt.  5, 
Halifax,  Nova  Scotia,  Canada.  Subspecialty,  emer- 
gency medicine.  Partnership,  group,  or  emergency 
room.  Available. 

Abdul  Waheed,  M.D.,  5914  Shoshone  Avenue.  Encino, 
California  91316.  Khyber  Medical  College  (Pakistan) 
Partnership  or  group.  Available. 

Dan  J.  Hanco,  M.D.,  10  Muirhead  Road,  Apt.  1701, 
Willowdale  M2J  4P9,  Ontario,  Canada.  University  of 
Toronto  1976.  Partnership,  school  health,  emergency 
room.  Available. 

INTERNAL  MEDICINE  — Philip  Chathampadathil, 
M.D..  1925  Eastchester  Road,  Apt.  16-D.  Bronx,  New 
York  10461.  Trivandrum  (India)  1968.  Subspecialty, 
hematology/oncology.  Board  eligible.  Hospital-based 
solo,  group,  teaching.  Available. 

Robin  O.  Motz,  M.D..  1297  Dickerson  Road,  Teaneck 
07666.  Columbia  University  1975.  Single  or  multi- 
specialty group,  research.  Available  July  1978. 

Jeffrey  M.  Shapiro,  M.D.,  2991  School  House  Lane, 
Apt.  #534E,  Philadelphia,  Pennsylvania  19144.  Uni- 
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versity  of  Buenos  Aires  1963.  Subspecialty,  gastro- 
enterology. Board  certified  (1M).  Solo,  partnership, 
group.  Available  July  1978. 

Myron  A.  Shoham,  M.D.,  M.O.Q.  3011,  Camp 
Lejeune,  North  Carolina  28542.  Boston  1971.  Subspe- 
cialty, gastroenterology.  Board  certified  (IM).  Group 
or  partnership.  Available  July  1978. 

Ira  Spiler.  M.D.,  27  Sutherland  Road,  Brighton, 
Massachusetts  02146.  Einstein  1971.  Subspecialty, 
endocrinology.  Board  certified  (IM).  Group,  partner- 
ship, or  geographic  (full  time).  Available  July  1978. 

John  J.  Halpin,  M.D.,  1089  Elmore  Avenue,  Colum- 
bus, Ohio  43224.  Georgetown  1971.  Subspecialty, 
hematology/oncology.  Board  certified  (IM).  Group 
or  partnership.  Available  July  1978. 

Bruce  E.  Sherling,  M.D.,  28-B  Warren  Drive,  Edison 
08817.  NYU  1973.  Subspecialty,  pulmonary  diseases. 
Board  certified  (IM).  Group  or  hospital-based.  Avail- 
able July  1978. 

Yune-Gill  Jeong,  M.D.,  6-B  Booker  Creek  Apt., 
Chapel  Hill,  North  Carolina  27514.  Chun  Nam 
(Korea)  1970.  Subspecialty,  pulmonary  medicine. 
Board  certified  (IM).  Hospital-based  or  geographic 
full-time  pulmonary  subspecialist.  Available  July 
1978. 

NEUROLOGY -Hasit  R Thakore,  M.D.,  100  East  92nd 
Street,  Apt.  5-A,  Brooklyn,  New  York  11212.  Munic- 
ipal Medical  School  (India)  1968.  Board  eligible. 
Group,  hospital-based,  partnership.  Available. 

Sadasivam  Modali,  M D.,  51-55  Van  Kleeck  Street, 
Apt.  3-J,  Elmhurst,  New  York  11373.  Kurnool  Medi- 
cal College  (India)  1964.  Board  eligible.  Group,  part- 
nership, or  hospital  practice.  Available. 

Lester  Hershman,  M.D..  500  East  85th  Street,  Apt. 
3-F.  New  York,  New  York  10028.  Mt.  Sinai  (NYC) 
1974  Board  eligible.  Group,  partnership,  solo.  Avail- 
able July  1978. 

OBSTETRICS/GYNECOLOGY -R  George  Cherian, 
M.D.,  3450-21N  Wayne  Avenue,  Bronx,  New  York 
10467.  Kasturba  (India)  1970.  Board  eligible.  Solo  or 
partnership.  Available. 

Louis  J.  Freedman,  M.D.,  210  Locust  Street,  Apt. 
12-A,  Philadelphia,  Pennsylvania  19106.  University 
of  Pennsylvania.  Group  (specialty)  or  partnership. 
Available  July  1978. 

Akbar  Omar,  M.D.,  85  Riverdale  Avenue,  Apt.  A-642, 
Yonkers,  New  York  10701.  Dow,  Karachi  (Pakistan). 
Solo,  partnership,  or  group.  Available  July  1978. 

Leonard  Pass,  M.D.,  6 Douglas  Mowbray  Road,  Peek- 
skill,  New  York  10566.  Board  certified.  Solo,  partner- 
ship, or  group.  Available  September  1977. 

Parimal  S.  Bhayani,  M.D.,  1275  Rock  Avenue,  Apt. 
KK-7,  North  Plainfield  07060.  Univ.  of  Bombay  1968. 
Board  eligible.  Group  or  partnership.  Available. 


OPHTHALMOLOGY -Frederick  C.  Blades,  M.D.,  499 
River  Road,  Fair  Haven  07701.  George  Washington 
University  1969.  Board  eligible.  Part-time,  close  to 
Red  Bank.  Available. 

Davinder  Singh  Rehsia,  M.D.,  504-671  William  Ave- 
nue, Winnipeg  R3E  0Z2,  Manitoba,  Canada.  Amrit- 
sar, Punjab  (India)  1969.  Board  eligible.  Group,  part- 
nership, or  emergency  room.  Available.  December 
1977. 

Howard  Jay  Gross,  M.D.,  3115  Breton  Avenue,  Davis, 
California  95616.  George  Washington  University 

1971.  Board  eligible.  Solo,  partnership,  group.  Avail- 
able April  1978. 

ORTHOPEDIC  SURGERY  — Michael  Hahn,  M.D.,  85 
Schuyler  Drive,  Edison  08817.  NYU  (Downstate) 
1969.  Board  Eligible.  Group  or  partnership.  Available. 

Jeffery  H.  Phillips,  M.D.,  3450-23  Wayne  Avenue, 
Bronx,  New  York  10467.  Einstein  1974.  Group  or 
partnership.  Available  July  1978. 

PATHOLOGY  — Vasundhara  G.  Bindinganavile,  M.D., 
42  Walnut  Street,  Montclair  07042.  Bangalore  Medi- 
cal College  (India)  1969.  Group  or  institutionally- 
based.  Available  July  1978. 

Surabhan  Ratanasen,  M.D.,  156  Corliss  Avenue,  Apt. 
706,  Johnson  City,  New  York  13790.  Chulalongkorn, 
Bangkok  (Thailand)  1971.  Board  eligible.  Solo,  part- 
nership, or  group.  Available  October  1977. 

Moo  Keun  Lee,  M.D.,  120  Randolph  Road,  Apt.  #48, 
Plainfield  07060.  Yonsei  (Korea)  1968.  Group  or 
partnership.  Available  July  1978. 

PEDIATRICS  — Richard  E.  Manners,  M.D.,  11801  Mon- 
roe Street,  N.E.,  Blaine.  Minnesota  55434.  Einstein 
1975.  Board  eligible.  University  affiliated  or  group 
practice.  Available  July  1978. 

Edward  P.  Spiegel,  M.D.,  1008  Vienna  Woods  Drive, 
Cincinnati,  Ohio  45211.  University  of  Pennsylvania 

1972.  Board  eligible.  Partnership  or  group.  Available 
August  1978. 

Fazal  Ahmad,  M.D.,  100  College  Avenue,  Apt.  6-S, 
North  Tarrytown,  New  York  10591.  Karachi  (Paki- 
stan) 1969.  Board  eligible.  Any  type  of  practice.  Avail- 
able. 

Allen  S.  Retirado,  M.D.,  639  Albany  Avenue,  Apt.  4-J, 
Brooklyn,  New  York  1 1203.  U.E.  College  of  Medicine 
(Philippines)  1971.  Board  eligible.  Group,  partnership, 
hospital  or  institutionally  based.  Available. 

Johannes  B.  Lukito,  M.D.,  2101  Canarsie  Road, 
Brooklyn,  New  York  11236.  University  of  Indonesia 
1969.  Board  eligible.  Subspecialty,  hematology.  Solo, 
partnership,  or  group.  Available  January  1978. 

RADIOLOGY  — Sun  Hyung  Park,  M.D.,  230  Elruth 
Court,  Apt.  86,  Girard,  Ohio  44420.  Yonsei  University 
(Korea)  1972.  Board  eligible.  Solo,  partnership,  group, 
institutional.  Available  November  1977. 
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SURGERY -Por-Ming  Luo,  M.D.,  10428  South  Mason 
Avenue,  Apt.  2-S,  Oak  Lawn,  Illinois  60453.  Taipei 
(Taiwan)  1967.  Board  eligible.  Solo,  group,  partner- 
ship. Available. 

George  E.  Wilkinson,  Jr.,  M.D.,  98  Marchmont  Cres- 
cent, Edinburgh  EH9  1HD,  Scotland.  CMDNJ  1972. 
Board  eligible.  Group.  Available. 

Jorge  Antonio  Melendez,  M.D.,  1 Hillside  Drive, 
Batavia,  New  York  14020.  San  Agostin  University 
(Peru)  1967.  Board  certified.  Partnership,  group,  insti- 
tutionally based.  Available  August  1978. 

Sham  Yung,  M.D.,  1035  Beach  Road,  Apt.  B-10, 
Cheektowaga,  New  York  14225.  Chung  Shan  Medical 
College  (Taiwan)  1972.  Board  eligible.  Solo,  partner- 
ship, group,  emergency  room.  Available  December 
1977. 

Irvathur  Narasimha  Nayak,  M.D.,  1 15  Old  Short  Hills 
Road,  Apt.  526,  West  Orange  07052.  Stanley  Medical 
College,  Madras  (India)  1963.  Board  eligible.  Solo, 
partnership,  group.  Available  January  1978. 


James  Fredrick  Davison,  3699  Kendall  Avenue,  Cin- 
cinnati, Ohio  45208.  St.  Louis  University  1972.  Spe- 
cial interest,  urological  surgery.  Partnership  or  group. 
Available  July  1978. 

Richard  J.  Winkle,  M.D.,  1 14  Country  Club  Road, 
Willingboro  08046.  Cornell  1960.  Board  certified.  Sub- 
specialty, thoracic  and  vascular  surgery.  Available. 


UROLOGY  — Sharat  C.  Kalvakota,  M.D.,  50  Yonkers 
Terrace,  Yonkers,  New  York  10704.  Gandhi  Medical 
College  (India)  1968.  Group,  solo,  or  full-time  hospital- 
based.  Available  July  1978. 

P.  Satpathy,  M.D.,  6517  Landover  Road,  Apt.  102, 
Cheverly,  Maryland  20785.  Utkal  (India)  1965.  Board 
eligible.  Any  type  of  practice.  Available. 

Bruce  Devon,  M.D.,  675  Delaware  Avenue,  Buffalo, 
New  York  14202.  Tufts  1973.  Board  eligible.  Solo, 
partnership,  or  group.  Available  July  1978. 


1977-1978 

Committees  and  Councils 

STANDING  COMMITTEES 

Advisory  to  Woman's  Auxiliary 


William  J.  Roe,  M.D.,  Chairman  (1978) 
Frederick  W.  Durham,  M.D.,  Vice-Chairman 

Englewood 

(1980)  

Haddonfield 

Julius  Baber,  M.D.  (1978) 

Bayonne 

James  E.  Brennan,  M.D.  (1979) 

Cherry  Hill 

Ralph  J.  Fioretti,  M.D.  (1980) 

Rochelle  Park 

Alexander  D.  Kovacs,  M.D.  (1979) 

Scotch  Plains 

Annual  Meeting 

James  E.  D.  Gardam,  M.D.,  Chairman  (1978) 
Francis  X.  Keeley,  M.D.,  Vice  Chairman 

Millville 

(1980) 

Haddonfield 

Robert  Brill,  M.D.  (1979) 

Passaic 

Arthur  C.  Dietrick,  M.D.  (1978) 

Mount  Holly 

Carl  A.  Restivo.  M.D.  (1979) 

Jersey  City 

James  H Spillane,  M.D.  (1980) 
Arthur  Bernstein,  M.D.,  Secretary 

Phillipsburg 

Ex-officio 

Maplewood 

H.  Irving  Dunn,  M.D..  Consultant 

Scientific  Program  (Section*) 

Bay  Head 

Allergy 

Carolyn  E.  Goodstein,  M.D.,  Chairman 

Englewood 

Ronald  E.  Grossman,  M.D.,  Secretary 

Maplewood 

Anesthesiology 

Victor  Garber.  M.D.,  Chairman 

Montvale 

George  E.  Covintree,  M.D.,  Secretary 

Camden 

Cardiovascular  Diseases 

Ernest  Landy,  M.D.,  Chairman 
A.  N.Timmapuri,  M.D.,  Secretary 

Hasbrouck  Heights 
Ridgefield  Park 

Chest  Diseases 

Norman  Edelman.  M.D.,  Chairman 
Ellis  P.  Singer,  M.D.,  Secretary 

Princeton 

Plainfield 

Clinical  Pathology 

Walter  Uhlman,  M.D.,  Chairman 
Roberta  G.  Rubin,  M.D Secretary 

Flemington 
Pompton  Plains 

Dermatology 

Jerold  Graff,  M.D.,  Chairman 

Westfield 

Robert  Schneider,  M.D.,  Secretary 

Somerville 

Emergency  Medicine 

Michael  Sarik,  M.D.,  Chairman 
John  P.  Salvo,  M.D.,  Secretary 

Cinnaminson 

Medford 

Family  Practice 

G.  L.  Triebenbacher,  M.D.,  Chairman 
Joseph  A.  Santangelo.  M.D..  Secretary 

Beach  Haven 
Verona 

Gastroenterology  and  Proctology 

Joel  D.  Levinson.  M.D.,  Chairman 
William  C.  Sloan,  M.D.,  Secretary 

Springfield 

Livingston 

Medicine 

Barry  R.  Zitomer.  M.D. , Chairman 
L.  H.  Hunninghake.  M.D., Secretary 

Morristown 

Princeton 

Neurosurgery  and  Neurology 

Lawrence  Strenger,  M .D..  Chairman 

Atlantic  City 

Obstetrics  and  Gynecology 

P.  L.  Federici,  M.D.,  Chairman 
Joseph  A.  Riggs,  M.D.,  Secretary 

Long  Branch 
Camden 
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Medical  Defense  and  Insurance 


Ophthalmology 

Ralph  A.  Skowron,  M.D.,  Chairman 
D.A.  Greenfield.  M.D.,  Secretary 

Cherrv  Hill 
Maplewood 

Orthopedic  Surgery 

Paul  J.  Hirsch,  M.D.,  Chairman 
Stuart  A.  Hirsch,  M.D..  Secretary 

Bridgewater 

Bridgewater 

Otolaryngology 

James  H.  Spillane,  M.D.,  Chairman 
Ronald  B.  Low,  M.D.,  Secretary 

Phillipsburg 

Hackensack 

Pediatrics 

Miles  E Drake  M.D..  Chairman 

Vineland 

Carl  S.  Ross,  M.D.,  Secretary 

East  Orange 

Physical  Medicine  and  Rehabilitation 

Fred  G.  Schwing,  M.D..  Chairman 
M.  Noel  Jennings,  M.D  ..Secretary 

Lawrenceville 

Holmdel 

Plastic  and  Reconstructive  Surgery 

Arthur  B.  David,  M.D.,  Chairman 
Richard  M.  Monihan,  M.D  ..Secretary 

Morristown 

Northfield 

Psychiatry 

Henry  Kaminer,  M.D.,  Chairman 
Linus  B.  Root,  M.D  ..Secretary 

Tenafly 

Short  Hills 

Radiology 

Michael  M.  Lazorek,  M.D.,  Chairman 
Jefferson  Bastidas,  M.D  ..Secretary 

Plainfield 

Livingston 

Rheumatism 

James  A.  Robin,  M.D..  Chairman 
Bernard  J.  Saccaro,  M.D.,  Secretary 

Hightstown 
Rochelle  Park 

Surgery 

Elmer  L.  Grimes,  M.D.,  Chairman 
Eugene  H.  Kain,  M.D  ..Secretary 

Haddonfield 

Pennsauken 

Urology 

R.  H.  Stackpole.  M.D..  Chairman 
Emile  J.  Berlet,  M.D  ..Secretary 

Roselle 

Hackensack 

Credentials 


Arthur  Bernstein,  M.D.,  Chairman 

(Secretary)  Ex-Officio  Maplewood 

Laurence  P.  Devlin,  M.D.,  Vice-Chairman 

(1978)  Woodstown 

Thaddeus  Balinski,  M.D.  (1979)  Perth  Amboy 

Charles  E.  Gilpatrick.  M.D.  (1978)  Carney's  Point 

Roger  C.  Laauwe.  M.D.  (1980)  Wayne 

Marcel  A.  Mersch,  M.D.  (1980)  Hackettstown 

John  W.  Nicholson,  III.  M.D.  (1979)  Moorestown 


Finance  and  Budget 

Richard  E.  Lang,  M.D.,  Chairman  (1978) 
L.  G.  McAfoos,  Jr.,  M .D.,  Vice  Chairman 

(1978)  

William  Greifinger,  M.D.  (1979) 

E.  A.  Jasionowski,  M.D.  (1979) 

Charles  S.  Krueger,  M.D.  (1980) 

James  S.  Todd,  M.D.  (1980) 

Rudolph  C.  Gering,  M.D.,  Treasurer, 
Ex-Officio  


Paul  J.  Kreutz,  M.D.,  Chairman 
(1978)  Elizabeth 

Alfred  A.  Alessi,  M.D.,  Vice-Chairman 

(1978)  Hackensack 

Irving  P.  Borsher,  M.D.  (1980) Newark 

Michael  J.  Doyle,  M.D.  (1979)  Neptune 

William  G.  Kuhn,  Jr.,  M.D.  (1979)  New  Brunswick 

Frank  J.  Malta,  M.D.  (1980)  Toms  River 

Arthur  Bernstein,  M.D  ..Secretary 

Ex-Officio  Maplewood 

William  J.  D'Elia,  M.D. . Consultant  Spring  Lake 

Ralph  J.  Fioretti.  M.D..  Consultant  Rochelle  Park 

Ernest  C.  Hillman,  Jr.,  M.D.,  Consultant  Glen  Ridge 
Paul  J. 'Hirsch,  M.D.,  Consultant  Bridgewater 

Henry  Liss,  M.D.,  Consultant  Chatham 

Jesse  Schulman,  M.D.,  Consultant  Lakewood 

B.  F.  Slobodien.  M.D..  Consultant  Perth  Amboy 

Medical  Education 

Arthur  Bernstein.  M.D..  Chairman  (1980)  Maplewood 

Frank  C.  Snope.  M.D.,  Vice-Chairman 

(1979)  Piscataway 

Alfred  A.  Alessi,  M.D.  (1980)  Hackensack 

Maurice  J.  Elovitz,  M.D.  (1979)  Atlantic  City 

Edward  H.  Weiser,  M.D.  (1978)  Sussex 

Sidney  Woltz,  M.D.  (1978)  Union  City 

Paul  J.  Hirsch,  M.D.,  Consultant  Bridgewater 

Edwin  W.  Messey,  M.D.,  Consultant  Willingboro 

William  F.  Minogue,  M.D.,  Consultant  Summit 

Robert  S.  Rigolosi,  M.D..  Consultant  Paramus 

James  A.  Rogers,  M.D.,  Consultant  Paterson 

William  S.  Vaun,  M.D..  Consultant  Long  Branch 

Medical  Student  Loan  Fund 

William  Greifinger,  M.D..  Chairman  (1978)  Belleville 

Charles  Cunningham.  M.D..  Vice-Chairman 

(1979) Vineland 

Antonio  P.  Battaglia,  M.D.  (1979)  Gibbstown 

William  R.  Muir.  M.D.  (1977)  Mount  Holly 

James  P.  Thompson,  M.D.  (1980)  Upper  Montclair 

Publication 

Daniel  B.  Roth.  M.D.,  Chairman  (1979)  Teaneck 

John  F.  Marshall.  M.D.,  Vice-Chairman 

(1978)  Trenton 

Julio  delCastillo,  M.D.  (1980)  Trenton 

Charles  S.  Krueger,  M.D.,  President-Elect, 

Ex-Officio  Teaneck 

Arthur  Bernstein.  M.D..  Secretary. 

Ex-Officio  Maplewood 

Arthur  Krosnick.  M.D.,  Editor,  Ex-Officio  Trenton 

Revision  of  Constitution  and  Bylaws 

Hillel  M.  Ben-Asher.  M.D.,  Chairman 

(1978)  Morristown 

Daniel  J.  O'Regan.  M.D..  Vice-Chairman 


Passaic  (1979)  Jersey  City 

A.  Guy  Campo.  M.D.  (1979)  Westville 

Cherry  Hill  Lawrence  B.  Owen,  M.D.  (1980)  Woodstown 

Belleville  Carl  A.  Restivo.  M.D.  (1978)  Jersey  City 

Sayreville  Arthur  G.  Sullivan,  Jr..  M.D.  ( 1980)  Bound  Brook 

Mount  Holly  Arthur  Bernstein,  M.D..  Secretary, 

Ridgewood  Ex-Officio  Maplewood 

John  S.  Madara,  M.D.,  Consultant  Salem 

Trenton  Charles  I.  Nadel.  M.D. , Consultant  Irvington 
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ADMINISTRATIVE  COUNCILS 

Council  on  Legiclation 

Daniel  J.  O'Regan,  M.D.,  Chairman  (1980) 

Jersey  City 

John  D.  Franzoni.  M.D.,  Vice-Chairman 
(1979)  

Trenton 

Meyer  L.  Abrams,  M.D.  (1980) 

Cherry  Hill 

Donald  P.  Burt.  M.D.  (1978) 

Morristown 

John  J.  Crosby,  Jr.,  M.D.  (1979) 

Jersey  City 

William  J.  D’Elia.  M.D.  (1980) 

Spring  Lake 

Leon  A.  Fraser,  M.D.  (1979) 

Trenton 

Winton  H.  Johnson,  M.D.  (1978) 

Hackensack 

Henry  J.  Mineur,  M.D.  (1978) 

Cranford 

Samuel  B Pole.  Ill,  M.D.  (1978) 

Bridgeton 

ErnestS.  Redfield,  M.D.  (1979) 

Woodbury 

John  R.  Tobey,  M.D.  (1980) 

Newark 

James  S.  Todd,  M.D.,  Chairman. 
Board  of  Trustees,  Ex-Officio 

Ridgewood 

Council  on  Mental  Health 


Robert  S.  Garber,  M.D.,  Chairman  (1978)  Belle  Mead 
Harry  H.  Brunt,  Jr.,  M.D.  (1980) 

Vice-Chairman  Neptune 

Farrell  R.  Crouse,  M.D.  (1979)  Hammonton 

Ralph  J.  Fioretti,  M.D.,  (1980)  Rochelle  Park 

Evelyn  P Ivey,  M.D.  (1978)  Farmingdale 

Alvin  Friedland,  M.D.  (1980)  Livingston 

Alan  Kulick,  M.D.  (1979)  Vineland 

Seymour  F.  Kuvin,  M.D.  (1979)  Livingston 

Gerald  H.  Rozan,  M.D.  (1980)  Wayne 

G.  L.  Triebenbacher,  M.D.  (1979)  Beach  Haven 

Martin  H.  Weinberg,  M.D.  (1978)  Trenton 

John  S.  Madara,  M.D..  Immediate 

Past-President,  Ex-Officio  Salem 

Robert  S.  Albahary,  M.D.,  Consultant  New  Brunswick 
Joseph  J.  Kline,  M.D..  Consultant  Trenton 

J.  Lloyd  Morrow,  M.D.,  Consultant  Passaic 

Laura  E.  Morrow,  M.D.,  Consultant  Passaic 


Council  on  Medical  Service! 


Victor  H.  Boogdanian,  M.D.,  Chairman 

(1980)  New  Brunswick 

JohnS.  Madara,  M.D.,  Vice-Chairman  (1978)  Salem 

Robert  H.  Areson,  M.D.  (1978)  Montclair 

James  Q.  Atkinson,  M.D.  (1979)  Medford  Lakes 

Frank  Campo,  M.D.  (1979)  Trenton 

Arthur  C.  Dietrick,  M.D.  (1978)  Mount  Holly 

Armando  F.  Goracci,  M.D.  (1978)  Woodbury 

Edward  P.  Healey,  M.D.  (1978)  Clifton 

John  R.  O'Brien,  M.D.  (1979)  Jersey  City 

Richard  H.  Sharrett,  M.D.  (1980)  Plainfield 

Charles  O.  Tyler,  M.D.  (1980)  Cherry  Hill 

Sidney  Woltz,  M D.  (1979)  Union  City 

Charles  S.  Krueger,  M.D.,  President-Elect 

Ex-Officio  Mount  Holly 

Matthew  E.  Boylan,  M.D., 

Consultant  Avon-By-The-Sea 

A.  Guy  Campo,  M.D.,  Consultant  Westville 

Karl  T.  Franzoni,  M.D.,  Consultant  Trenton 

Frank  M.  Galioto,  M.D.,  Consultant  Bloomfield 

Joseph  A.  Lepree,  M.D.,  Consultant  Elizabeth 

N.  E.  Marchione.  M.D.,  Consultant  Vineland 

James  A.  Rogers.  M.D.,  Consultant  Paterson 


Special  Committee  to  Council  on  Medical  Services 


Occupational  Health,  Workmen'!  Compeniation, 
and  Rehabilitation 


Elmer  J.  Elias,  M.D.,  Chairman 
Mathilda  R.  Vaschak.  M.D.. 

Trenton 

Vice-Chairman 

North  Plainfield 

John  W.  Holdcraft,  M.D. 

Woodbury 

Andrew  G.  Hudacek,  M.D. 

Morristown 

M.  Noel  Jennings,  M.D. 

Holmdel 

Matthew  M.  Mishinski,  M.D. 

Camden 

Daniel  J.  O’Regan.  M.D. 

Jersey  City 

William  D.  Van  Riper,  M.D. 

Green  Pond 

Ralph  A.  Young,  M.D. 

Maplewood 

Joshua  N.  Zimskind,  M.D. 

Trenton 

William  E.  Neeld,  M.D.,  Consultant 

Deepwater 

Council  on  Public  Health 


John  J.  Pastore,  M.D.,  Chairman  (1978)  Vineland 

Edward  M.  Coe,  M.D.  (1980) 

Vice-Chairman  Cranford 

William  M.  Chase,  M.D.  (1979)  East  Orange 

Anthony  P.  DeSpirito,  M.D  (1978)  Neptune  City 

Peter  A.  Gross,  M.D.  (1979)  Hackensack 

Thomas  F.  McLaughlin,  M.D.  (1979)  Metuchen 

Watson  E.  Neiman,  M.D.  (1980)  Riverton 

Francis  E.  Rieman,  M.D.  (1978)  Highlands 

Bernard  A.  Rineberg  (1980)  New  Brunswick 

Robert  G.  Salasin  (1978)  North  Wildwood 

Robert  E.  Verdon  (1980)  Cliffside  Park 

Edward  A.  Wolfson,  M.D.  (1979)  Glen  Rock 

Alfred  A.  Alessi,  M.D.,  First  Vice-President 

Ex-Officio  Hackensack 

William  J.  Dougherty,  M.D.,  Consultant  Trenton 

Martin  Goldfield,  M.D.,  Consultant  for 

Communicable  and  Infectious  Diseases  Trenton 


Special  Committees  to  Council  on  Public  Health 


Cancer  Control 


Roy  T.  Forsberg,  M.D.,  Chairman 

Westfield 

Sherman  Garrison,  M.D. 

Bridgeton 

Warren  H.  Knauer,  M.D. 

Hillside 

George  P Koeck.  M.D. 

Hopatcong 

Bernard  J.  Koven,  M.D. 

Englewood 

Charles  S.  Krueger.  M.D. 

Mount  Holly 

John  H.  Landon,  M.D. 

Greenbrook 

Albert  A.  Pineda.  M.D. 

Clifton 

Benjamin  F.  Rush,  Jr.,  M.D 

Newark 

Elissa  J.  Santore.  M.D. 

Irvington 

Eva  B.  Stahl.  M.D. 

New  Brunswick 

Child  Health 

Glenn  P Lambert.  M.D..  Chairman 

Flemington 

Frank  Colantuono,  M.D. 

Teaneck 

W illiam  J.  Farley.  M.D. 

Brielle 

Douglas  Ford,  M.D. 

East  Orange 

Robert  E.  Jennings,  M.D. 

South  Orange 

John  J.  LaMar.  Jr..  M.D. 

Salem 

Milton  Prystowsky,  M.D. 

Nutley 

Sidney  Tucker.  M.D. 

Perth  Amboy 
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Conservation  of  Hoaring  and  Speech 

SPECIAL  COMMITTEES 

Aris  M.  Sophocles,  M.D.,  Chairman 

Trenton 

Ralph  L.  Dicker.  M.D. 

Dover 

Howard  S.  Farmer,  M.D. 

Princeton 

Chronically  III  and  Aging 

Patrick  Houston.  M.D. 

Cherry  Hill 

Matthew  E.  Bovlan,  M.D.,  Chairman 

Avon-By-The-Sea 

Donald  J.  Nalebuff,  M.D. 

Teaneck 

Werner  J.  Hollendonner,  M.D. 

Trenton 

Rowan  C.  Pearce,  Jr.,  M.D. 

Haddonfield 

Michael  K.  Kurilla,  M.D. 

Trenton 

Isadore  M.  Schnee,  M.D. 

Paterson 

A.  Gerard  Peters,  M.D. 

Paterson 

Robert  Stern,  M.D. 

Mount  Holly 

Conservation  of  Vision 

Emergency  Medical  Care 

Samuel  B.  Pole,  III,  M.D.,  Chairman 

Bridgeton 

Jack  R.  Karel,  M.D..  Chairman 

Hillside 

Jordan  D.  Burke,  M.D. 

Summit 

R.  Winfield  Betts,  M.D.,  Vice-Chairman 

Medford 

Alfonse  A.  Cinotti,  M.D. 

Jersey  City 

Clifford  B Blasi.  M.D. 

Sea  Girt 

Samuel  Diskan,  M.D. 

Atlantic  City 

John  A.  Flood,  Jr.,  M.D. 

Trenton 

Oram  R.  Kline,  M.D. 

Camden 

David  A.  Gehring,  M.D. 

Woodbury 

Ralph  E.  Siegel,  M.D. 

Perth  Amboy 

Christine  E.  Haycock,  M.D. 

Newark 

Ralph  A.  Skowron,  M.D. 

Cherry  Hill 

Dorson  S.  Mills,  M.D. 

Elmer 

Anthony  M.  Sellitto,  M.D..  Consultant 

South  Orange 

Kenneth  A.  Morrisey,  M.D. 

Teaneck 

President  and  President-Elect,  New  Jersey  Academy  of 

Daniel  J.  O'Regan.  M.D. 

Jersey  City 

Ophthalmology  and  Otolaryngology  also  are  Consultants. 

Stephen  J Rodgers,  M.D. 

Alloway 

Rudolph  E.  Schwaeble.  M.D 

Mendham 

Michael  D.  Yablonski,  M.D. 

Hackensack 

Watson  E.  Neiman,  M.D.,  Consultant 

Trenton 

Richard  H Musgnug,  M.D..  Chairman 

Medford  Lakes 

Seymour  Charles,  M.D. 

Irvington 

E.  Spencer  Paisley,  M.D. 

Haddon  Heights 

long  Rang*  Planning  and  Development 

Philip  J.  G.  Quigley,  M.D. 

Elizabeth 

William  J.  D’Elia.  M.D.  (1978) 

Frank  L.  Rosen,  M.D. 

Maplewood 

Chairman 

Spring  Lake 

William  1.  Weiss.  M.D 

Livingston 

Alfred  A Alessi,  M.D.  (1978) 

Hackensack 

Meyer  T.  Weissman,  M.D. 

Elizabeth 

H.  Oliver  Brown,  M.D.  (1978) 

Westfield 

Owen  A.  Shteir,  M.D. 

Princeton 

Leon  C.  Edwards,  M.D.  (1978) 

Bedminster 

William  1 Weiss,  M.D. 

Livingston 

Edward  P.  Healey,  M.D.  (1978) 

Clifton 

Meyer  T.  Weissman,  M.D. 

Elizabeth 

Philip  J.  LoPresti,  M.D.  (1978) 

Haddon  Heights 

Morris  Joselow,  Ph  D.,  Consultant 

Westwood 

Thomas  E.  Mattingly,  Jr.,  M.D.  (1978) 

Mount  Holly 

Bernard  Robins,  M.D.  (1978)  

Springfield 

Benjamin  Wolfson,  M.D.  (1978) 

Woodbury 

Council  on  Public  Relatione 

James  A.  Rogers.  M.D..  Chairman  (1978) 

Paterson 

Medicine  and  Religion 

Frank  Y.  Watson,  M.D..  Vice-Chairman 

Thomas  H.  McGlade,  M.D..  Chairman 

Camden 

(1980) 

Montclair 

Reynold  E.  Burch,  M.D. 

Newark 

Frank  R.  Begen,  M.D  (1978) 

Teaneck 

Charles  H.  Calvin,  M.D. 

Edison 

Milton  R Bronstein,  M.D.  (1979) 

Edison 

Louis  McAfoos,  M.D. 

Cherry  Hill 

Andrew  G.  Hudacek,  M.D.  (1978) 

Morristown 

Watson  E.  Neiman,  M.D. 

Cinnaminson 

Frank  J.  Malta,  M.D.  (1980) 

Toms  River 

George  A.  Nitshe,  M.D. 

Monroeville 

Robert  E.  McNamara,  M.D.  (1979) 

Elizabeth 

Edward  W.  Verner,  M.D. 

Newark 

Edwin  W.  Messey,  M.D.  (1979)  Willingboro 

Gastone  A.  Milano,  M.D.  (1978)  Atlantic  City 

Jesse  Schulman.  M.D.  (1980)  Lakewood 

Ford  C.  Spangler.  M.D.  (1979)  Salem 

B Ralph  Wayman.  Jr.,  M.D.  (1980)  Morrisville,  Pa. 

George  L.  Benz,  M.D  ..2nd  Vice-President, 

Ex-Officio  Newark 


Retirement  Plan  for  Physicians 

Nicholas  E.  Marchione,  M.D.,  Chairman 
Paul  J.  Kreutz,  M.D. 

Albert  F.  Moriconi,  M.D. 

Emanuel  M.  Satulsky,  M.D. 


Vineland 

Elizabeth 

Trenton 

Elizabeth 


212th  Annual  Meeting 
May  6-9  — Atlantic  City 
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1977-1978 

Special  Committees  and 
Liaison  Representatives 

Acodemy  of  Medicine  of  New  Jersey 

(1)  Board  of  Trustees/Liaison  Committee 

(Liaison  requested  by  Academy  — 6/19/66) 


Edward  G.  Bourns,  M.D.  Jamesburg 

James  A.  Rogers,  M.D Paterson 

Howard  D.  Slobodien,  M.D Perth  Amboy 

(2)  Post-Graduate  Medical  Education  Study  Committee 
(Representative  requested  by  Academy—  1 1 / 1 5 / 64 ) 
Arthur  Bernstein,  M.D.,  Chairman, 

Committee  on  Medical  Education  Maplewood 

Frank  C.  Snope,  M.D.,  Vice  Chairman, 

Committee  on  Medical  Education  Piscataway 


Aging,  Children,  and  Youth,  Auxiliary  Committee. 

(Liaison  requested  by  MSNJ’s  Auxiliary  — 1 1 / 19/72) 
James  A.  Rogers,  M.D Paterson 

American  Medical  Association-Education  Research  Foundation 

(Liaison  requested  by  AMA-10/7/51) 

William  Greifinger,  M.D.,  Chairman,  Committee  on 
Medical  Student  Loan  Fund  Belleville 


Board  of  Institutional  Trustees, 

Department  of  Institutions  and  Agencies 

(Appointed  by  Governor  for  8-year  term) 

Frank  J.  Hughes,  M.D.  (1979)  Gloucester 

Board  of  Nursing,  New  Jersey  State 

(Liaison  requested  by  Board  of  Nursing  — 1 1/21/65) 
Henry  J.  Mineur,  M.D.  Cranford 

Bureau  of  Investigation, 

Department  of  Law  and  Public  Safety 

(Cooperating  committee  requested  by  Department  of  Law 
and  Public  Safety  — 9/61) 

Board  of  Trustees  (Reaffirmed  by  Board  of  Trustees 
5/17/77) 

Cardiac  Advisory  Panel  to  Director  of  Motor  Vehicles 

(Panel  requested  by  Special  Commission  on  Traffic  Safety 
— 9/17/61 —appointed  by  Director  of  Motor  Vehicles) 
James G.  Kehler,  M.D.  Woodbury 

Community  Medicine  Advisory  Council 

(MSNJ  representation  requested  by  Richard  J.  Cross, 
M.D.,  CMDNJ  at  Rutgers—  12/20/70) 

Arthur  Bernstein,  M.D.  Maplewood 

Victor  H.  Boogdanian.  M.D.  New  Brunswick 

Comprehensive  Health  Planning  Agency 


American  Medical  Student  Association  — CMDNJ 

(Liaison  established  by  the  Board  4/25/76) 
Mr.  David  DeVere 
Mr.  Leonard  Bielory 


Audit  Review  Committee  (1976-1977) 


(Appointed  annually  by  Board  to  review  previous  year's 
audit) 

Louis  F.  Albright,  M.D. , Chairman  Spring  Lake 

Edward  G.  Bourns,  M.D.  Jamesburg 

Matthew  E.  Boylan,  M.D.  Avon-by-the-Sea 

Charles  L.  Cunniff,  M.D.  Jersey  City 

William  J.  D’Elia,  M.D.  Spring  Lake 

Consultants: 


Rudolph  C.  Gering,  M.D. , Treasurer  Trenton 

Richard  E.  Lang,  M.D.,  Chairman,  Committee  on 
Finance  and  Budget  Passaic 

Louis  G.  McAfoos,  Jr.,  M.D.,  Vice-Chairman,  Com- 
mittee on  Finance  and  Budget  Cherry  Hill 


(Liaison  requested  by  the  Comprehensive  Health 
Planning  Agency—  12/16/69) 

Nicholas  E.  Marchione,  M.D..  State  Health 

Planning  Council  Vineland 

Irving  P.  Borsher,  M.D.,  Health  Care 
Costs  Committee  Newark 

Arthur  Bernstein.  M.D.,  Medicaid 
Committee  Maplewood 

James  A.  Rogers,  M.D..  Medical  Education 

Facilities  Committee  Paterson 


Consumer  Health  Education,  Advisory  Committee  of  the  Office  of 

(College  of  Medicine  and  Dentistry  of  New  Jersey) 
Howard  D.  Slobodien,  M.D.  Perth  Amboy 

Crippled  Children  Commission,  State 

(Appointed  by  Governor  for  5-year  term) 

Harry  W.  Fullerton,  Jr.,  M.D.  Carney’s  Point 


Blood  Bank  Association,  New  Jersey 

(Liaison  requested  by  New  Jersey  Blood  Bank 
Association  4/25/69 

Frank  Campo,  M.D.  Trenton 

Blue  Cross- Blue  Shield  Plans  of  New  Jersey, 

Permanent  Committee  on 

(Appointment  of  committee  requested  by 
MSP— 4/16/60 

James  S.  Todd,  M.D Chairman, 

Board  of  Trustees  Ridgewood 

Frank  R.  Begen.  M.D..  President  Teaneck 

M Vincent  A.  Maressa,  Executive  Director  Trenton 

Equal  Representation  from: 

Medical-Surgical  Plan  of  New  Jersey 
Hospital  Service  Plan  of  New  Jersey 
New  Jersey  Hospital  Association 


Disputed  Claims,  Advisory  Committee  to  Review  MSP  and  HSP 

(Established  at  request  of  MSP  — 8/21/60  — Quorum:4 
members) 

1st  District  — 

Ralph  M.  L.  Buchanan,  M.D., 

Chairman 

Gustav  L.  Ibranyi,  M.D. 

2nd  District  — 

John  J.  Crosby,  Jr.,  M.D. 

Carl  A.  Restivo,  M.D. 

3rd  District  — 

John  S.  VanMater.  M.D. 

John  A.  Kinczel,  M.D. 

4th  District  — 

F rank  J.  Hughes.  M.D. 

5th  District  — 

Don  B Weems,  Jr.,  M.D. 

Nicholas  E.  Marchione.  M.D. 


Phillipsburg 

Newark 

Jersey  City 
Jersey  City 

New  Brunswick 
Trenton 

Gloucester 

Wenonah 

Vineland 
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Education,  State  Department  of 

(Liaison  requested  by  the  Assistant  Commissioner  of 
Education  — 9/21/58) 

Glenn  P.  Lambert,  M.D.,  Chairman,  Special 
Committee  on  Child  Health  Flemington 

Emotionally  Disturbed  Child,  Advisory  Council  to 
Department  of  Education 

(Liaison  requested  by  Department  of  Education  — 
10/28/68) 

William  J.  Farley,  M.D.  Brielle 

Epilepsy,  Advisory  Panel  to  State  Director  of  Motor  Vehicles 

(Established  at  request  of  Director  of  Motor  Vehicles 
-7/29/66) 

J.  Berkeley  Gordon,  M.D.  Rumson 

Executive  Committee 

(Provided  in  the  Bylaws,  Chapter  III  (c) 


Frank  R.  Begen,  M.D.,  President 
( Chairman ) Teaneck 

Charles  S.  Krueger,  M.D., 

President-Elect  Mt.  Holly 

Alfred  A.  Alessi,  M.D., 

First  Vice-President  Hackensack 

George  L.  Benz,  M.D., 

Second  Vice-President  Newark 

James  S.  Todd;  M.D.,  Chairman  of  the 

Board  of  Trustees  Ridgewood 

John  S.  Madara,  M.D., 

Immediate  Past-President  Salem 


Graduate  Education,  Task  Force  on 

(Representation  requested  by  CMDNJ) 

James  A.  Rogers,  M.D.  Paterson 

Health  Care  Administration  Board 

MSNJ  Executive  Committee  members  and  Trustees 
(on  an  alphabetical,  rotating  basis)  notified  of  meeting 
dates.  (Per  Board  action  2/15/76) 

Health  Insurance  Association  of  America 

(Committee  established  at  request  of  Health  Insurance 
Council- 3/24/57) 

Arthur  Bernstein,  M.D Secretary 

( Chairman ) Maplewood 

Frank  R.  Begen,  M.D. , President  Teaneck 

Charles  S.  Krueger,  M.D., 

President-Elect  Mount  Holly 

Alfred  A.  Alessi,  M.D.,  First 

Vice-President  Hackensack 

George  L.  Benz,  M.D Second 

Vice-President  Newark 

Mr.  Vincent  A.  Maressa,  Executive  Director  Trenton 

Health  Professions  Education  Advisory  Council 

(Department  of  Higher  Education) 

William  J.  D’Elia,  M.D.  Spring  Lake 

John  J.  Crosby,  Jr.,  M.D.  Jersey  City 

Historian- Archivist 

(Created  at  the  suggestion  of  the  Executive  Director  — 
1/13/57) 

Morris  H.  Saffron,  M.D.  (Appointed  5/67)  Passaic 


Home  Health  Agencies,  State  Committee  to 
Develop  Standards  for  Licensure  of 

(MSNJ  representation  requested  by  the  Secretary  of  the 
Licensure  Committee  of  the  New  Jersey  Department  of 
Health- 10/15/72) 

David  Eckstein,  M.D.  Trenton 

Hospital  Association,  New  Jersey 

(Liaison  established  at  request  of  New  Jersey  Hospital 
Association—  12/17/67) 

Rudolph  C.  Gering,  M.D.  Trenton 

Hospital  Advisory  Council,  State  Department  of  Health 

(Appointed  by  the  Commissioner  of  Health  for  an 
indefinite  term) 

Nicholas  E.  Marchione,  M.D.  Vineland 

House  Maintenance,  Staff  Policies  and 
Personnel  Relations 

(Special  Committee  created  by  Board  of  Trustees  — 


9/21/58) 

Frank  R.  Begen,  M.D.,  President 
(Chairman)  Teaneck 

Charles  S.  Krueger,  M.D.,  President-Elect  Mt.  Holly 
Arthur  Bernstein,  M.D. , Secretary  Maplewood 

Rudolph  C.  Gering,  M.D. , Treasurer  Trenton 

James  S.  Todd,  M.D.,  Chairman, 

Board  of  Trustees  Ridgewood 

Richard  E.  Lang,  M.D.,  Chairman, 

Committee  on  Finance  and  Budget  Cherry  Hill 

Mr.  Vincent  A.  Maressa,  Executive  Director  Trenton 


JEMPAC,  Conference  Committee  with 

(Established  at  request  of  JEMPAC  — 6/25/67) 


Daniel  J.  O’Regan,  M.D.,  Chairman 

Council  on  Legislation  Jersey  City 

Victor  H.  Boogdanian,  M.D.,  Chairman 

Council  on  Medical  Services  New  Brunswick 

George  L.  Benz,  M .D  .,  Second 

Vice-President  Newark 


Judiciary  and  Bar,  Conference  Committee  on 
Inter-Relations  with  the 

(Established  at  invitation  ofSupreme  Court—  1 1/17/63) 


Frank  R.  Begen,  M.D.,  President  Teaneck 

Charles  S.  Krueger,  M .D.,  President-Elect  Mount  Holly 
Alfred  A.  Alessi,  M.D., 

First  Vice-President  Hackensack 

George  L.  Benz,  M.D., 

Second  Vice-President  Newark 

James  S.  Todd,  M.D.,  Chairman 

Board  of  Trustees  ' Ridgewood 

Arthur  Bernstein,  M.D.,  Secretary  Maplewood 

Rudolph  C.  Gering,  M.D.,  Treasurer  Trenton 

Daniel  J.  O'Regan,  M.D.,  Chairman 
Council  on  Legislation  Jersey  City 

Paul  J.  Kreutz,  M.D.,  Chairman.  Committee  on 
Medical  Defense  and  Insurance  Elizabeth 

William  J.  D’Elia,  M.D.  Spring  Lake 

James  E.  George,  M.D.  Woodbury 

Elmer  L.  Grimes,  M.D.  Haddonfield 

Nicholas  E.  Marchione,  M.D.  Vineland 

James  A.  Rogers,  M.D.  Paterson 

Emanuel  M.  Satulsky,  M.D.  Elizabeth 

Mr.  Vincent  A.  Maressa,  Executive  Director  Trenton 
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Mr.  Joseph  C.  Lucci,  Executive  Assistant  Trenton 

Equal  representation  from: 

Supreme  Court  Committee  on  Relations  with  the 
Medical  Profession 


Legislation 


(1)  Federal  Keymen 

(Mechanism  established  by  MSNJ— 4/4/54  — to  serve 
as  official  intermediaries  between  MSNJ  and  the 
Federal  legislators) 

15  Congressional  District  Keymen 
1 Senatorial  Keyman 

(2)  State  Keymen 

(Mechanism  established  by  MSNJ  — 7/13/52) 

Keymen  in  15  Legislative  Districts/21  Component 
Societies 

List  maintained  by  Council  on  Legislation  and  Jempac 

Medicaid,  Committee  on 

(Established  by  the  Board  on  9/21/75,  at  the  request  of 
the  Essex  County  Medicaid  Committee) 


Daniel  J.  O’Regan,  M.D.,  Chairman 
Council  on  Legislation  Jersey  City 

Victor  H.  Boogdanian,  M.D.,  Chairman 

Council  on  Medical  Services  New  Brunswick 

John  W.  Alexander,  M.D.  Newark 

Seymour  Charles,  M.D.  Irvington 

Harvey  J.  Shwed,  M.D.  Newark 


Representatives  from  county  and  specialty  societies 


Medicaid  Peer  Review  Committee 


(Established  by  Board  of  Trustees  4/19/70  at  the  request 
of  the  Department  of  Institutions  and  Agencies.  The  func- 
tion of  the  Committee  will  be  to  act  upon  inquiries  and/or 
complaints  originating  either  with  the  administrators  of  the 
Medicaid  Program  or  with  physicians  serving  under  the 
program.) 

1st  District  — 


Nicholas  A.  Bertha,  M.D.  Wharton 

2nd  District  — 

Ambrose  P.  Boyle,  Teaneck 

3rd  District  — 

Rudolph  C.  Gering,  M.D.  Trenton 

4th  District  — 

Emanuel  Abraham,  M.D.  Neptune 

5th  District  — 

Jesse  Carll,  IV,  M.D.  Bridgeton 


Medical  Assistance  Advisory  Council 

(Established  at  invitation  of  State  Medicaid  Commission 
— Board  action  4/20/69) 

A.  Guy  Campo,  M.D.  Westville 

Anthony  P.  DeSpirito,  M.D.  Asbury  Park 


Medical  Assistants,  (State  of  New  Jersey) 

American  Association  of 

(Liaison  requested  by  Association-9/15/63) 
William  J.  D Elia,  M.D.  Spring  Lake 


Medical  Liaison  Committees 

i High-level  conference  groups  for  discussion  and 
consideration  of  items  of  mutual  interest) 

Frank  R.  Begen,  M.D.,  President  Teaneck 

5 isrueger,  M.D.,  President-Elect  Mt.  Holly 


John  S.  Madara,  M.D.,  Immediate 

Past-President  Salem 

James  S.  Todd,  M.D.,  Chairman,  Board 

of  Trustees  Ridgewood 

Mr.  Vincent  A.  Maressa,  Executive  Director  Trenton 

(Where  number  of  representatives  from  other  organi- 


zation is  larger  than  number  of  MSNJ  representatives,  the 
latter  will  be  increased  from  the  Presidential  Officers  to 
equal  the  former.) 

(1)  Medical-Dental 

(Liaison  requested  by  the  Dental  Society  — 6/10/51) 

(2)  Medical-Hospital 

(Liaison  established  by  MSNJ  — 10/25/53 

(3)  Medical-Legal 

(Liaison  established  by  MSNJ  — 10/25/53) 

(4)  Medical-Nursing 

(Liaison  established  by  MSNJ  — 4/4/54) 

(5)  Medical-Osteopathic 

(Liaison  requested  by  Osteopathic  Association  — 
9/17/61) 

(6)  Medical-Pharmaceutical 

(Liaison  established  by  MSNJ  — 7/26/53) 


Medical-Surgical  Plan  Board  of  Trustees 

(Provided  in  MSP  Bylaws) 

Frank  R.  Begen,  M.D.,  President  Teaneck 


Medicare  Peer  Review  Committee 

(Established  by  Board  of  Trustees  12/20/70  at  request  of 
fiscal  intermediary.  Committee  will  review  and  evaluate 
claims  involving  questions  of  over-utilization  under  Medi- 
care. Composition  of  committee  includes  six  groups  of  three 
members  each  in  the  fields  of  general  practice,  general 
surgery,  orthopedic  surgery,  internal  medicine,  ophthal- 
mology, and  urology.) 


Membership  Directory 

(Special  committee  established  by  Board  — 1 1/19/61) 


Arthur  Bernstein,  M.D.,  Chairman  Maplewood 

Matthew  E.  Boylan,  M.D.  Avon-by-the-Sea 

William  Greifinger,  M.D.  Belleville 

Daniel  B.  Roth,  M.D.  Teaneck 

Mr.  Vincent  A.  Maressa,  Executive  Director  Trenton 

Mr.  Robert  H.  Lambert,  Director, 

Fin.  and  Admin.  Services  Trenton 


Membership  Inquiry  and  Complaint  Mechanism 

(Established  at  the  12/10/72  Special  Session  of  the 
House  of  Delegates  to  deal  more  effectively  with  third  party 
insurance  carriers  and  government  medical  programs  as 
they  affect  the  practices  of  the  membership.) 


Membership  Inquiry  and  Complaint  Committee 
with  Medical-Surgical  Plan  of  New  Jersey 


Samuel  Baum.  M.D. 
Donald  P.  Burt,  M.D. 
Arthur  C.  Dietrick,  M.D 
KarlT.  Franzoni.  M.D. 
James  E.  George,  M.D. 


Passaic 
Morristown 
Mount  Holly 
Trenton 
Woodbury 


Membership  Inquiry  and  Complaint  Committee  with  Medicare 


Alfred  A.  Alessi,  M.D. 
William  H.  Coleman.  M.D. 
Richard  H.  DuPree,  M.D. 


Hackensack 

Trenton 

Woodbury 
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Andrew  G.  Hudacek,  M.D.  Morristown 

Joseph  W.  Schauer,  Jr..  M.D.  Farmingdale 

Membership  Inquiry  and  Complaint  Committee  with  Medicaid 

John  J.  Crosby,  Jr.,  M.D.  Jersey  City 

Michael  J.  Doyle.  M.D.  Neptune 

Armando  F.  Goracci,  M.D.  Woodbury 

Frederick  J.  Knocke,  M.D.  Flemington 

Robert  E.  McNamara.  M.D.  Elizabeth 

Membership  Inquiry  and  Complaint  Committee  with  Other  Carriers 

Melvin  J.  Andrews,  M.D.  Cherry  Hill 

Emanuel  M.  Satulsky,  M.D.  Elizabeth 

Howard  D.  Slobodien,  M.D  Perth  Amboy 

Robert  A.  Weinstein,  M.D.  Newton 

Carl  Minitti,  M.D.  Gibbstown 

New  Jersey  College  of  Medidne  and  Dentistry,  Student  AMA 

(Liaison  requested  by  New  Jersey  Chapter—  I / 2 6 / 60 ) 
Louis  F.  Albright.  M.D.  Spring  Lake 

New  Jersey  Health  Sdences  Group 

(Membership  requested  by  the  Group  1/19/75) 
Edward  G.  Bourns,  M.D.  Jamesburg 

New  Jersey  Health  Sdences  Group  Legislative  Affairs  Committee 

(Liaison  requested  by  the  Group  1 1/16/75) 

Daniel  J.  O'Regan,  M.D..  Chairman 
Council  on  Legislation  Jersey  City- 

Nurses'  Assodation,  Joint  Practice  Committee  with  the 
New  Jersey  State 

(Established  by  Board  of  Trustees  — 7/16/72  — to  clarify 
roles  and  functions  of  nursing  and  medicine  within  the 
health  care  delivery  context,  with  the  objective  being  the 
improvement  of  health  care  delivery  services.) 

William  J.  D'Elia,  M.D..  Chairman 
Joseph  F.  Fennelly,  M.D. 

James  A.  Rogers,  M.D. 

Mr.  Vincent  A.  Maressa,  Executive  Director 
MSNJ's  Executive  Committee 

Nursing  Facilities,  Advisory  Committee  on  Skilled 

(MSNJ  representation  requested  by  Assistant  Com- 
missioner for  Health  Facilities.  New  Jersey  Department  of 
Health — 4/30/73.  The  Committee  will  revise  standards  for 
licensure  of  skilled  nursing  facilities.) 

David  Eckstein,  M.D.  Trenton 


Frank  R.  Begen,  M.D.,  Chairman,  Special  Committee  on 
House  Maintenance,  Staff  Policies,  and  Personnel 
Relations  Teaneck 

Rudolph  C.  Gering,  M.D.,  Treasurer  Trenton 

Quackery,  Committee  on 

(Established  at  the  request  of  the  AMA—  1 1 / 1 5/64) 
James  S.  Todd,  M.D.,  Chairman  Ridgewood 

Richard  B Berlin,  M.D.  Englewood 

Charles  B.  Norton,  M.D.  Woodstown 

Radiation  Protection  Commission,  Consultant  to  New  Jersey 

(Nomination  for  appointment  to  Commission  requested 
-7/18/65) 

Bernard  M.  Schnur,  M.D.  Trenton 

Radiation  Protection  Commission,  New  Jersey 

(Two  consultants  in  nuclear  medicine  requested  by  the 
Commission  1 1 /66) 

Frank  R Schell,  M.D.  Wayne 

John  J.  Thompson.  M.D.  Caldwell 

Rehabilitation  Services,  Division  of  Vocational 

(Liaison  requested  by  MSNJ’s  Committee  on 
Rehabilitation  — 5/65) 

Daniel  J.  O’Regan,  M.D.  Jersey  City 

Resolutions,  Committee  on  Annual  Meeting 

(Established  by  Board  of  Trustees  — 7/18/71  —to  re- 
view all  resolutions  in  advance  of  the  annual  meeting) 
James  A.  Rogers,  M.D.,  Chairman  Paterson 

Matthew  E.  Boylan.  M.D.  Avon-by-the-Sea 

John  S.  Madara,  M.D.  Salem 

Safety  Council,  New  Jersey  State 

(Provided  in  Council  bylaws) 

Frank  R Begen,  M.D..  President  Teaneck 

Elmer  J.  Elias,  M.D.,  President’s 

Representative  Trenton 

Selective  Service  System,  New  Jersey  Chairman 
of  Advisory  Committee  to 

(Nomination  for  appointment  by  National  Advisory 
(Committee  requested  by  committee  — 1 1/19/61 ) 
Charles  L.  Cunniff.  M.D.  Jersey  City 

State  Board  of  Medical  Examiners 

Trustees  notified  of  meeting  dates  on  an  alphabetical, 
rotating  basis.  (Per  Board  action  12/15/74) 


Spring  Lake 
Madison 
Paterson 
Trenton 


Nutrition  Council,  New  Jersey 

(Liaison  established  by  MSNJ  — 12/19/54) 

Howard  Jacobson.  M.D.  Piscataway 

Parents  and  Teachers,  New  Jersey  Congress  of 

(Liaison  requested  by  MSNJ’s  Committee  on  Child 
Health  - 12/20/64) 

William  J.  Farley,  M.D  Brielle 

Pension  Plan,  Special  Committee  on 

(Established  by  Board  — 5/22/55  ...  Duties  outlined  in 
Section  XIII  of  Pension  Plan  Agreement) 

Richard  E.  Lang.  M .D.,  Chairman.  Committee  on 
Finance  and  Budget  Passaic 


Thyroid  Glands,  Ad  Hoc  Committee  To  Study  the  Management  of 
Persons  with  Previously  Irradiated 


(Established  at  the  request  of  the  Radiological  Society 
of  New  Jersey) 

David  Eckstein.  M.D..  Chairman  Trenton 

Alexander  Crosett,  M.D.  Summit 

Elmer  Grimes.  M.D  Haddonfield 

Henry  Kuperman.  M.D.  Irvington 

Philip  J.  G.  Quigley,  M.D.  Elizabeth 


Widows  and  Orphans  of  Medical  Men  of  New  Jersey, 

Society  for  Relief  of 

(Liaison  requested  by  Society  — 5/17/59) 

Joseph  R.  Jehl.  M.D.  Clifton 
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CLINICAL  NOTE 


Mills,  Elmwood  Park,  New  Jersey).  The  latter 
was  made  from  60  percent  “high  quality”  re- 
cycled material. 


Warning:  Spurious 
Elevations  of  Blood  Lead  in 
Micro- Puncture  Techniquesf 

S.  M.  Marcus,  M.D.,  M.  M.  JomIow,  Ph.D., 

R.  Bering,  M.D.,  F.  Kemp,  B.S.,  D.  Mihalovic,  R.N., 
and  L.  Anderson,  R.N.,  Newark* * 


It  has  been  shown  that  printed  media  (news- 
papers, magazines,  other)  may  contain  signifi- 
cant quantities  of  lead.1  Various  paper  products 
currently  available,  notably  towels  or  napkins 
are  often  made  from  recycled  paper.  The  com- 
panies who  manufacture  such  products  use  de- 
inking  processes  to  clean  and  bleach  the  re- 
cycled materials.2  The  resultant  product  may 
still  contain  some  troublesome  amounts  of  lead. 


Failure  to  recognize  this  problem  can  yield 
erroneous  values  for  blood  lead  when  paper 
towels  are  used  as  directed  in  instructions  given 
for  screening  for  micro-sampling  techniques: 
“after  the  patient's  hand  is  washed,  the  helper 
wraps  damp  paper  towel  over  the  patient's  hand 
and  delivers  the  patient  to  the  site  of  collec- 
tion”. 3 


Recently,  we  observed  what  appeared  to  be  in- 
ordinately high  values  for  blood  lead  in  children 
who  were  asymptomatic,  and  in  whom  FEP 
levels  were  too  often  inconsistent  with  their 
blood  lead  levels.  The  appearance  of  unex- 
pectedly high  values  of  blood  lead  coincided 
with  the  change  in  paper  toweling  used  in  fol- 
lowing the  above-cited  directions.  Analysis  of 
the  older  toweling  (1 15  towel,  Scott  Paper  Co. 
Lyndhurst,  N.J.)  indicated  that  it  contained 
1/5  of  the  lead  content  of  the  newer  toweling 
(Professional  Service  Towels,  Marcal  Paper 


The  Marcal  Towel  contained  approximately 
five  ppm  lead.  Normal  blood  lead  values  are 
in  the  range  of  less  than  0.4  ppm  (40  ug/100  ml). 
It  is  easy  to  suspect  that  some  lead  from  the 
paper  could  be  transferred  to  the  finger,  thus 
giving  spuriously  high  blood  lead  values. 


That  this  was  of  clinical  significance  can  be 
seen  from  the  comparison  of  the  results  in  the 
following  three  patients  prepared  with  each  of 
the  two  towels. 


Patient 

A — Blood  Lead 
B — Blood  Lead 
C — Blood  Lead 


Marcal  Towel 

56  ug/100  ml 

57  ug/100  ml 
44  ug/100  ml 


Scott  Towel 
33  ug/100  ml 
24  ug/ 100  ml 
29  ug/ 100  ml 


Other  investigators  have  abandoned  strenuous 
finger  washing  techniques  when  it  was  found 
that  this  could  give  erroneous  high  values.4  We 
have  abandoned  the  use  of  paper  towel  wrap- 
ping and  no  longer  encounter  inexplicable  high 
values  for  blood  lead. 


References 

1.  Joselow  MM,  Bogden  JD:  Lead  content  of  printed  media 
(Warning:  spitballs  may  be  hazardous  to  your  health).  Am 
J Pub  Health  64:338,  1974. 

2.  Letter  from  Marcal  Paper  Mills. 

3.  Instructions  from  New  Jersey  State  Department  of 
Health  Re:  Micro-sampling  for  Blood  Lead  Tests,  October 
1976  PV:  AH/469. 

4.  Personal  Communication:  JJ  Chisolm  MD. 


+This  item  first  appeared  as  a letter  in  The  Journal  of 
Pediatrics  91:164,  July  1977  and  is  here  reproduced  with 
permission. 

*Drs.  Marcus  and  Ziering  are  affiliated  with  the  Depart- 
ment of  Pediatrics  at  Newark  Beth  Israel  Medical  Center; 
Dr.  Joselow  and  Mr.  Kemp  are  from  the  College  of  Medi- 
cine and  Dentistry,  and  Ms.  Mihalovic  and  Ms.  Anderson 
are  associated  with  the  Community  Nursing  Service  of 
Essex  and  West  Hudson  Counties. 
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LETTER  TO 
THE  JOURNAL 

A Greeting  from  Israel 

10  July  1977 

Dear  Dr.  Bernstein: 

After  36  years  as  a New  Jersey  State  Medical 
Society  member  (12  N.  27  St.,  Camden),  I came 
to  Israel  as  a tourist  in  August  of  1974  and  was 
offered  the  position  of  Civil  Air  Surgeon  for  the 
State  of  Israel.  I enjoy  reading  the  State  Society 
Journal  which  has  been  coming  regularly.  I am 
renewing  my  contract  next  month  for  another 
two  years,  and  appreciate  the  occasional  visits 
from  former  colleagues  in  South  Jersey. 

You  might  mention  in  The  Journal  that  if  any 
members  visit  the  Holy  Land,  I would  like  to 


hear  from  them.  My  office  is  at  the  airport  and 
my  residence  is  in  Jerusalem. 

My  wife  and  I enjoy  the  life  here,  and  my  work 
is  extremely  interesting.  I am  in  charge  of  air 
crew  licensing,  accident  investigation,  agri- 
cultural flying,  which  is  extensive  here,  and  in 
fact  we  have  several  research  projects  going  on. 
My  work  requires  me  to  fly  light  aircraft  several 
times  a month  to  make  inspections  of  airports, 
agricultural  strips,  and  so  on,  and  as  a result, 
my  hobby  has  finally  become  my  vocation.  My 
most  difficult  job  is  learning  the  language. 

In  closing,  I would  be  happy  to  see  our  mem- 
bers if  they  are  visiting  this  part  of  the  world. 

(signed)  Milton  H.  Gordon,  M.D. 

Ministry  of  Transport 
Civil  Aviation  Administration 
P.O.  Box  8,  Ben  Gurion  Airport,  Israel 
Tel.  03-971146,  Ex.  240,  or  02-37621 

i\.B.  The  above  is  published  with  the  permission  of  Dr 
Bernstein 


ANNOUNCEMENTS 


Graduate  Course  in  Family  Practice 

A continuing  series  of  seminars  in  family  prac- 
tice, designed  to  inform  the  practicing  physi- 
cian of  the  most  significant  developments  in  the 
major  fields  of  medicine,  will  be  held  every  Fri- 
day morning  from  September  2,  1977  through 
August  25,  1978  at  the  Brookdale  Hospital 
Medical  Center  in  Brooklyn.  The  series  con- 
sists of  fifty  hours  of  lectures  and  will  cover  a 
broad  range  of  subjects:  gastroenterology,  he- 
matology, neonatology,  radiology,  cardiac  ar- 
rhythmias and  cardiovascular  surgery,  head  and 
neck  problems,  genetics,  infectious  diseases, 
oral  pathology,  adolescent  medicine,  nephro- 
logy, general  surgery,  urology,  orthopedics, 
and  internal  medicine.  Fifty  credit  hours  in 


Category  I of  the  AMA  Physician's  Recogni- 
tion Award  will  be  given  for  attendance.  The 
program  also  is  approved  by  the  American 
Academy  of  Family  Practice  for  50  hours  of 
prescribed  credit.  Tuition  is  $200.  For  addition- 
al information  please  communicate  with  Wil- 
liam Mackler,  M.D.,  The  Brookdale  Hospital 
Medical  Center,  Office  of  Continuing  Educa- 
tion, Linden  Boulevard  at  Brookdale  Plaza, 
Brooklyn,  New  York  11212. 

Computer  Medicine  Clinics 

Cosponsored  by  the  Society  for  Computer  Med- 
icine and  the  office  of  Graduate  and  Continuing 
Education  of  Yale  University  School  of  Medi- 
cine, a three-day  course  (September  19  to  21) 
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will  be  offered  for  practicing  physicians,  nurses, 
administrators,  and  others  interested  in  a basic 
introduction  to  the  use  of  computers  in  patient 
care.  No  prior  computer  experience  is  neces- 
sary. The  course  offers  fundamental  ideas  about 
the  computer  and  systems,  discusses  a wide 
range  of  applications  in  the  office  and  hospital, 
and  concludes  with  workshops.  The  program 
is  acceptable  for  15  credit  hours  in  Category  I 
of  the  AMA  Physician’s  Recognition  Award, 
and  the  same  number  of  elective  credit  hours  for 
the  American  Academy  of  Family  Physicians. 
Sessions  will  convene  at  the  Sheraton-Park 
Plaza  Hotel  in  New  Haven,  Connecticut.  For 
further  information  please  communicate  with 
Michael  A.  Jenkin,  M.D.,  Society  for  Computer 
Medicine,  5100  Edina  Industrial  Boulevard, 
Suite  231  F,  Edina,  Minnesota  55435. 

Seminar  on  Pediatric  Nutrition 

The  Children's  Hospital  of  Philadelphia  has  an- 
nounced a seminar  on  “Nutrition  in  the  Pedia- 
tric Population"  to  be  held  September  30  and 
October  1 at  the  hospital.  The  program  will 
include  case  presentations,  didactic  lectures, 
and  panel  discussions.  A fee  will  be  charged; 
application  has  been  made  for  AMA  Category 
I credit.  For  additional  information  please  com- 
municate with  Patrick  S.  Pasquariello,  Jr., 
M.D.,  c/o  The  Children's  Hospital  of  Philadel- 
phia, 34th  Street  and  Civic  Center  Boulevard, 
Philadelphia  19104. 

"Is  Anatomy  Destiny?” 

An  analysis  of  the  similarities  and  differences 
in  men  and  women,  entitled  “Is  Anatomy  Des- 
tiny?” is  the  subject  of  the  17th  Annual  Sympo- 
sium of  the  Carrier  Clinic  Foundation  to  be  held 
October  1 1 and  12  at  the  Foundation  headquar- 
ters in  Belle  Mead.  Topics  include  genetic  and 
endocrine  factors,  physiological  and  attitudinal 
similarities  and  differences,  developmental 
determinants  of  sexuality,  growing  up  male  in 
America,  growing  up  female  in  America,  rape, 
and  others.  Eleven  and  one-half  hours  will  be 
awarded  in  Category  I of  the  AMA  Physician's 
Recognition  Award.  For  information,  please 
communicate  with  A.  Arthur  Sugerman,  M.D., 
Director  of  Research,  Carrier  Clinic  Founda- 
tion, Belle  Mead,  New  Jersey  08502. 


Starr  Symposium  on  Congestive 
Heart  Failure 

In  honor  of  Isaac  Starr,  M.D.,  Emeritus  Pro- 
fessor at  the  University  of  Pennsylvania,  the 
University  of  Pennsylvania  School  of  Medicine 
will  present  the  Starr  Symposium  on  “The 
Failing  Heart”  from  October  12  to  14  in  Phila- 
delphia. As  the  First  major  lecture  series  and 
conference  on  the  “state  of  the  art”  in  con- 
gestive heart  failure  to  be  held  for  several  years, 
the  Starr  Symposium  will  begin  with  a recep- 
tion on  the  first  night  and  continue  for  two  and  a 
half  days  with  fifteen  hours  of  lectures  by 
national  cardiologic  experts.  The  program  has 
been  approved  for  15  credit  hours  in  Category 
I of  the  AMA  Physician's  Recognition  Award. 
For  additional  information  please  communicate 
with  Dr.  Alfred  P.  Fishman,  Cardiovascular- 
Pulmonary  Division,  Hospital  of  the  Univer- 
sity of  Pennsylvania,  36th  and  Spruce  Streets, 
Philadelphia,  Pennsylvania  19104. 

Genetics  for  the  Clinician 

Under  the  sponsorship  of  the  Morristown  Me- 
morial Hospital  a symposium  on  “Genetics  for 
the  Clinician”  will  be  held  on  Saturday  morn- 
ing, October  15  at  the  hospital.  Topics  include 
evaluation  and  diagnosis  of  genetic  disease, 
prenatal  diagnosis  and  genetic  counseling,  and 
screening  for  genetic  disease,  followed  by  a 
panel  discussion  on  the  topic  “Genetic  Coun- 
seling — What's  Available  in  New  Jersey.” 
Registration  fee  is  $5.  Luncheon  is  available 
at  the  hospital  cafeteria.  Application  has  been 
made  for  AMA  Category  I credit.  For  further 
information  and  registration  please  commu- 
nicate with  Stephen  F.  Wang,  M.D.,  Chairman, 
Department  of  Pediatrics,  Morristown  Memo- 
rial Hospital,  100  Madison  Avenue,  Morris- 
town 07960. 

Adult  Life  Development 

On  October  27  and  28  the  Fifth  Annual 
Clinical  Conference  of  Friends  Hospital, 
Philadelphia,  cosponsored  by  the  Department 
of  Mental  Health  Sciences  of  Hahnemann 
Medical  College,  w ill  present  a program  entitled 
"Adult  Life  Development:  Predictable  Crises 
and  Clinical  Management.”  The  conference  will 
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focus  on  diverse  phenomena  of  adult  life, 
centered  around  the  individual  adult's  response 
to  difficulties  encountered  in  various  stages  of 
development  — both  normal  concepts  and 
deviant  sequelae  and  their  management  will  be 
addressed.  Morning  and  afternoon  sessions  will 
be  held  at  the  hospital  and  dinner  will  be  served 
on  the  evening  of  October  27  at  the  Marriott 
Motor  Hotel.  The  dinner  speaker,  whose  topic 
is  “The  Crucial  Transition:  Adolescent  to 
Adult,”  will  be  the  Sterling  Professor  of  Psy- 
chiatry, Yale  University  School  of  Medicine, 
Theodore  Lidz,  M.D.  Registration  fee  is  $85 
and  includes  the  two-day  conference,  luncheons, 
and  the  dinner  on  Thursday  evening.  Category 
I credit  of  the  AMA  Physician’s  Recognition 
Award  will  be  given.  For  additional  information 
please  communicate  with  Mrs.  Mary  Foley, 
Friends  Hospital,  Roosevelt  Boulevard  and 
Adams  Avenue,  Philadelphia  19124. 

Seminar  on  Head  and  Neck  Tumors 

The  5th  W.  Franklin  Keim  Memorial  Seminar 
on  Management  of  Head  and  Neck  Tumors 
will  be  held  November  10  to  12  at  the  Newark 
Eye  and  Ear  Infirmary  under  the  sponsorship 
of  the  New  Jersey  Medical  School  and  the 
United  Hospitals  Medical  Center.  The  topics, 
in  the  form  of  lectures,  panel  discussions,  and 
open  questions,  will  include  “Immune  Response 
to  Cancer,”  “Immunotherapy,”  “Multi- 
disciplinary Approach  to  Head  and  Neck 
Cancers,”  “Neurogenic  Tumors  of  Head  and 
Neck,”  “Vascular  Tumors  of  Head  and  Neck,” 
and  “Post-laryngectomy  Rehabilitation.” 
Registration  fee  is  $150  ($50  for  residents). 
Lodging  accommodations  may  be  made  at  the 
Holiday  Inn  in  East  Orange.  The  program  has 
been  approved  for  18  credit  hours  in  Category  I 
of  the  AMA  Physician’s  Recognition  Award. 
For  additional  information,  please  communi- 
cate with  Dr.  Ki  Han,  Newark  Eye  and  Ear 
Infirmary,  15  South  9th  Street,  Newark  (201) 
268-8130. 

Pediatric  Dermatology  Seminar 

From  February  23  to  26,  1978  a three-day 
pediatric  dermatology  seminar,  sponsored  by 
St.  Francis  Hospital,  Miami,  Florida,  will  con- 
vene in  Miami  Beach,  Florida.  The  course  is 


designed  to  review  the  most  recent  advances  in 
skin  diseases  of  children.  The  format  will  con- 
sist of  45-minute  lectures  by  an  outstanding 
faculty  of  university,  medical-school-affiliated 
professors  followed  by  30-minute  question  and 
discussion  periods.  Continuing  medical  educa- 
tion credit  (12  hours)  will  be  awarded.  Tuition 
is  $150  ($100  for  residents  and  interns).  The 
program  will  be  followed  by  a one-week  flight 
and  cruise  to  the  Caribbean  and  South  Amer- 
ica. Daily  lectures  and  discussions  will  be  con- 
tinued for  six  days  on  this  trip.  For  further  in- 
formation write  to  Guinter  Kahn,  M.D.,  16800 
NW  Second  Avenue,  Suite  401,  North  Miami 
Beach,  Florida  33169. 


Society  for  Computer  Medicine 

The  Society  for  Computer  Medicine,  which  was 
organized  in  1971  and  held  its  first  conference 
in  Chicago  in  November  of  that  year  with  90 
some  physicians  in  attendance,  is  dedicated  to  a 
better  understanding  of  the  health-care  system 
and  the  application  of  computers  to  improve  its 
functions.  The  majority  of  its  members  are  prac- 
ticing physicians,  but  included  also  are  data  pro- 
cessing professionals,  administrative  nurses, 
medical  record  administrators,  and  others.  In 
March  of  1976  the  society  was  authorized  by  the 
American  Medical  Association  to  issue  Cate- 
gory I CME  credits  to  physicians.  The  Ameri- 
can Medical  Records  Association  also  has 
authorized  credits  from  that  Society. 

Typical  of  the  problems  of  the  Society’s  concern 
is  the  lack  of  a standard  medical  lanquage  and 
the  establishment  of  an  ethical  health  data  cen- 
ter to  protect  patients'  rights  while  facilitating 
effective  use  of  the  data  base  for  bona  fide  med- 
ical purposes.  The  Society  also  participates  in 
the  newly  developing  Biomedical  Computing 
Technology  Information  Center  which,  it  is 
anticipated,  will  be  an  important  clearing 
house  of  information  on  the  use  of  computers 
in  the  future.  The  basic  membership  fee  is  $50 
($25  for  students).  Information  may  be  obtained 
from  the  Society  for  Computer  Medicine,  5100 
Edina  Industrial  Boulevard,  Suite  23 IF,  Edina, 
Minnesota  55435. 
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MEETINGS  OF  MEDICAL  INTEREST 

This  listing  is  compiled  through  the  cooperation  of  the  Committee  on  Medical  Education  of  The  Medical  Society  of  New 
Jersey,  the  Academy  of  Medicine  of  New  Jersey,  the  New  Jersey  Chapter  of  the  American  Academy  of  Family  Physicians, 
and  the  Office  of  Continuing  Medical  Education  of  the  College  of  Medicine  and  Dentistry  of  New  Jersey.  For  information 
on  accreditation,  please  contact  the  sponsoring  organization(s),  indicated  by  italics  — last  line  of  each  item. 


Sept. 

14  Current  Concepts  of  Gout 

21  The  Ailing  A-V  Junction 

28  Abnormal  Hemoglobins  in  Diabetes 

9:30-1 1 a.m.  — Bergen  Pines  County  Hospital 
( Bergen  Pines  County  Hospital  and  AMNJ ) 

14  Alcoholism 

3:15  p.m.  — Fair  Oaks  Hospital,  Summit 
(A  MNJ  and  A A FP) 

14  Transfusion  Reactions  and  Treatments 

1-2  p.m.  — VA  Hospital,  Fyons 
( V A Hospital,  Lyons  and  AM  NJ) 

15  Body  Defenses  in  the  Inflammatory  Reaction 

29  Pediatric  Pulmonary  Conference 

1 1 a.m. -12  noon  — Children’s  Hospital  of  Newark 
( Children's  Hospital  of  Newark  and  AMNJ ) 

15-  Third  Memorial  Ignatz  Semmelweis  Seminar 

18  Chalfonte/Haddon  Hall,  Atlantic  City 
(CMDNJ.  AMNJ  and  A AFP) 

15  Newer  Concepts  in  Total  Parenteral  Nutrition 

5-6:30  p.m.  —Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A M NJ) 

15  Antibiotics  in  Renal  Insufficiency 

22  Infections  in  Compromised  Hosts 
29  Dilemma  of  Chronic  Hepatitis 

3:30-4:30  p.m.  — Burlington  Co.  Memorial  Hospital, 
Mount  Holly 

( Burlington  Co.  Memorial  Hospital) 

16  Peptic  LJcer 

1 1:00  a.m. -12  noon  — Ciba-Geigy  Pharmaceuticals 
Div.,  Summit 
(Ciba-Geigy  and  AMNJ) 

16  Proper  Use  of  Antibiotics 

12  noon  — Freehold  Area  Hospital 
(AMNJ  and  AAFP) 

19  Proper  Use  of  Antibiotics  in  Surgery 

1 2 noon  — Hospital  Center  at  Orange 
(AMNJ  and  AAFP) 

19  Neuroscience  Conferences 

26  1 1 :30  a.m  - 12:30  p.m.  — Bergen  Pines  County  Hospital, 

Paramus 

( Bergen  Pines  County  Hospital  and  AMNJ) 

20  Depression 

5:30-6:30  p.m.  —St.  Mary’s  Hospital.  Orange 
(St.  Mary's  Hospital  and  AMNJ) 


20  Current  Chemotherapy 

8:30  p.m.  — Marriott,  Saddle  Brook 
(AMNJ  and  AAFP) 

20  Alcoholism 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AMNJ  and  AAFP) 

20  Corticosteroid  Therapy 

8 p.m.  — Paul  Kimball  Hospital,  Lakewood 
(A  MNJ  and  A A FP) 

20  Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — Morristown  Memorial  Hospital 
(New  Jersey  Thoracic  Society  and  AMNJ) 

13  Venereal  Disease 
20  Hypertension  Clinics 
27  Treatment  of  H ypertension 

9-10  a.m.  — Holy  Name  Hospital,  Teaneck 
(Holy  Name  Hospital  and  AMNJ) 

20  Mycoses  Fungoides 

8-10  p.m.  — Schering  Corporation,  Kenilworth 
(New  Jersey  Dermatological  Society  and  AMNJ) 

20  Diabetes  in  the  Pediatric  Age  Group 

8- 10  p.m.  — Englewood  Hospital 
(Pediatricians  of  Bergen  County  and  AMNJ) 

21  Dermatology 

1 1:30  a.m.—  Rahway  Hospital 
( A MNJ  and  A A FP) 

21  Cardiac  Rehabilitation 

1 p.m.  — Christ  Hospital 
(A  MNJ  and  A A FP) 

21  Legal  Aspects  of  Psychiatric  Emergencies 

1 p.m.  — Trenton  Psychiatric  Hospital 
(A  MNJ  and  A A FP) 

2 1 Common  Medical  Problems  for  Family  Physicians 

8 a.m.  — S.  Ocean  County  Hospital,  Manahawkin 
(Burlington  County  Memorial  Hospital  and  AAFP) 

21  Cardiology  Conference 

4- 6  p.m.  — Rutgers  Medical  School.  Piscataway 
(CMDNJ  and  AMNJ) 

21  Internal  Medicine  and  Therapeutics 

9- 1 1 a.m.  — Middlesex  General  Hospital. 

New  Brunswick 

(Middlesex  General  Hospital.  AMNJ . and  AAFP) 

21  Proliferate  Retinopathy 

5- 8:30  p.m.  — Hunterdon  Medical  Center.  Flemington 
(Hunterdon  Medical  Center  and  A MNJ) 
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21  The  Ostomy  and  the  Ostomate 

8:30  a. m. -4:30p.m.  — Coachman  Inn,  Cranford 
(Stoma  Care  Center,  Montclair  and  AMNJ ) 

23  Coronary  Artery  Disease 

12:30  p.m.—  Hamilton  Hospital,  Trenton 
(AMNJ  and  A AFP) 


23  Psychotherapy 

8-10:30  p.m.  — The  Manor,  West  Orange 
(N.J.  Psychiatric  Association  and  AMNJ) 

24  Dedication  of  New  Department  of  Surgery 

8:30  a. m. -12:45  p.m.  — N.J.  Medical  School,  Newark 
(CMDNJ  and  AMNJ) 

26  The  Violent  Patient 

8 p.m.  — Warren  Hospital,  Phillipsburg 
(AMNJ  and  A AFP) 

27  Reconstructive  Hand  Surgery 

8-10  p.m.  — Englewood  Men’s  Club,  Englewood 
(Englewood  Surgical  Society  and  A MNJ) 

27  Adolescent  Sexuality 

8-10  p.m.  — Ramada  Inn,  Clark 

(Am.  Academy  Pediatrics,  N.J.  Chapter  and  AMNJ) 

28  Drug  Addiction 

3: 15  p.m.  — Fair  Oaks  Hospital,  Summit 
(AM  NJ  and  A AFP) 

28  Occupational  Medicine 

1-5  p.m.  — Sheraton  Inn-Newark  Airport,  Elizabeth 
(CMDNJ  and  A AFP) 

28  Burn  Care 

9 a.m.-4  p.m.  — Holiday  Inn,  Saddle  Brook 
(N.J.  Committee  on  Trauma- ACOG  and  AMNJ) 

28  Deinstitutionalization 

1:30-3:30  p.m.  — Trenton  Psychiatric  Hospital 
(Sponsored  by  Trenton  Psychiatric  Hospital 
and  AMNJ) 

28  Occupational  Medicine 

1-5:30  p.m.  — Sheraton  Inn-Newark  Airport,  Elizabeth 
(Rutgers  Medical  School  and  AMNJ) 

28  I.V.  Hyperalimentation 

1-3  p.m.  — Christ  Hospital,  Jersey  City 
(Christ  Hospital,  AMNJ,  and  A AFP) 

29-30  Annual  Meeting—  N.J.  Orthopaedic  Society 
Oct.  1 Mullet  Bay,  St.  Maarten 

(N.J.  Orthopaedic  Society  and  A M NJ) 

30  Brush  Border  Membrane  Disease  and  Malabsorption 

9 a.m.  — St.  Francis  Medical  Center,  Trenton 
(St.  Francis  Medical  Center) 

Oct. 

1 Surgical  Symposium 

9:30a.m.-l  p.m.  — Newark  Beth  Israel  Medical  Center 

(Newark  Beth  Israel  Medical  Center  and 

AMNJ) 


3  Neuroscience  Conferences 

17  1 1:30  a.m.- 12:30  p.m.  — Bergen  Pines  County  Hospital, 
24  Paramus 

31  (Bergen  Pines  County  Hospital  and  AMNJ) 

3  Pre-Hospital  Coronary  Care 

8 p.m.  — Community  Memorial  Hospital,  Toms  River 
(A  M NJ  and  A A FP) 

3 Psychiatric  Seminar 

8-10  p.m.  — 9 Marquette  Rd.,  Upper  Montclair 
(Essex  Psychiatric  Seminar  and  A M NJ) 

4 Community  Medicine 

9:30-10:30  a.m.  — Overlook  Hospital,  Summit 
(Overtook  Hospital  and  A AFP) 

4  Treatment  of  Hypertension  Diabetes 

18  9-10  a.m.  — Holy  Name  Hospital,  Teaneck 
(Holy  Name  Hospital  and  AMNJ) 

4  Infectious  Disease 

1 1  a.m.  — Greystone  Park  Psychiatric  Hospital 
(AM NJ  and  AAFP) 

4 Clinical  Immunology 

9 a.m.  — Freehold  Area  Hospital 
(A  M NJ  and  A A FP) 

5 Cardiology  Conferences 

19  4-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(CMDNJ-Rutgers  Medical  School  and  AMNJ) 

5  Psychosomatics 

12  Q Waves:  Their  Clinical  Implication 
19  Thromboembolism  Disease 
26  Clinical  Pathology  Conference 

9:30-1 1 a.m.  — Bergen  Pines  County  Hospital 
(Bergen  Pines  County  Hospital  and  AMNJ) 

5  Clinical  Immunology 

1 p.m.  — Christ  Hospital 
(AMNJ  and  AAFP) 

5 Multidisciplinary  Approach  to  Cancer 

12  2-6  p.m.  — Newark  Beth  Israel  Medical  Center, 

19  Newark 

26  (Newark  Beth  Israel  Medical  Center  and  AMNJ) 

5 Internal  Medicine  and  Therapeutics 

12  9-11  a.m.  — Middlesex  General  Hospital, 

19  New  Brunswick 

26  (Middlesex  General  Hospital  and  A MNJ) 

6 Adult  Respiratory  Distress  Syndrome 

13  Difficult  Upper  Intestinal  Bleeding 

20  Non-Hodgkin's  Lymphomas  — Part  I 

27  Non-Hodgkin’s  Lymphomas—  Part  II 

3:30-4:30  p.m.  — Burlington  Co.  Memorial  Hospital, 
Mount  Holly 

( Burlington  Co.  Memorial  Hospital) 

6  Pediatric  Allergy  Course 

13  1 1 a.m. -12  noon  — Children’s  Hospital  of  Newark 

20  (Children's  Hospital  of  Newark  and  AMNJ) 

27 
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6 Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital,  Somerville 
( Somerset  Hospital  and  AMNJ) 

7 Bleeding  Diseases 

8:30  a.m.  — United  Hospitals  of  Newark 
(A  MNJ  and  A A FP ) 

7-9  Tenth  Annual  Cardiovascular  Conference 

Chalfonte-Haddon  Hall,  Atlantic  City 

(American  Heart  Association,  NJ.  Afftlate,  Inc.  and 

AMNJ ) 

9  Sexually  Transmitted  Diseases 

10  a.m. -4:30  p.m.  — Sheraton,  Hasbrouck  Heights 
(Rutgers  Medical  School  and  AMNJ ) 

11  Psychiatric  Case  Conference 

18  7:30-9:30  a.m.  — Trenton  Psychiatric  Hospital 
25  (Trenton  Psychiatric  Hospital  and  A MNJ) 

1 1  Annual  Symposium  — Is  Anatomy  Destiny? 

1:30  p.m. -5  p.m.  — Carrier  Clinic,  Belle  Mead 
(Carrier  Clinic  and  AMNJ) 

1 1 Low  Back  Pain 

8 p.m.  — Paul  Kimball  Hospital,  Lakewood 
(AM  NJ  and  A AFP) 

1 1 Medical  Humanism  — Hospital  Ethics 

9 p.m.  — Bayonne  Hospital 
(AMNJ  & A AFP) 

12  Dreams  in  Psychotherapy 

8:30-10:30  p.m.  — Guido’s  Restaurant,  Hackensack 
(North  Jersey  Psychiatric  Society  and  A MNJ) 

12  Hyperlipidemia 

1-3  p.m.  — Christ  Hospital,  Jersey  City 
( Christ  Hospital.  AMNJ  and  A AFP) 

12  Proper  Use  of  Antibiotics 

1:30  p.m.  — John  E.  Runnells  Hospital,  Berkeley 
Heights 

(AMNJ  and  A AFP) 

12  Psychiatric  Aspects  of  Endocrinology 

3:1 5 p.m.  — Fair  Oaks  Hospital 
(AMNJ  and  A AFP) 

12  Endocrine  Hypertension:  Update  1977 

1-2:30  p.m.  — VA  Hospital,  Lyons 
(V A Hospital  and  AMNJ) 

12  Degenerative  Diseases  of  Old  Age 

9 a.m. -4:30  p.m.  — VA  Hospital,  East  Orange 
( VA  Hospital  and  A MNJ) 

13  Atrial  Myxoma 

8-9  p.m.  — Deborah  Heart  and  Lung  Center,  Browns 
Mills 

(Burlington  County  Medical  Society  and  A MNJ) 

13  High  Risk  Obstetrics 

!?noon-l  p.m.  — St.  Mary’s  Hospital,  Orange 
(St.  Mary's  Hospital  and  AMNJ) 


Preservation  of  Ischemic  Myocardium 

11  a.m. -12  noon  — Ciba-Geigy,  Pharmaceuticals  Div., 
Summit 

(Ciba-Geigy  and  AMNJ) 

Cenetics  for  the  Clinician 

9 a.m.-l  p.m.—  Morristown  Memorial  Hospital 
(Morristown  Memorial  Hospital  and  AMNJ) 

Current  Treatment  of  Burns 

1 2 noon  — Hospital  Center  at  Orange 
(AMNJ  and  A A FP) 

Coronary  Artery  Disease 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AMNJ  and  A AFP) 

Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — St.  Michael’s  Hospital,  Newark 
(New  Jersey  Thoracic  Society  and  AMNJ) 

AMA  Regional  CME  Program 

Hershey  Motor  Lodge.  Hershey,  Pa. 

(Hahnemann.  Jefferson,  Medical  College  of  Pa.. 
CMDNJ.  Howard.  Penn  State.  Rutgers,  Temple. 
Univ.  of  Pa..  Univ.  of  Pittsburgh.  Pa.  Medical  Society) 

Common  Medical  Problems  for  the  Family  Physician 

8 a.m.  — S.  Ocean  County  Hospital,  Manahawkin 
(Burlington  County  Memorial  Hospital  and  A AFP) 

The  Suicidal  Patient 

1 p.m.  — Trenton  Psychiatric  Hospital 
(AMNJ  and  A AFP) 

Hypovolemia,  Hypovolemic  Shock  in  the  Neonate 

2-9  p.m.  — Ramada  Inn,  Rochelle  Park 
(St.  Joseph’s  Hospital.  Paterson  and  AMNJ) 

Acute  Renal  Failure 

1-3  p.m.  — Christ  Hospital,  Jersey  City 
(Christ  Hospital  and  AM  NJ) 

Trends  in  Cardiology 

10  a.m. -noon  and  2:15-4:30  p.m.  — Watchung  View 
Inn,  Bridgewater 

(Rutgers  Medical  School.  Raritan  Valley  Hospital, 
and  AMNJ) 

Updating  Peripheral  Neuropathy 

1-2  p.m.  — VA  Hospital,  Lyons 
(VA  Hospital.  Lyons,  and  AMNJ) 

Viral  Etiology  of  Cancer 

1 :45-5:30  p.m.  — Drew  University,  Madison 
(Ciba-Geigy  and  A MNJ) 

Management  of  Patient  with  Diarrhea 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  AMNJ) 

Assertive  Training 

9:30  a.m. -3:30  p.m.  — Trenton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  AMNJ) 


14 

15 

17 

18 

18 

18- 

19 

19 

19 

19 

19 

19 

19 

20 

20 

20 
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21  Cardiac  Rehabilitation 

5 p.m.  — Holiday  Inn.  Deepwater 
( A M i \J  and  A A FP) 

24  Outpatient  Management— l rology 

8 p.m.  — Warren  Hospital 
(AMNJ  and  A AFP) 

25  Pulmonary  Infiltrates  and  Allergy  in  the  Surgical 
Patient 

8-10  p.m.  — Englewood  Men’s  Club 
(Englewood  Surgical  Society  and  AM  S’ J) 

25  Clinical  Pathological  Conference 

1-2  p.m.  — Trenton  Psychiatric  Hospital 
( Trenton  Psychiatric  Hospital  and  A MNJ) 

26  The  American  Diabetes  Association 

All  Day—  Morristown  Memorial  Hospital 
(Morristown  Memorial  Hospital.  A M S’ J . and 
American  Diabetes  Assoc.) 

26  Clinical  Hypnosis 

1-5  p.m.  — Ramada  Inn,  Clark 
(Rutgers  Medical  School  and  AMNJ) 

26  Appendicitis  in  the  Adolescent  Patient 

1  p.m.  — Christ  Hospital,  Jersey  City 
(Christ  Hospital) 

26  Bleeding  Diseases 

1 1:30  a. m.  — Rahway  Hospital 
(AMNJ  and  A AFP) 

26  Medical/Legal  Aspects  of  Medicine  and  Surgery 

3:15  p.m.  — Fair  Oaks  Hospital,  Summit 
(A  M NJ  and  A A FP) 

27  Adtances  in  Newborn  Infections 

9:30  a. m.  — Newark  Beth  Israel  Medical  Center 
(A  MNJ  and  A A FP) 

27  Retropubic  Prostatectomy 

12  noon-1  p.m.  — St.  Mary’s  Hospital,  Orange 
(St.  Mary’s  Hospital  and  AM  NJ) 

28  Anti-Psychotic  Medications 

1-2  p.m.  — VA  Hospital,  Lyons 
(V A Hospital.  Lyons,  and  AMNJ) 

28  Proper  Use  of  Antibiotics 

12:30  p.m.—  Hamilton  Hospital,  Trenton 
(A  M NJ  and  A A FP) 

29  Annual  Respiratory  Care  Symposium 

9 a.m.-l  p.m.  — Rugers  Medical  School.  Piscataway 
(N.J.  State  Society  of  Anesthesiologists  and  AMNJ) 

Nov. 

I  Community  Medicine 

9:30-10:30  a. m.  — Overlook  Hospital,  Summit 
(Overlook  Hospital  and  A AFP) 

1  Dermatology 

9 a. m.  — Freehold  Area  Hospital 
(AM  NJ  and  A AFP) 


2  Diabetes 

I p.m.  — Christ  Hospital 
(AMNJ  and  A AFP) 

2  Multidisciplinary  Approach  to  Cancer 

9 2-4  p.m.  — Newark  Beth  Israel  Medical  Center 

16  (Newark  Beth  Israel  Medical  Center  and  AMNJ) 

23 

30 

2  Clinical  Hypnosis 

9 1-5  p.m.— Ramada  Inn.  Clark 

16  (Rutgers  Medical  School  and  AMNJ) 

2  Internal  Medicine  and  Therapeutics 

9 9-11  a.m.  — Middlesex  General  Hospital, 

16  New  Brunswick 

23  (Middlesex  General  H ospital  and  A MNJ) 

30 

2 New  Non-Steroidal  Anti-Inflammatory  Drugs 
9 To  be  announced 
16  Environmental  Cancer 

23  Galactorrhea 

30  Host  Factors  — Influencing  the  Impact  of  Disease 

9:30-1 1 :30  a.m.  — Bergen  Pines  County  Hospital 
(Bergen  Pines  County  Hospital  and  AMNJ) 

2 Cardiology  Conferences 

16  4-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(CMDNJ  and  AMNJ) 

2 Chronic  Pain  — A Medical  Nemesis 

8-10  p.m.  — Seton  Hall  University,  So.  Orange 
(Mental  Health  Assoc,  of  Essex  County  and  AMNJ) 

3 Pediatric  Allergy  Course 

10  II  a.m. -12  noon  — Children’s  Hospital  of  Newark 

17  (Children  s Hospital  of  Newark  and  A MNJ) 

24 

3  Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital.  Somerville 
(Somerset  Hospital  and  AM  NJ) 

3  Outpatient  Management  of  Tuberculosis 

I I a.m.  — Greystone  Park  Psychiatric  Hospital 
(A  MNJ  and  A A FP) 

3 Acid  Base  Balance 
10  Heart  Failure 

17  Ovarian  Carcinoma 

3:30-4:30  p.m.— Burlington  County  Memorial  Hospi- 
tal, Mount  Holly 

(Burlington  Co.  Memorial  Hospital) 

4 Laboratory  Interpretations 

8:30  a.m.  — United  Hospitals  of  Newark 
(A  M NJ  and  A A FP) 

4  Gastrointestinal  Hormone  Assay 

12  noon-1  p.m.  — St.  Mary’s  Hospital,  Orange 
(St.  Mary’s  Hospital  and  AMNJ) 

7 Psychiatric  Seminar 

8-10  p.m.  —4  Garden  Place,  Nutley 
(Essex  Psychiatric  Seminar  and  AMNJ) 
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7 Neuroscience  Conferences 

14  1 1:30  a. m. -12:30  p.m.  — Bergen  Pines  County  Hospital, 
21  Paramus 

28  ( Bergen  Pines  County  Hospital  and  A M.XJ) 

8 Effect  of  Medications  on  Laboratory  Tests 

8 p.m.  — Paul  Kimball  Hospital,  Lakewood 
( A M.XJ  and  A A FP ) 

8 Medical  Humanism:  Hospital  Ethics 

1 2 noon  — Hospital  Center  at  Orange 
(A  M XJ  and  A A FP) 

9 Echocardiography 

1 p.m  — Christ  Hospital,  Jersey  City 
(Christ  Hospital ) 

9 Cardiac  Arrhythmias 

1:30  p.m.  — John  E.  Runnells  Hospital,  Berkeley 
Heights 

(AM  yj  and  A A FP) 

9 Acute  Renal  Failure 

1 1 :30  a. m — Rahway  Hospital 
(A  M t\J  and  A AFP) 

9 Malpractice 

3:15  p.m.—  Fair  Oaks  Hospital 
(A  M yj  and  A A FP) 

9 Rapid  Control  of  Violent  Behavior 

1:30-3:30  p.m.  — Trenton  Psychiatric  Hospital 
( Trenton  Psychiatric  Hospital  and  A MXJ) 

12  Family  Therapy 

9 a m. -5p.m.  — Holiday  Inn,  Livingston 
(.XJ  Center  for  Family  Studies  and  A MXJ) 

15  Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — Martland  Hospital,  Newark 
(yew  Jersey  Thoracic  Society  and  A M.XJ) 

15  Diabetes 

1 2 noon  — St.  Mary’s  Hospital,  Orange 
(A  M.XJ  and  A A FP) 

16  Management  of  Acute  Drug  Abuse  Emergencies 

I p.m.  — Trenton  Psychiatric  Hospital 
( A M yj  and  A AFP) 

16  Common  Medical  Problems  for  the  Family  Physician 

8 a.m.  — S.  Ocean  County  Hospital,  Manahawkin 
(Burlington  County  Memorial  Hospital  and  AM  yj) 

16  To  be  announced 

I p.m.  — Christ  Hospital,  Jersey  City 
(Christ  Hospital) 

17  Sexual  Incompatibility  Causes  and  C ures 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A M XJ) 

17  Assertive  Training 

9:30  a.m. -3:30  p.m.  — T renton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  A M.XJ) 

18  C ardiac  Rehabilitation 

12  noon  — Freehold  Area  Hospital 
(AM  yj  and  A AFP) 


23  Headache 

3: 15  p.m.  — Fair  Oaks  Hospital,  Summit 
(AMyj  and  AAFP) 

25  G.L  Bleeding 

12:30  p.m.  — Hamilton  Hospital,  Trenton 
(AMyj  and  AAFP) 

28  Intra-Aortic  Balloon  Pumping 

8 p.m.  — Warren  Hospital,  Phillipsburg 
(AMyj  and  AAFP) 

29  Clinical  Pathological  Conferences 

1-2  p.m.  — Trenton  Psychiatric  Hospital 
( Trenton  Psychiatric  Hospital  and  A MiXJ) 

29  The  Psychiatrist  in  Community  Mental  Health  Center 

1:30-3:30  p.m  — Trenton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  A M.XJ) 

30  Hypertension  II 

1-3  p.m  — Christ  Hospital,  Jersey  City 
(Christ  Hospital  and  AMyj) 

30  Fall  Refresher  Course 

9:15  a.m. -4:45  p.m.  — John  F.  Kennedy  Medical 
Center,  Edison 
(AAFP and  AMyj) 

30  Arthritis 

3 p.m  — Ancora  Psychiatric  Hospital.  Hammonton 
( A M .XJ  and  A A FP) 


Dec. 

1 Pediatric  Allergy  Course 

8 1 1 a.m. -12  noon  — Children's  Hospital  of  Newark 

15  (Children's  Hospital  of  .Xewark  and  A M.XJ) 

22 

1 Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital.  Somerville 
(Somerset  Hospital  and  AM  yj) 

I Bleeding  Diseases 

1 1 a.m.  — Greystone  Park  Psychiatric  Hospital 
(A  M.XJ  and  A A FP) 

1 Inflammatory  Bowel  Disease 
8 Blood  Transfusions 

15  Sy  philis  and  the  Clinician 

3:30-4:30  p.m.  — Burlington  Co.  Memorial  Hospital, 
Mount  Holly 

(Burlington  Co.  Memorial  Hospital) 

2 Thanatologv 

8:30  a.m.  — United  Hospitals  of  Newark 
(A  M.XJ  and  A A FP) 

2 Diabetes 

12  noon— Freehold  Area  Hospital 
(A  M yj  and  A A FP) 

5 Neuroscience  Conference 

12  1 1:30  a.m. -12:30  p.m.-  Bergen  PinesCounty  Hospital, 

19  Paramus 

(Bergen  Pines  County  Hospital  and  A M.XJ) 


814 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


5  Bleeding  Diseases 

11  a. m. — Community  Memorial  Hospital,  Toms 
River 

(AMNJ  and  AAFP) 

5 Psychiatric  Seminar 

8-10  p.m.—  192  Chittenden  Rd.,  Clifton 
(Essex  Psychiatric  Seminar  and  A M NJ) 

6 Community  Medicine 

9:30-10:30  a.m.  — Overlook  Hospital,  Summit 
(Overlook  Hospital  and  A AFP) 

6 Congenital  Diseases 

9 a.m.  — Freehold  Area  Hospital 
(A  MNJ  and  A A FP) 

7 Pitfalls  of  Laboratory  Screening 
14  Polycythemia  Vera 

21  Aspirin  for  the  Limping  Brain 
28  Clinical  Pathology  Conference 

9:30-11:30  a.m.  — Bergen  Pines  County  Hospital, 
Paramus 

(A  MNJ  and  A AFP) 

7  Cardiology  Conferences 

4- 6  p.m.  — Rutgers  Medical  School,  Piscataway 
(CMDNJ  and  A MNJ) 

1  Cerebral  Vascular  Accident 

3:15  p.m.  — Fair  Oaks  Hospital,  Summit 
(AM  NJ  and  A AFP) 

1 New  Methods  of  Endocrine  Testing 

1 p.m.  — Christ  Hospital,  Jersey  City 
(A  MNJ  and  A AFP) 

7 Multidisciplinary  Approach  to  Cancer 

14  2-4  p.m.  — Newark  Beth  Israel  Medical  Center 

21  (Newark  Beth  Israel  Medical  Center  and  A MNJ) 

8 Hard-to-Manage  Diabetes 

5- 6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A MNJ) 

13  Obesity  and  Hypoglycemia 

8 p.m.  — Paul  Kimball  Hospital 
(A  MNJ  and  A AFP) 

13  Medical/Legal  Aspects  of  Medicine  and  Surgery 

9 p.m.  — Bayonne  Hospital 
(A  MNJ  and  A AFP) 

14  Clinical  E.E.G. 

1 p.m. — Christ  Hospital,  Jersey  City 
(Christ  Hospital) 

14  Psychopharmacology 

1:30-3:30  p.m.  — Trenton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  AMNJ) 

16  Management  of  Hepatitis 

5 p.m.  — Salem  County  Medical  Society 
(AMNJ  and  A AFP) 

19  Surgical  Management  of  Ulcerative  Colitis 

1 2 noon  — Hospital  Center  at  Orange 
(AMNJ  and  AAFP) 


20  Disseminated  Intravascular  Coagulation 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AMNJ  and  AAFP) 

21  Common  Medical  Problems  for  the  Family  Physician 

8 a.m.  — S.  Ocean  County  Hospital,  Manahawkin 
(Burlington  County  Memorial  Hospital  and  AAFP) 

21  Suicidology 

3:15  p.m.  — Fair  Oaks  Hospital,  Summit 
(AMNJ  and  AAFP) 

27  Clinical  Pathological  Conference 

1-2  p.m.  — Trenton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  AM  NJ) 

30  Medical  Care  in  Emergency  Department 

12:30  p.m.  — Hamilton  Hospital,  Trenton 
(A  MNJ  and  AAFP) 

Jan. 

2 Medical  Care  in  Emergency  Department 

8 p.m.  — Community  Memorial  Hospital,  Toms  River 
(AMNJ  and  AAFP) 

3 Peripheral  Vascular  Disease 

1 1 a.m.  — Greystone  Park  Psychiatric  Hospital 
(AMNJ  and  AAFP) 

4 Advances  in  Medicine 

1 1 9:30-1 1 a.m.  — Bergen  Pines  County  Hospital,  Paramus 
18  (Bergen  Pines  County  Hospital  and  A MNJ) 

25 

4 Cardiology  Conferences 

18  4-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(CMDNJ  and  AMNJ) 

4 New  Developments  in  Scanning 

3:15  p.m.  — Fair  Oaks  Hospital,  Summit 
(AMNJ  and  AAFP) 

4 Psychiatric  Aspects  of  Endocrinology 

1 p.m.  — Christ  Hospital,  Jersey  City 
(AMNJ and  AAFP) 

5 Pediatric  Allergy  Course 

12  II  a. m.-12  noon  — Children’s  Hospital  of  Newark 

19  (Children's  Hospital  of  Newark  and  AMNJ) 

26 

5 Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A M NJ) 

6 Outpatient  Management  of  Tuberculosis 

8:30  a.m.  — United  Hospitals  of  Newark 
(A  MNJ  and  A A FP) 

9  Neuroscience  Conferences 

16  1 1:30  a.m.- 12:30  p.m. -Bergen  Pines  County  Hospital, 

23  Paramus 

30  ( Bergen  Pines  County  Hospital  and  A M NJ) 

10  Arthritis 

12  noon—  Hospital  Center  at  Orange 
(AMNJ  and  AAFP) 
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10  Genetics 

8 p.m.  — Paul  Kimball  Hospital,  Lakewood 
(A  MNJ  and  A A FP) 

1 1 Cerebral  Vascular  Disease 

1 1 :30  a.m.  — Rahway  Hospital 
(AM  NJ  and  A AFP) 

1 1 Fluid  and  Electolyte  Imbalance 

1:30  p.m.  — John  E.  Runnells  Hospital,  Berkeley 
Heights 

(AM  NJ  and  A AFP) 

17  Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — Mountainside  Hospital,  Montclair 
(New  Jersey  Thoracic  Society  and  AMNJ) 

17  Pulmonary  Embolism 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AMNJ  and  A AFP) 

18  Advanced  Life  Support  in  CPR 

I  p.m.  — Trenton  Psychiatric  Hospital 
( A M NJ  and  A A FP) 

18  Medical  Humanism-Hospital  Ethics 

3:15  p.m'.  — Fair  Oaks  Hospital,  Summit 
( A MNJ  and  A A FP) 

19  Cellular  Engineering  in  Medicine 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A MNJ) 

24  Allergy 

8 p.m  — Warren  Hospital,  Phillipsburg 
(AM  NJ  and  A AFP) 

25  Evaluation  of  Hemorrhagic  and  Bleeding  Disorders 

1-2  p.m  — VA  Hospital,  Lyons 
( VA  Hospital  and  A M NJ) 

27  Cardiac  Arrhythmias 

12:30  p.m  — Hamilton  Hospital,  Trenton 
(AM  NJ  and  A A FP) 

Feb. 

1 Cardiology  Conferences 

15  4-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(CM DNJ  and  AMNJ) 

1 Advances  in  Medicine 

9:30-1 1 a.m.—  Bergen  Pines  Hospital,  Paramus 
(Bergen  Pines  County  Hospital  and  AMNJ) 

1 Cerebral  Vascular  Disease 

I p.m.  — Christ  Hospital,  Jersey  City 
( A M NJ  and  A A FP) 

2 Pediatric  Allergy  Course 

9 1 1 a.m. -12  noon — Children’s  Hospital  of  Newark 

16  (Children' s Hospital  of  Newark  and  AMNJ) 

23 

2 Infectious  Disease  Course 

8:30-9:30  a m.  Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  AM  NJ) 


2 Diabetes 

1 1 a.m.  — Greystone  Park  Psychiatric  Hospital 
(AMNJ  and  A AFP) 

3 Proper  Uses  of  Blood  Gases 

8:30  a.m.  — United  Hospitals  of  Newark 
(AMNJ  and  A AFP) 

6 Neuroscience  Conferences 

13  1 1 :30  a.m.- 12:30  p.m.  — Bergen  Pines  County  Hospital, 
20  Paramus 

27  (Bergen  Pines  County  Hospital  and  A M NJ) 

6 Headache 

8 p.m  — Community  Memorial  Hospital,  Toms  River 
(AM  NJ  and  A AFP) 

7 Neonatal  Emergencies 

9 a.m.  — Freehold  Area  Hospital 
(AMNJ  and  A AFP) 

8 Peripheral  Vascular  Disease 

1 1 :30  a.m.  — Rahway  Hospital 

1 :30  p.m.  — John  E.  Runnells  Hospital,  Berkeley 

Heights 

(AM  NJ  and  A AFP) 

14  Hyponitremia:  Hypokalemia 

8 p.m.—  Paul  Kimball  Hospital,  Lakewood 
(A  M NJ  and  A A FP) 

15  Medical  Humanism-Hospital  Ethics 

1 p.m.  — Trenton  Psychiatric  Hospital 
(AM  NJ  and  A AFP) 

16  Appropriate  W orkup  for  the  Headache  Patient 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  AMNJ) 

17  Laboratory  Interpretations 

5 p.m.—  Holiday  Inn,  Deepwater 
(AM NJ  and  AAFP) 

17  Endocrinology 

12  noon  — Freehold  Area  Hospital 
(AMNJ  and  A A FP) 

20  Current  Surgical  Techniques  of  Breast  Cancer 

1 2 noon  — Hospital  Center  at  Orange 
(A  M NJ  and  A A FP) 

21  Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — St.  Barnabas  Hospital,  Livingston 
(New  Jersey  Thoracic  Society  and  AMNJ) 

21  Cancer  of  the  Colon  and  Ovary 

12  noon  — St.  Mary’s  Hospital.  Orange 
(A  MNJ  and  A A FP) 

24  Carcinoma  of  the  Breast 

12:30  p.m.  — Hamilton  Hospital,  Trenton 
(A  MNJ  and  A A FP) 

28  Drug  Addiction 

8 p.m.  — W'arren  Hospital,  Phillipsburg 
(AMNJ  and  AAFP) 
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Mar. 


1  Advances  in  Medicine 

8 9:30-1 1 a.m.  — Bergen  Pines  County  Hospital,  Paramus 
15  (Bergen  Pines  County  Hospital  and  AMNJ) 

22 

29 

1  Cardiology  Conferences 

15  4-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(CMDNJ  and  AMNJ) 

1  Proper  Use  of  Blood  Gases 

1 1 :30  a.m.  — Rahway  Hospital 
(AM NJ  and  A AFP) 

1 Fiberoptic  Bronchoscopy 

I p.m.  — Christ  Hospital 
(AMNJ  and  A AFP) 

2 Pediatric  Allergy  Course 

9 1 1 a.m. -12  noon —Children’s  Hospital  of  Newark 

16  (Children's  Hospital  of  Newark  and  AMNJ) 

23 

30 

2  Immunology 

I I a.m.  — Greystone  Park  Psychiatric  Hospital 
(AMNJ  and  A AFP) 

2 Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A AFP) 

3 Clinical  Immunology 

8:30  a.m.  — United  Hospitals  of  Newark 
(AMNJ  and  A AFP) 

6 Neuroscience  Conferences 

13  1 1 :30  a.m. -12:30  p.m.  — Bergen  Pines  County  Hospital, 
20  Paramus 

27  (Bergen  Pines  County  Hospital  and  A MNJ) 

6 Obstructive  Lung  Disease 

8 p.m.  — Community  Memorial  Hospital,  Toms  River 
(AMNJ  and  A AFP) 

14  Cancer  in  New  Jersey 

8 p.m.—  Paul  Kimball  Hospital,  Lakewood 
(AMNJ  and  A AFP) 

14  Medical  Care  in  Emergency  Department 

9 p.m.  — Bayonne  Hospital 
(AMNJ  and  A AFP) 

14  Medical/Legal  Aspects  of  Medicine  and  Surgery 

12  noon  — Hospital  Center  at  Orange 
(A  MNJ  and  A AFP) 

15  Proper  Use  of  Antibiotics 

1 p.m.  — Trenton  Psychiatric  Hospital 
(AMNJ  and  A AFP) 

16  Emotional  Management  in  Myocardial  Infarction 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A AFP) 

17  The  Violent  Patient 

5 p.m.  — Holiday  Inn- Deepwater 
(AMNJ  and  A AFP) 


17  Diagnosis  of  Anemic  Patient 

12  noon  — Freehold  Area  Hospital 
(AMNJ  and  A AFP) 

21  Scanning 

12  noon  — St.  Mary’s  Hospital.  Orange 
(A  M NJ  and  A AFP) 

21  Congestive  Heart  Failure 

8:30  p.m.  — Fair  Lawn  Memorial  Hospital— Marriott, 

Saddlebrook 

(AMNJ  and  A AFP) 

21  Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — St.  Joseph’s  Hospital,  Paterson 
(New  Jersey  Thoracic  Society  and  AMNJ) 

24  Bleeding  Disorders 

12:30  p.m.  — Hamilton  Hospital,  Trenton 
(AMNJ  and  A AFP) 

28  Hepatitis 

8 p.m.  — Warren  Hospital,  Phillipsburg 
(AMNJ  and  A AFP) 

29  Cerebral  Vascular  Disease 

3  p.m.  - Ancora  Psychiatric  Hospital.  Hammonton 
(AMNJ  and  A AFP) 


Apr. 

3  Neuroscience  Conferences 

10  1 1:30  a.m. -12:30  p.m.  — Bergen  Pines  County  Hospital, 

17  Paramus 

24  (Bergen  Pines  County  Hospital  and  AMNJ) 

3 Suicidology 

8 p.m.  — Community  Memorial  Hospital,  Toms  River 
(AMNJ  and  A AFP) 

4 New  Developments  in  Scanning 

11  a.m.  — Greystone  Park  Psychiatric  Hospital 
(A  MNJ  and  A AFP) 

5 Advances  in  Medicine 

12  9:30-1 1 a.m.—  Bergen  Pines  County  Hospital.  Paramus 
19  (Bergen  Pines  County  Hospital  and  AMNJ) 

26 

5 Cardiology  Conferences 

19  4-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(CM DNJ  and  AMNJ) 

5 Outpatient  Management  of  Tuberculosis 

1 1 :30  a.m.  — Rahway  Hospital 
(AMNJ  and  A AFP) 

5 Suicidology 

1 p.m.  — Christ  Hospital,  Jersey  City 
(A  MNJ  and  A A FP) 

6 Pediatric  Allergy  Course 

13  1 la.m.-12  noon  — Children’s  Hospital  of  Newark 

20  (Ch ildren 's  Hosp ital  of  Ne  wark  and  A MNJ) 

27 

6 Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A MNJ) 
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7 Infectious  Diseases 

8:30  a.m.—  United  Hospitals  of  Newark 
(AMNJ  and  A AFP) 

8 Third  Annual  Orthopedic  Symposium 

Rutgers  Medical  School,  Piscataway 
(A  M NJ  and  A A FP) 

1 1 Fluid  and  Electrolyte  Balance 

12  noon  — Hospital  Center  at  Orange 
(AMNJ  and  A AFP) 

12  Proper  Use  of  Blood  Gases 

1:30  p.m.  — John  E.  Runnells  Hospital,  Berkeley 
Heights 

(AM  NJ  and  A AFP) 

18  Northern  Regional  Chest  Conferences 

7:30-9:30  p.m,  — Location  to  be  announced 
(New  Jersey  Thoracic  Society  and  AMNJ) 

18  Intra-Aortic  Balloon  Pumping 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AMNJ  and  A A FP) 

19  The  Psychodynamics  of  Dental  Practice 

9  a.m. -4  p.m.  — New  Jersey  Dental  School,  Newark 
(AMNJ and  CMDNJ) 

2 1 Management  of  Hepatitis 

12  noon  — Freehold  Area  Hospital 
(A  MNJ  and  A A FP) 

25  Medical/Legal  Aspects  of  Medicine  and  Surgery 

8  p.m.  — Warren  Hospital,  Phillipsburg 
(AMNJ  and  A AFP) 

28  Surgical  Management  of  Inflammatory  Bowel  Disease 

12:30  p.m.  — Hamilton  Hospital,  Trenton 
(AMNJ  and  A AFP) 

1  Neuroscience  Conferences 

8 1 1 :30  a.m. -12:30  p.m.—  Bergen  Pines  County  Hospital, 

15  Paramus 

22  (Bergen  Pines  County  Hospital  and  A MNJ) 

May 

1 Arthritis 

8 p.m. — Community  Memorial  Hospital,  Toms  River 
(A  MNJ  and  A AFP) 

2 Thyroid  Disease 

1 1 a.m.  — Greystone  Park  Psychiatric  Hospital 
(A  M NJ  and  A A FP) 

3 Advances  in  Medicine 

10  9:30-1 1 a.m.—  Bergen  Pines  County  Hospital, 

17  Paramus 

24  (Bergen  Pines  County  Hospital  and  AM  NJ) 

3 Cardiology  Conferences 
17  4-6  p.m.— Rutgers  Medical  School 
(CMDNJ  and  AMNJ) 

3 Medical  Humanism-Hospital  Ethics 

1 1 :30  a.m.—  Rahway  Hospital 
( A M NJ  and  A A FP) 


4  Pediatric  Allergy  Course 

11  11  a m. -12  noon  — Children’s  Hospital  of  Newark 

18  (Children's  Hospital  of  Newark  and  A MNJ) 

25 

4 Infectious  Diseases  Course 

8:30-9:30  a.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  of  Newark  and  A M NJ) 

5 Cerebral  Vascular  Disease 

8:30  a.m.  — United  Hospitals  of  Newark 
(AMNJ  and  A A FP) 

6-  MSNJ  Annual  Meeting 

9  Holiday  Inn-Howard  Johnson’s  Regency,  Atlantic  City 

9 Eluid  and  Electrolyte  Imbalance 

9 p.m.  — Bayonne  Hospital 
(AMNJ  and  AAFP) 

10  Arthritis 

1 :30  p.m.  — John  E.  Runnells  Hospital.  Berkeley 
Heights 

(AMNJ  and  AAFP) 

15  Endotoxic/Hemorrhagic  Shock 

12  noon  — Hospital  Center  at  Orange 
(AM NJ  and  AAFP) 

16  Kidney  Stones 

12  noon  — St.  Mary’s  Orange 
(AMNJ  and  AAFP) 

18  Antithrombotic  Therapy 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A MNJ) 

19  Chronic  Renal  Failure 

12  noon  — Freehold  Area  Hospital 
(AM NJ  and  AAFP) 

23  Cerebral  Vascular  Disease 

8 p.m.—  Warren  Hospital.  Phillipsburg 
(AMNJ  and  AAFP) 

26  Ophthalmologic  Manifestations  in  Systemic  Disease 

12:30  p.m.  — Hamilton  Hospital,  Trenton 
(AMNJ  and  AAFP) 

31  Cardiac  Arrhythmias 

3 p.m.  — Ancora  Psychiatric  Hospital,  Hammonton 
(AMNJ  and  AAFP) 


June 

1 Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A A FP) 

1 Current  Radiation  Therapy 

11  a.m.  — Greystone  Park  Psychiatric  Hospital 
(A  MNJ  and  A A FP) 

2 l.ipid  Metabolism 

8:30  a.m.  United  Hospitals  of  Newark 
(AMNJ  and  AAFP) 
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5 Neuroscience  Conferences 

12  1 1:30  a. m. -12:30  p.m.—  Bergen  Pines  County  Hospital, 

19  Paramus 

26  (Bergen  Pines  County  Hospital  and  A MNJ) 

5 Thyroid  Diseases 

8 p.m. — Community  Memorial  Hospital,  Toms  River 
(A  MNJ  and  A A FP) 

7 Advances  in  Medicine 

14  9:30-1 1 a.m.  — Bergen  Pines  County  Hospital.  Paramus 

21  ( Bergen  Pines  County  Hospital  and  AMNJ) 

28 

7 Cardiology  Conferences 

21  4-6  p.m  — Rutgers  Medical  School,  Piscataway 

(CMDNJ  and  AMNJ) 

15  Beta-Adrenergic  Blocking  Agent  in  Cardiovascular 
Disease 

5-6:30  p.m.  — Somerset  Hospital.  Somerville 
( Somerset  Hospital  and  AMNJ) 


16  Sports  Medicine 

12  noon  — Freehold  Area  Hospital 
(A  MNJ  and  A A FP) 

20  Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.—  Beth  Israel  Hospital,  Newark 
(New  Jersey  Thoracic  Society  and  AMNJ ) 

20  Acute  and  Chronic  Leukemia 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AMNJ  and  A AFP) 

20  Shock 

8:30  p.m.  — Fair  Lawn  Memorial  Hospital— Marriott, 
Saddle  Brook 
(AM  NJ  and  A AFP) 

27  Current  Radiation  Therapy 

8 p.m.  — Warren  Hospital,  Phillipsburg 
(AMNJ  and  A AFP) 

30  Chronic  Obstructive  Lung  Disease 

12:30  p.m.  — Hamilton  Hospital.  Trenton 
(A  MNJ  and  A AFP) 


The  Old  Helping  Hand  Organization 


Many  of  the  younger  doctors  do  not  know 
that  there  exists  in  our  state  a unique 
helping  hand  organization,  known  as  the 
Society  for  the  Relief  of  the  Widows  and 
Orphans  of  Medical  Men  in  New  Jersey. 
This  organization  provides  immediate 


financial  assistance  to  the  dependents  of 
a deceased  member.  It  lends  money  with- 
out interest  to  assist  widows  and  orphans 
of  doctors  who  have  known  adversity.  For 
details,  write  to  the  Widows  and  Orphans 
Society,  P.O.  Box  904,  Trenton  08605. 


OBITUARIES 

Dr.  Gerard  J.  Alonzo 

Word  has  been  received  of  the  death  on  June  22 
of  Gerard  J.  Alonzo,  M.D.,  a member  of  our 
Passaic  County  Medical  Society.  A family 
practitioner  from  Lyndhurst,  Dr.  Alonzo  was 
graduated  from  Rush  Medical  College  in  1938 
and  took  graduate  training  in  internal  medicine 


at  St.  Joseph’s  Hospital  in  Paterson.  Following 
this  he  served  five  years  in  the  department  of 
medicine  of  the  Army  of  the  United  States. 
Upon  discharge  he  returned  to  New  Jersey  to 
establish  a practice  in  Passaic  County.  Dr. 
Alonzo  was  affiliated  with  Saint  Barnabas 
Medical  Center  in  Livingston  and  the  Clara 
Maass  Memorial  Hospital  in  Belleville.  He  was 
a member  of  the  American  Geriatric  Society 
and  the  Academy  of  Medicine  of  New  Jersey. 
Dr.  Alonzo  was  64  years  old  at  the  time  of  his 
death. 
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Dr.  Harry  Arons 

Harry  Arons,  M.D.,  formerly  of  Elizabeth, 
died  this  past  July.  Born  in  1907  and  graduated 
from  New  York  University  School  of  Medicine 
in  1931,  Dr.  Arons  pursued  a career  in  derma- 
tology and  was  board  certified  in  that  specialty. 
He  was  on  the  attending  staff  at  St.  Elizabeth's 
and  Alexian  Brothers’  hospitals  in  Elizabeth 
and  the  Martland  Medical  Center  in  Newark. 
He  was  a Fellow  of  the  American  Academy  of 
Dermatology  and  a member  of  the  New  Jersey 
Society  of  Dermatologists.  During  World  War 
II  he  had  served  in  the  medical  corps  of  the 
United  States  Army.  Dr.  Arons  was  retired 
and  lived  at  Rossmoor  in  Jamesburg. 

Dr.  Norbert  Beim 

A member  of  our  Passaic  County  component, 
Norbert  Beim,  M.D.,  died  on  July  10  in  Barnert 
Memorial  Hospital  after  a lengthy  illness.  Born 
in  Vienna  at  the  turn  of  the  century,  Dr.  Beim 
received  his  medical  degree  from  the  University 
of  Vienna  in  1937  and  emigrated  to  the  United 
States  the  following  year.  He  practiced  first  in 
Chicago  and  moved  to  New  Jersey  thirty  years 
ago.  Dr.  Beim  was  affiliated  with  Barnert 
Memorial  Hospital  where  he  had  been  chief  of 
psychiatry  until  retirement  in  1973.  He  had 
been  active  in  obtaining  federal  funding  for  the 
Paterson  Community  Mental  Health  Center. 
Dr.  Beim’s  avocations  included  photography, 
especially  landscapes,  and  music,  in  which  art 
he  was  an  accomplished  pianist.  He  was  a 
member  of  the  American  and  New  Jersey 
Psychiatric  Associations. 

Dr.  Benjamin  V.  Cannata 

Benjamin  Victor  Cannata,  M.D.,  a member  of 
our  Middlesex  County  component,  died  on 
June  26.  Born  in  1915  and  graduated  from  the 
University  of  Bologna  (Italy),  class  of  1941, 
Dr.  Cannata  returned  to  his  home  community 
of  Perth  Amboy  to  establish  a general  practice 
with  special  interest  in  obstetrics.  He  had  been 
alii  1 iated  with  the  Perth  Amboy  General 
Hospital  and  the  Rehabilitation  Center  in 
North  Brunswick  and  was  a member  of  the 
Academy  of  Medicine  of  New  Jersey. 


Dr.  Edgar  P.  Cardwell 

One  of  Essex  County’s  senior  members,  Edgar 
P.  Cardwell,  M.D.,  formerly  of  Newark  and 
East  Orange,  died  this  past  May.  Graduated 
from  the  University  of  Virginia  School  of 
Medicine  in  1923,  Dr.  Cardwell  followed  a 
career  in  otolaryngology,  becoming  board 
certified  in  that  specialty.  He  had  been  affiliated 
with  the  Newark  Eye  and  Ear  Infirmary,  where 
he  was  chief  of  the  department  of  otolaryn- 
gology, and  with  Presbyterian,  St.  Michael's, 
and  Martland  Hospitals  in  Newark,  Orange 
Memorial  Hospital,  the  Rahway  Hospital,  the 
Alexander  Linn  Hospital  in  Sussex,  and  the 
Essex  County  Isolation  Hospital  in  Belle- 
ville. He  was  a Fellow  of  the  American  College 
of  Surgeons  and  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  and  was  a 
member  of  the  New  Jersey  Society  of  Surgeons 
and  of  several  specialty  organizations  in  his 
field.  Dr.  Cardwell  retired  in  1967  and  moved 
to  Wilmington,  North  Carolina  and  more 
recently  to  Wrightsville,  North  Carolina.  He 
was  a 1973  recipient  of  MSNJ's  Golden  Merit 
Award.  Dr.  Cardwell  was  78  years  old  at  the 
time  of  his  death. 


Dr.  Morris  Flichtenfeld 

One  of  Hudson  County’s  senior  members, 
Morris  Flichtenfeld,  M.D.,  of  Jersey  City  died 
on  June  27.  A graduate  of  New  York  Eclectic 
Medical  School,  class  of  1927,  Dr.  Flichtenfeld 
practiced  anesthesiology  and  was  affiliated  with 
the  Jersey  City  Medical  Center.  He  was  a 
recipient  this  past  May  of  the  Medical  Society 
of  New  Jersey’s  Golden  Merit  Award  given  for 
50  years  of  practice.  Dr.  Flichtenfeld  was  74 
years  of  age  at  the  time  of  his  death. 

Dr.  Carye-Belle  Henle 

Carye-Belle  Henle,  M.D.,  the  first  woman 
radiologist  in  New  Jersey,  died  on  July  14  at 
her  home  in  Kinnelon.  She  had  been  active  for 
over  35  years  in  the  long-range  radium  research 
project  of  the  New  Jersey  Department  of 
Health.  A graduate  of  the  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  in 
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1925  Dr.  Henle  pursued  a career  in  radiology, 
becoming  board  certified  in  that  specialty,  and 
a Fellow  of  the  American  College  of  Radiology. 
She  had  been  associated  with  Martland  and 
St.  Michael's  Hospitals  in  Newark  and  also  had 
been  clinical  associate  professor  emeritus  in  the 
department  of  radiology  at  the  New  Jersey 
Medical  School.  She  had  served  two  terms  as 
secretary  of  the  American  Medical  Women's 
Association,  whose  New  Jersey  affiliate  named 
her  Woman  of  the  Year  in  1961.  Dr.  Henle  was 
a member  of  the  New  Jersey  Radiology  Society 
and  had  been  its  president  in  1956.  She  was  a 
laureate  of  MSNJ’s  Golden  Merit  Award  in 
1975. 


Dr.  Theodore  Hirsch 

One  of  Essex  County's  senior  members, 
Theodore  Hirsch,  M.D.,  died  last  May.  Born 
at  the  turn  of  the  century  in  Edenkoben.  Ger- 
many, Dr.  Hirsch  was  graduated  from  the 
University  of  Heidelberg  School  of  Medicine  in 
1926.  He  emigrated  to  the  United  States  in  the 
I930’s  and  established  a practice  in  obstetrics 
in  Newark  in  1939.  Dr.  Hirsch  was  associated 
with  Newark  Beth  Israel  and  Irvington 
General  Hospitals.  He  was  a Fellow  of  the 
American  College  of  Obstetrics  and  Gyne- 
cology and  of  the  American  Academy  of  Ob- 
stetrics and  Gynecology,  and  was  a member  of 
the  Academy  of  Medicine  of  New  Jersey.  He 
retired  from  private  practice  in  1962  and 
worked  full  time  in  the  outpatient  clinic  of  the 
Veterans  Administration  facility  in  Newark. 


Dr.  Franz  Husserl 

On  July  14,  Franz  W.  Husserl,  M.D.,  a member 
of  our  Monmouth  County  component,  died  in 
Monmouth  Medical  Center,  Long  Branch.  He 
had  maintained  a private  practice  in  psychiatry 
in  Ocean  Township  for  many  years  and  was 
affiliated  with  the  Monmouth  Medical  Center, 
where  he  was  director  of  child  psychiatry,  and 
with  Hahnemann  Medical  College  in  Phila- 
delphia, where  he  was  associate  clinical  pro- 
fessor of  psychiatry.  Born  in  Newark  in  1914, 
Dr.  Husserl  was  graduated  from  Downstate 
Medical  Center,  class  of  1947,  and  pursued  his 


graduate  training  at  Columbia-Presbyterian 
Medical  Center. 

Dr.  Gerald  W.  Husted 

On  July  10,  Gerald  W.  Husted,  M.D.,  a mem- 
ber of  our  Camden  County  component,  died  of 
a heart  ailment.  Born  in  1910  and  graduated 
from  Temple  University  School  of  Medicine, 
class  of  1936,  Dr.  Husted  practiced  general 
medicine  in  Camden  County  for  many  years. 
He  had  been  on  the  staff  at  Cooper  Medical 
Center  in  Camden.  Dr.  Husted  retired  from 
active  practice  in  1974  and  moved  to  Ocean 
City  where  he  was  residing  at  the  time  of  his 
death. 

Dr.  Rafael  A.  Jacobo 

Word  has  just  been  received  of  the  death  on 
April  26  of  Rafael  A.  Jacobo,  M.D.,  a member 
of  the  Passaic  County  Medical  Society.  Born  in 
1908  in  the  Dominican  Republic,  Dr.  Jacobo 
was  graduated  from  the  medical  school  of 
Santo  Domingo  University  there  in  1934  and 
emigrated  to  New  Jersey  to  practice  general 
medicine  with  special  interest  in  gastroenterol- 
ogy. He  had  been  on  the  staff  at  St.  Joseph's 
Hospital  in  Paterson  in  the  department  of 
medicine  and  was  a Fellow  of  the  American 
College  of  Gastroenterology. 

Dr.  Philip  Klarich 

Philip  Klarich,  M.D.,  a member  of  our  Cam- 
den County  component,  died  on  July  14  at 
Underwood  Memorial  Hospital  in  Woodbury. 
Dr.  Klarich  earned  his  medical  degree  from  the 
University  of  Vienna,  class  of  1938,  and  pur- 
sued graduate  work  in  obstetrics  and  gyne- 
cology at  the  Graduate  Hospital  of  the  Uni- 
versity of  Pennsylvania.  He  was  a diplomate  of 
the  American  Board  of  Obstetrics  and  Gynecol- 
ogy and  a Fellow  of  the  American  College  of 
Obstetrics  and  Gynecology.  He  had  been  on  the 
staff  at  Cooper  Medical  Center  in  Camden  and 
Salem  County  Memorial  Hospital  in  Salem, 
and  was  on  the  faculty  at  the  University  of 
Pennsylvania  Graduate  School  of  Medicine  and 
at  Hahnemann  Medical  College  in  Philadel- 
phia. Dr.  Klarich  was  65  years  old  at  the  time  of 
his  death. 
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Dr.  Henry  Metz 

We  have  just  learned  of  the  death  on  June  12  of 
Henry  Metz,  M.D.,  a member  of  our  Bergen 
County  component.  Born  in  1910  and  graduated 
from  St.  Louis  University  School  of  Medicine 
in  1935,  Dr.  Metz  pursued  a career  in  urology 
and  was  board  certified  in  that  specialty.  He 
was  director  of  urology  at  Hackensack  Hospital 
and  a member  of  the  attending  staff  at  Bergen 
Pines  Hospital  in  Paramus.  During  World  War 
II,  Dr.  Metz  served  five  years  with  the  depart- 
ment of  medicine  in  the  Army  of  the  United 
States. 

Dr.  Theodore  Morici 

Word  has  been  received  of  the  death  on  May  6 
of  a former  member  of  the  Passaic  County 
Medical  Society,  Theodore  Morici,  M.D.  A 
graduate  of  McGill  University  in  Montreal, 
class  of  1926,  Dr.  Morici  practiced  general 
surgery  in  Passaic  County  and  had  been  on  the 
staff  of  that  department  at  the  Beth  Israel 
Hospital  there.  He  was  a diplomate  of  the 
American  Board  of  Abdominal  Surgery  and  a 
Fellow  of  the  American  Society  of  Abdominal 
Surgeons.  Dr.  Morici  was  81  years  old  at  the 
time  of  his  death. 


Dr.  Philip  J.  Santoro 

Philip  J.  Santora,  M.D.,  former  assistant 
medical  director  at  Martland  Medical  Center, 
Newark,  died  in  Presbyterian  Hospital  on 
June  24.  Born  in  1901  and  graduated  from  the 
Boston  University  School  of  Medicine  in  1927, 
Dr.  Santora  took  graduate  work  in  radiology, 
both  diagnostic  and  therapeutic,  at  Harvard 
Medical  School,  Columbia  University's  College 
of  Physicians  and  Surgeons,  New  York  Uni- 
versity, and  the  University  of  Pennsylvania.  He 
was  a diplomate  of  the  American  Board  of 
Radiology  and  a Fellow  of  the  American  Col- 
lege of  Radiology.  Other  memberships  included 
the  American  College  of  Hospital  Administra- 
tors, the  Roentgen  Society  of  North  America 


the  New  Jersey  Radiology  Society,  and  the 
Academy  of  Medicine  of  New  Jersey.  Dr. 
Santora  also  was  a Fellow  of  the  American 
Geriatric  Society.  He  retired  from  active 
practice  in  1963  and  moved  to  Brielle.  He 
served  as  a consultant  in  radiology  for  the 
Point  Pleasant  Hospital  and  was  police  surgeon 
for  the  town  of  Sea  Girt. 

Dr.  Ernest  Stark 

One  of  Monmouth  County’s  senior  members, 
Ernest  Stark,  M.D.,  died  on  June  28  in  Hallan- 
dale, Florida,  after  a three  months’  illness.  A 
native  of  Hungary,  Dr.  Stark  received  his 
medical  degree  in  1927  from  the  Royal  Uni- 
versity of  Modena,  Italy,  and  emigrated  to  the 
United  States  in  1933  to  pursue  graduate  work 
at  Margaret  Hague  Medical  Center  in  Jersey 
City  and  the  New  York  Post  Graduate  Medical 
School.  He  practiced  general  medicine  in  New 
York  until  moving  to  Red  Bank  in  1954  and 
later  to  Little  Silver  and  Bradley  Beach.  Dr. 
Stark  retired  in  1974  to  make  his  home  in 
Florida.  He  had  been  affiliated  with  Mon- 
mouth Medical  Center  in  Long  Branch  and  the 
Riverview  Hospital  in  Red  Bank,  and  was  a 
member  of  the  American  Academy  of  Family 
Practice.  Dr.  Stark  was  a this  year's  recipient 
of  MSNJ's  Golden  Merit  Award.  He  was  78 
years  old  at  the  time  of  his  death. 

Dr.  Bruno  W.  Zaneski 

Word  has  just  been  received  of  the  sudden 
death  on  June  12  of  Bruno  W.  Zaneski,  M.D., 
a member  of  our  Sussex  County  component. 
Born  in  1920  and  graduated  from  New  York 
Medical  College,  class  of  1945,  Dr.  Zaneski 
took  a residency  in  pathology  at  Doctors' 
Hospital,  New  York  and  in  obstetrics  and 
gynecology  at  Bellevue  Hospital  there.  He 
practiced  the  latter  specialty  in  New  York  City 
and  Westbury,  Long  Island  before  coming  to 
Newton  in  1965.  Dr.  Zaneski  was  board  cer- 
tified in  obstetrics  and  gynecology  and  on  the 
attending  staff  in  that  department  at  Newton 
Memorial  Hospital. 
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tow ...  the  AMA  brings  CME  to  you! 


As  you’re  aware,  state  medical  societies,  spe- 
cialty societies,  and  other  medical  groups  in  in- 
creasing numbers  are  making  continuing  medi- 
cal education  (CME)  a requirement  for  member- 
ship. Already  some  state  licensure  boards  are 
requiring  CME  for  relicensure. 

Recognizing  its  importance  to  members,  the 
AMA  has  greatly  expanded  its  CME  program- 
ming. In  1977,  your  AMA  will  offer  15  regional 
meetings,  as  well  as  scientific  programs  at  the 
Annual  convention  and  Winter  Meeting. 

These  new  regional  meetings  make  it  easier, 
more  convenient  for  you  to  fulfill  your  CME  needs 
by  bringing  the  programs  closer  to  your  home- 


town and  scheduling  them  on  weekends  to  avoid 
interference  with  your  practice. 

All  courses  are  approved  by  the  AMA  Council 
on  Continuing  Medical  Education  as  meeting  the 
criteria  for  Category  1 toward  the  AMA  Physi- 
cian's Recognition  Award,  which  certifies  com- 
pletion of  150  hours  of  CME  over  three  years. 
Since  the  initiation  of  the  PRA  program  in  1969, 
more  than  58,000  physicians  have  qualified 
and/or  requalified  for  the  award. 

CME  is  just  one  of  the  many  vita'  services  the 
AMA  provides  for  its  members.  With  your  sup- 
port, it  can  do  even  more. 


Join  us. 

We  can  do  much  more  together. 


Dept,  of  Membership  Development 

American  Medical  Association 

535  N.  Dearborn  St. /Chicago,  IL  60610 


Please  send  me  more  information  on  the  AMA 
and  AMA  membership. 


Name. 


Address. 


City/State/Zip . 


HALL-BROOKE  FOUNDATION 

A NON-PROFIT  ORGANIZATION  DEDICATED  TO 

COMMUNITY  HEALTH 

CARE  AND  EDUCATION 

Elisabeth  F.  S.  Solomon 

Rosalie  Aberman 

Executive  Director 

School  Director 

HALL-BROOKE  HOSPITAL 

HALL-BROOKE  SCHOOL 

AJCAH  accredited  hospital  for  care 

A special  educational  facility  for 

and  treatment  of  psychiatric  disorders 

students  who  are  in  psychiatric 

within  a therapeutic  community. 

treatment. 

47  LONG  LOTS  ROAD 

WESTPORT,  CONNECTICUT  06880 

Telephone:  (203)  227-1251 

NEW  JERSEY—  ANCORA 

NEEDED 

Immediate  openings  for  Staff  Psychiatrists  and 
Primary  Care  Physicians  in  1100  bed  JCAH  and 
AMA  Accredited  Psychiatric  Hospital  with  3 years 

NEONATOLOGIST 

approved  Residency  Training.  Affiliated  with 
Temple  University  Hospital,  Department  of  Psy- 
chiatry. Located  40  minutes  from  Atlantic  City  and 

for  Community  Hospital  in  South  Jersey  with 

Philadelphia.  Salary:  $28,777  to  $40,700  for  35 

Boards  or  Board  Eligible. 

Hour  Work  Week.  Private  Practice  after  duty  hours 
permitted.  Liberal  fringe  benefits  include  Profes- 

Please  Reply  to:  Box  No.  004 

sional  Liability,  Blue  Cross,  Blue  Shield,  and  Life 

c/oTHE  JOURNAL 

Write  Shao-Chi  Yu,  M.D.,  Medical  Director, 
Ancora  Psychiatric  Hospital,  Hammonton,  New 
Jersey  — 08037,  or  call  Area  609-561-1700,  Ext. 
203. 

RESIDENCY  IN 
PHYSICAL  MEDICINE 
AND  REHABILITATION 

Dynamic,  young  program  with  balanced  academ- 
ic and  clinical  emphasis  under  the  supervision  of 
10  physiatrists.  Three  year  program  and  inte- 
grated internship/residency  with  opportunity  for 
research  and  pursuit  of  special  interests  both  in 
medical  school  and  private  hospital  settings. 
Stipends  from  $13,300  to  $15,200  depending  on 
qualifications.  Gl  schooling  benefits  available  for 
veterans.  We  will  pay  for  visits  in  selected  cases. 
Telephone  or  write  for  information  to: 


John  F.  Ditunno,  Jr.,  M.D.,  Director 
Department  of  Rehabilitation  Medicine 
Thomas  Jefferson  University  Hospital 
1 1th  and  Walnut  Street 
Philadelphia,  Pa.  19107 
Telephone:  (215)  829-6573 


L 


VACANCIES  AVAILABLE  IN  THE  U.S. 
ARMY  RESERVE  MEDICAL  CORPS 

The  U.S.  Army  Reserve  has  numerous  vacancies  for 
physicians,  male  and  female,  anywhere  within  New 
York  State,  but  especially  in  the  New  York  City  area 
Positions  are  available  in  all  military  ranks  up  through 
lieutenant  colonel.  Female  physicians  are  particularly 
encouraged  to  apply  for  this  program. 

Those  individuals  unable  to  complete  20  years  service 
by  age  60  can  be  accepted  if  they  are  willing  to  waive 
their  pension  benefits.  Individuals  with  no  prior  military 
service  are  urged  to  apply  as  are  those  who  have 
previously  served  on  active  duty  (i.e.,  U.S.  Army,  Navy 
or  Air  Force). 

Active  part-time  participation  requires  attendance  at 
up  to  12  once-monthly  weekends  per  year  plus  two 
weeks  of  active  duty  during  the  same  year. 

The  pay  is  up  to  54,000  annually  for  a lieutenant  colo- 
nel with  20  years  service  in  the  local  Medical  Army 
Reserve. 

For  additional  information  on  your  hometown  Medical 
Army  Reserve  unit,  all  sent  to  you  without  any  obliga- 
tion, please  write  to: 

Brig.  General  Joseph  P.  Cillo,  M.D. 

8th  Medical  Brigade  USAR 
Bldg.  408,  Fort  Hamilton 
Brooklyn,  N.Y.  11252 

THE  MEDICAL  ARMY  RESERVE 
. . . PART  OF  WHAT  YOU  EARN  IS  PRIDE! 

Visit  us  at  Booth  26  at  the  1 977  Annual  Convention, 
Medical  Society  of  the  State  of  New  York 


CLASSIFIED  ADVERTISEMENTS 


WANTED— General  Practitioners  (Primary  Care)  to 
locate  in  private  practice  throughout  Ocean  County  (a 
rapidly  growing  County  in  Central  New  Jersey)  in  needed 
areas.  Excellent  place  to  live  and  practice.  Four  expanding 
Community  Hospitals  and  one  Rehabilitation  Hospital. 
Excellent  recreation  area.  For  information,  please  contact 
Ocean  County  Physician  Recruitment  Committee,  Admin- 
istration Building,  Hooper  Avenue,  Toms  River,  New 
Jersey  08753. 


WANTED  — Primary  Care  Physicians  for  new  six-man 
group  in  Northwest  New  Jersey.  Completely  equipped, 
x-ray,  laboratory,  stress  lab.  Salary  with  early  partnership. 
240-bed  open  staff  hospital.  Write  Box  No.  12,  c/o  THE 
JOURNAL. 


PRACTICE  WANTED  — Pediatrician  interested  in  buying 
Pediatric  Practice.  May  also  consider  associationship.  Has 
small  practice  of  his  own.  Bergen  County  preferred.  Write 
Box  No.  1 1,  c/o  THE  JOURNAL. 


PRACTICE  AVAILABLE  — Full  -time  psychiatric  practice. 
Adult  and  child-adolescent.  Combined  practice  with  two 
offices  in  Passaic  County  grossing  over  $150,000.  per  year. 
Opportunity  to  join  staff  of  two  general  hospitals  with  active 
psychiatric  floors.  Will  consider  partnership  with  possibility 
of  taking  over.  One  doctor  retiring.  Write  Box  No.  10,  c/o 
THE  JOURNAL. 


FOR  SALE— South  Orange,  Professional  building  for  sale, 
central  location.  2 suites,  2 apartments,  off-street  parking. 
Call  owner  (201)233-1901. 


OFFICE  SPACE  — East  Orange,  185  Central  Avenue. 
Radiologist  or  other  related  specialties.  Wishing  to  share  or 
sublease.  Write  Box  No.  13,  c/o  THE  JOURNAL. 


OFFICE  SPACE  — North  Plainfield,  custom  suites  renting 
now  in  new  medical  building.  Excellent  location,  Muhlen- 
berg and  Raritan  Valley  hospitals.  Call  (201)  755-8145  or 
753-6424. 


ormotion  for  Members  — RATES:  — $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in  advance.  WORD 
>UNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated  numbers,  groups  of  numbers,  hyphen- 
ed words.  Count  name  and  address  as  five  words,  telephone  number  as  one  word,  and  "Write  Box  No.  000,  c/o  THE  JOURNAL"  as  six 
trds.COPY  DEADLINE:  Fifth  of  preceding  month. 


OCEAN  COUNTY 

OFFICE  SPACE 

5 Miles  South  of  Toms  River 

Clark-Cranford 

New  office  space  available.  Designed  and  finished 

NOW  RENTING  FOR  OCTOBER  1977 

to  your  specifications  with  utilities  by  Landlord. 

NEW  MEDICAL  AND  DENTAL  ARTS  BUILDING 

Also  available — Professional  Office  Building  built 

GROUND  LEVEL,  1400  sq.  ft.  (may  subdivide) 

to  suit. 

General  Dentist  located  in  building 

Excellent  locations  and  parking  facilities. 

Excellent  for  Group  or  Solo  practice 

WADE  ASSOCIATES 

For  more  information 

23  North  Ave.,  E. 

CALL  (609)  693-6524 

Cranford,  N.J. 

276-1053 

"NATURE  S BEST" 

Upstate  New  York  hunting  and  fishing  preserve- 
219  acres.  Deer,  pheasant,  grouse,  duck,  geese, 
etc.  Pheasant  pens,  barns,  ideal  for  horses.  Bass 
fishing  on  property  and  trout  nearby.  Few  minutes 
from  boating  and  excellent  salmon  and  brown 
trout  fishing  Lake  Ontario.  Good  four  bedroom 
house.  Only  20  minutes  from  New  York  State  Thru- 
way exit  #40.  S650/AC. 

Write  Box  No.  009,  c/o  The  Journal,  MSNJ. 
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POSTGRADUATE  COURSE  IN 
ACUPUNCTURE 

by 

The  New  York  Society  of  Acupuncture  for  Physicians 
and  Dentists,  Inc.  The  Course  is  organized  to  meet 
the  new  curriculum  requirements  of  the  New  York 
State  Boards  for  Medicine  and  Dentistry  and 
approved  for  50  credit  hours.  Dec.  7-1 1,  1977 

BARBIZON  PLAZA  HOTEL,  58th  and  6th  Ave. 
NEW  YORK  CITY 

For  application,  please  write,  Phone  mornings: 

Dr.  S.  J.Yue  212-245-4737 

1 1 5 East  61  st  Street  or  after  6 PM 

New  York,  NY  10021  All  day  Sunday 


CROMWELL  CONSULTANTS 
INC. 

advisors  for 

MEDICAL  OFFICE 
MANAGEMENT 

ALBERT  ABRAHAM,  M.D. 

1 1 Cromwell  Drive 
Convent  Station,  N.J. 
201-267-3030 


NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 
Problems  of  Human  Infertility 


The  Institute  provides  a complete  diagnostic 
and  consultation  service  for  i nferti  l< 
couples.  Investigations  are  conducted  b) 
well-known  specialists  in  conjunction  witf 
consultants  in  the  various  fields  of  medicin* 
related  to  infertility. 


Patients  are  returned  to  the  referring  physi 
cian  after  appropriate  studies  have  beer 
made,  together  with  a complete  detailec 
report  of  the  findings  of  the  Institute  and  its 
consultants  and  recommendations  fo 
therapy.  Literature  on  request. 


123  East  89th  Street,  N.Y.,  N.Y.  10028 
Phone:  TR  6-9300 


If  you  don't  talk  to  us  when  you  have 
personnel  problems. . .whom  do  you  talk  to? 


Qualified  PERMANENT  and/or  TEMPORARY  help  is  just  a phone  call  away. 

Applicants  are  pre-tested,  evaluated  and  screened  prior  to  your  interview.  Thus  your  valuable  time 
is  not  wasted  on  unnecessary  interviewing  . . . Advertisement  costs  $$$  can  be  eliminated  com- 
pletely. 

Keep  our  name  and  phone  number  handy! 

Let  us  solve  your  personnel  problems. 

MEDICAL  ASSIST 

div.  of  Dental  Assist,  Inc. 


1474  Route  23  Wayne,  New  Jersey  07470 


CORRINE  B.  GROSS 


(201)  696  9400 


EILEEN  BERGER 


BEHIND  EVERY  CAPSULE  OF 

UBRIUOT  ® 

chlordiazepoxide  HCI/Roche 

ARE  THESE  AND  OTHER 
ROCHE  SERVICES: 


INFORMATION. 

RETRIEVE,  the  Roche 
computer  literature 
retrieval  system,  provides 
quick  access  to  more 
than  15,000  published 
apers  on  Librium  (chlordiazepoxide  HC1) 
nd  other  Roche  products. 


CONSULTATION. 

An  active  Professional 
Services  Department  to 
answer  any  inquiries  on 
Librium  and  other  Roche 
products  and  services. 


efore  prescribing,  please  consult  complete 
oduct  information,  a summary  of  which 
ilows: 

idications:  Relief  of  anxiety  and  tension 
curring  alone  or  accompanying  various 
sease  states. 

ntraindications:  Patients  with  known 
persensitivity  to  the  drug, 
arnings:  Caution  patients  about  possible 
mbined  effects  with  alcohol  and  other 
IS  depressants.  As  with  all  CNS-acting 
ugs,  caution  patients  against  hazardous 
cupations  requiring  complete  mental 
ertness  (e.g.,  operating  machinery,  driv- 
g).  Though  physical  and  psychological 
pendence  have  rarely  been  reported  on 
commended  doses,  use  caution  in  ad- 
nistering  to  addiction-prone  individuals 
those  who  might  increase  dosage;  with- 
awal  symptoms  (including  convulsions), 
lowing  discontinuation  of  the  drug  and 
nilar  to  those  seen  with  barbiturates, 
ve  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
:ome  pregnant. 

autions:  In  the  elderly  and  debilitated 
d in  children  over  six,  limit  to  smallest 
active  dosage  (initially  10  mg  or  less  per 
) to  preclude  ataxia  or  oversedation,  in- 


EMERGENCY. 

Physicians  and  pharma- 
cists are  available 
24  hours  a day  to  assist 
you  in  the  event  of  a 
medical  emergency.  The 

number  to  call  is  201-235-2355. 

YOUR  ROCHE 
REPRESENTATIVE 

Is  always  ready  to 
help  you  get  the 
most  out  of  the  many 
benefits  offered  to 

you  by  Roche  Laboratories. 


5 mg,  10  mg,  25  mg  capsules 

Libritabs®  (chlordiazepoxide) 
available  in  5 mg,  10  mg,  25  mg  tablets 

creasing  gradually  as  needed  and  tolerated. 
Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotro- 
pics seems  indicated,  carefully  consider  in- 
dividual pharmacologic  effects,  particularly 
in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagu- 
lation have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at 


the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregu- 
larities, nausea  and  constipation,  extrapy- 
ramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  con- 
trolled with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests  advis- 
able during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  max- 
imum beneficial  effects.  Oral— Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or 
10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10.  Libritabs® 
(chlordiazepoxide)  Tablets,  5 mg,  10  mg 
and  25  mg— bottles  of  100  and  500.  With 
respect  to  clinical  activity,  capsules  and 
tablets  are  indistinguishable. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 

Please  see  following  pt  i 


rary 
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chlordiazepoxide  HCI/Roche 


THE  ANXIETY-SPECIFIC 


SAFETY 

Seldom  associated  with 
serious  side  effects 


Little  or  no  interference  witl 
many  primary  medications 


PREDICTABILITY 

An  extensive  pattern  of— 
favorable  patient  response 


EXPERIENCE 

More  than  a decade  and  a 
half  of  effective  clinical  use 


PERFORMANCE 

Proven  effectiveness  within 
a wide  safety  margin 
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Mammographic  Diagnosis 
of  Gynecomastia 
D.  S.  Cukier,  M.D. 

Tuberculosis  in  New  Jersey 
W.  M.  Lednar,  Ph.D..  el  al. 

Pitfalls  in  Diagnosis  of 
Advanced  AbdominalPregnam 
J Apuzzio,  M.D.,  et  al. 

Acne 

Arlington  Bensel,  M.D. 

Complete  Table  of 
Contents  on  page  830 


Cheek  List 
For  Savings 

Under  The  Medical  Society  of  New  Jersey 


Endorsed  Insurance  Plans 


NEW  HIGHER 
LIMITS 

$4600  Monthly  Accident  and  Health 

TAX  DEDUCTIBLE 
PREMIUM 

$5,000  Professional  Overhead  Expense  Plan 

INCREASED 
FROM  $150,000 

$250,000  Term  Life  Insurance 

$250,000 

COVERAGE 

Quarter-Million- Dollar  Major  Expense  Plan 

HIGH  LIMITS— 

$200,000  Six  Point  High-Limit,  Accidental 

LOW  COSTS 

Death,  Dismemberment,  Total  Disability 

EXTRA  MONEY 
WHEN  HOSPITALIZED 

$60  a day  Hospital  Money-Indemnity  Plan 

$7500 — 15% 

$7500  Tax-deductible  KEOGH  Plan  and 
Corporate  Master  Plan 

CHECK  THIS  LIST  AGAINST  YOUR  COVERAGES  . . . ASK  FOR  FREE 
NO-OBLIGATION  INFORMATION  ABOUT  THE  NEW  MONEY-SAVING  PLA 


E.  & W.  IlL.WkSTEEX  AtiEYCY.  LYC. 


E.  & W.  BLANKSTEEN 


75  MONTGOMERY  STREET  • JERSEY  CITY,  N.J.  07302 
(201)  333-4340 


When  impotence  due  to 


androgenic  deficiency 
is  driving  them  apa 


Jjf  Android -5- 
I?  Android'- 10  s 
^Android-  25  a 


Methyltestosterone  U.S.P.  - 5,  10,  25  mg. 


New  Double-Blind  Study 
ANDROID-25  vs.  Placebo* 


* WRITE  FOR  REPRINT:  R B Greenblatt.  M D , R Witherington.  M D IB 
Sipahioglu.  M D Hormones  lor  Improved  Sexuality  in  the  Male  and  Female 
Climacteric.  Drug  Therapy.  Sept  1976. 

Is  there  a true  aphrodisiac7  How  effective  are  androgens  in  the  management  of  the 
male  climacteric  and  male  impotence?  Article  discusses  the  psychophysiological  and 
hormonal  changes  in  the  elderly  male  and  female  and  therapeutic  considerations 
The  effectiveness  of  methyltestosterone  in  the  management  of  male  impotence  was 
confirmed  by  a cross-over,  double-blind  study  using  a placebo  and  Android-25 


(methyltestosterone  25  mg .).  on  20  males.  50  years  of  age  or  older  who  complained  of 
secondary  impotence  Patients  received  a series  of  placebo  then  Android-25,  or 
Android-25  then  placebo  as  follows  1 tablet/30  days  2 tablets/30  days;  3 tablets/30 
days  Sexual  response  was  evaluated  0 = no  change,  - = 25%  improvement;  - + = 

50%  improvement; 75%  improvement  Placebo  effectiveness  was  - or  - - in 

12.7%  of  trials.  Android-25  elicited  a +.  -+  or  -t response  in  47  2%  of  trials. 

There  was  often  a dose  related  response  not  observed  with  the  placebo  This  effect 
was  not  observed  in  younger  patients  (age  28-45  years) 


DESCRIPTION:  Methyltestosterone  is  1 7/?-Hydroxy- 
17-Methylandrost-4-en-3-one  ACTIONS:  Methyltesto- 
sterone is  an  oil  soluble  androgenic  hormone 
INDICATIONS:  In  the  male  1 Eunuchoidism  and 
eunichism  2 Male  dimactenc  symptoms  when  these  are 
secondary  to  androgen  deficiency  3 Impotence  due  to 
androgenic  deficiency  4 Post-puberal  cryptochidism 
with  evidence  of  hypogonadism  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SGOT  levels,  have 
been  reported  after  Methyltestosterone  These  changes 
appear  fo  be  related  to  dosage  of  the  drug  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease  In  treating  males  for  symptoms  of  climacteric. 


avoid  stimulation  to  the  point  of  increasing  the  nervous, 
mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast  Contraindicated  in  the  presence  of  severe  liver 
damage  WARNINGS:  If  priapism  or  other  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
ejaculatory  volume  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development  Hypersensitivity  and  gynecomastia  may 
occur  rarely  PBI  may  be  decreased  in  patients  taking 
androgens  Hypercalcemia  may  occur,  particularly  dunng 
therapy  for  metastatic  breast  carcinoma.  If  this  occurs, 
the  drug  should  be  discontinued  ADVERSE 


REACTIONS:  Cholestatic  jaundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
requirements  Daily  requirements  are  best  administered 
in  divided  doses  The  following  is  suggested  as  an 
average  daily  dosage  guide  In  the  male:  Eunuchoidism 
and  eunuchism,  10  to  40  mg  Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency.  10  to  40  mg., 
Postpuberal  cryptorchism.  30  mg  REFERENCE:  Robert 
B.  Greenblatt.  M.D.,  and  D.  H.  Perez,  M.D.:  The 
Menopausal  Syndrome  Problems  of  Libido  m the 
Elderly,  pp  95-101  Medcom  Press.  N Y 1974.  HCW 
SUPPLIED:  5.  10.  25  mg  in  bottles  of  60.  250  Rx  only 


THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  Sixth  Street,  Los  Angeles,  California  90057 


Write  tor  Reprints  and  Samples. 
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announces 

INTERNAL  MEDICINE:  AN  IN  DEPTH  REVIEW 


Wednesdays,  4:00  pm  to  7:00  pm 


January  through  May,  1978 


This  course  provides  an  authoritative  and  comprehensive  review  of  recent  advances  in  internal  medicine.  It  is 
designed  to  assist  the  busy  practitioner  by  identifying  new  and  significant  developments  in  the  field  and 
assessing  their  relevance  to  clinical  practice.  It  should  also  be  helpful  to  physicians  who  are  preparing  to  take 
certification  examinations  in  internal  medicine  or  family  practice.  Topics  to  be  covered  include  cardiovascular 
diseases,  endocrinology  and  metabolism,  allergy,  gastroenterology,  hematology,  immunology,  infectious 
diseases,  nephrology,  neurology,  pulmonary  diseases  and  rheumatology. 

Each  subject  area  is  under  the  direction  of  senior  physicians  especially  qualified  in  the  field.  Sessions  combine 
two  teaching  modalities— a review  lecture  with  special  emphasis  on  basic  medical  science  and  recent  advances 
in  diagnosis  and  treatment,  and  a group  workshop  for  informal  discussion  with  the  faculty.  The  workshop 
provides  registrants  an  opportunity  to  clarify  material,  review  topics  of  special  interest,  examine  illustrative 
case  material  and  analyze  selected  questions  from  past  self-assessment  examinations. 

The  resources  of  the  New  York  University  Medical  Center  and  a distinguished  faculty  drawn  from  throughout 
the  Medical  Center  participate  in  the  course.  Instructional  material  is  supplemented  by  printed  notes  and 
references. 
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EDITORIALS 

Big  Truth  vs  Big  Lie 

Hitler  was  a master  at  the  use  of  the  “big  lie,”  a 
fact  over  which  Germany  and  the  civilized  world 
will  suffer  until  the  end  of  time.  It  is  certainly 
clear  that  the  “big  lie”  now  is  being  used  and 
directed  at  physicians  and  the  present  system  of 
medical  practice  in  the  United  States  by  some 
politicians  and  some  political  journalists. 

The  purposes  of  the  dictator’s  use  of  this 
propaganda  technique  were  clear  — to  gain 
political  power  and  to  change  the  system.  The 
purposes  of  the  politicians  and  the  politically 
oriented  journalists  are  the  same. 

Among  the  elements  of  the  big  medical  lie  in 
the  speeches  and  press  one  can  find  the  follow- 
ing: 

1.  American  Medicine,  as  it  is  presently  pro- 
vided, is  second  rate. 

2.  The  high  cost  of  health  care  in  the  United 
States  is  the  fault  of  the  doctor. 

3.  The  way  to  contain  costs  in  the  American 
health  care  system  is  through  government  regu- 
lation. 

4.  Fiscal  controls  on  health  care  costs  are 
possible  with  no  sacrifice  of  quality. 

5.  The  American  public  is  anxious  for  and  will 
benefit  from  a national  health  service  after  the 
fashion  of  the  British  system. 

6.  The  way  to  control  physicians  is  to  put  them 
on  salary  paid  for  by  the  government. 

The  politicians  and  writers  who  use  this  tech- 
nique know  that  the  truth  easily  can  be  deter- 
mined about  each  of  these  points.  It  is  very 
important  that  the  recipients  of  such  distorted 
propaganda  also  be  informed  of  the  truth,  so 
they  can  make  a judgment  in  advance  rather 
than  regret  the  bitter  pill  which  will  be  pushed 


down  their  uncomplaining  throats,  if  they 
apathetically  and  ignorantly  allow  it  to  occur. 

It  is  essential  for  New  Jersey  physicians  and 
American  Medicine  to  combat  “the  big  lie” 
with  “the  big  truth.”  The  facts  are: 

1.  American  Medicine  is  the  best  in  the  world 
if  one-  takes  into  account  all  the  statistics  of 
morbidity  and  mortality,  the  safety  and 
efficacy  of  drug  research,  the  development 
and  application  of  new  therapeutic  methodology 
through  careful  research,  accessibility  to  the 
health  care  system,  the  training  of  physicians 
and  other  professionals  and  all  the  other  ele- 
ments of  the  system. 

2.  The  high  cost  of  health  care  in  the  United 
States  is  due  to  increased  hospital  bed  utiliza- 
tion and  intrinsic  hospital  costs  due  to  the 
application  of  expensive  new  methods  and 
equipment  developed  through  scientific  ad- 
vancement. Other  factors  of  significance  are 
inflation  and  the  considerable  financial  burden 
of  government  regulations  themselves. 

3.  The  track  record  of  government  regulation 
in  all  other  fields  — space  research,  the  search 
for  new  sources  of  energy,  the  postal  system, 
and  on  and  on  — with  blunders,  cost  over-runs, 
and  pure  waste  is  so  bad  that  one  cannot  believe 
that  total  government  control  of  the  health  care 
system  will  be  anything  but  a financial  disaster. 

4.  It  is  a virtual  impossibility  for  government 
to  place  stifling  cost  controls  on  the  health 
care  system  without  some  deterioration  in  the 
quality  of  health  care.  The  fact  is  that  intro- 
duction of  such  a system  results  in  so-called 
health  “priorities”  which  inevitably  exclude 
many  major  benefits  including  health  educa- 
tion and  disease  detection  and  which  result  in 
inordinate  waiting  periods  for  hospital  admis- 
sion and  consultations  with  specialists,  and  the 
like.  Second  rate  diagnosis  and  treatment  must 
result. 

5.  The  nature  and  temperament  of  the  Ameri- 
can public  is  such  that  it  will  not  tolerate  a 
system  like  the  one  which  exists  in  the  United 
Kingdom.  The  dissatisfaction  with  the  delays, 
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the  layer  upon  layer  of  regulations,  and  the 
restrictions  of  self-determination  would  pro- 
duce an  explosive  reaction  in  our  citizens  rather 
than  the  stoical  tolerance  exhibited  by  the 
British. 

6.  American  physicians  are  a product  of  the 
free  American  spirit  which  encourages  in- 
dividual initiative  and  productivity.  A total 
system  of  salaried  positions  would  be  intoler- 
able to  the  temperaments  of  practitioners  in 
this  country  — as  it  would  be  for  the  lawyers 
and  other  professionals  who  might  encourage 
such  a system. 

The  time  has  come  in  New  Jersey  — and  in  the 
United  States— to  utilize  the  Big  Truth  and  to 
inform  the  public  and  especially  our  patients  of 
the  real  facts.  A.K. 

Bye,  Bye  Phenformin 

After  several  years  of  debate  and  controversy, 
the  FDA  finally  has  acted  to  remove  phen- 
formin from  the  list  of  available  antidiabetic 
oral  agents  for  routine  use.  Lest  there  be  any 
confusion,  it  should  be  understood  that  this 
decision  was  not  related  to  the  University 
Group  Diabetes  Program  study  (UGDP),  (see 
JMSyJ  72:970-971,  1975)  but  to  reports  of 
fatal  lactic  acidosis  associated  with  phenformin 
therapy  in  patients  with  diabetes.  The  FDA 
director's  decision  was  based  on  his  conclusion 
that  the  continued  use  of  phenformin  consti- 
tuted a hazard  which  was  not  justified  by  the 
potential  benefits  of  the  drug.  The  drug's  use 
thus  constituted  an  “imminent  danger’’  to  its 
user,  according  to  the  government. 


Was  this  decision  justified?  It  would  take 
volumes  to  debate  that  question.  Your  editor 
prescribed  phenformin  daily  for  hundreds  of 
patients  over  more  than  two  decades.  Careful 
selection  of  patients,  appropriate  dosage 
schedules,  regular  monitoring  of  symptoms 
and  signs,  and  prompt  reduction  in  dosage  or 
cessation  of  the  drug  with  mild  or  moderate  side 
effects  made  it  possible  to  use  this  medication 
for  the  benefit  of  the  patients  without  any 
cases  of  lactic  acidosis. 

The  fact  is  that  a number  of  university-level 
diabetologists  were  worried  about  the  phen- 
formin-lactic  acidosis  relationship.  Although 
cause  and  effect  were  not  unequivocally  verified, 
it  seemed  wise  for  them  and  the  American 
Diabetes  Association  representatives  to  accept 
the  FDA  decision.  In  any  case,  the  arguments 
for  continuing  the  use  of  this  biguanide  were 
rather  weak. 

Will  we  miss  phenformin?  The  major  use  of  this 
medication  was  adjuvant  therapy  for  the 
patient  who  failed  to  respond  to  diet  and  sul- 
fonylurea drugs  alone.  The  synergistic  effect  of 
the  sulfonylurea-biguanide  combination  worked 
very  well  in  many  such  patients.  It  now  appears 
that  the  FDA  still  may  permit  the  limited  use 
of  phenformin  for  those  patients  who  are  not 
controlled  by  diet  alone  or  diet  plus  sulfonylurea 
drug  and  for  some  reason  cannot  take  insulin. 

For  most  physicians,  it’s  “bye,  bye,  phen- 
formin.” If  a patient  fits  into  the  category  de- 
scribed above  — and  such  a patient  would  be 
rare  indeed  — one  still  might  press  for  the  use 
of  phenformin. 

A.K. 


Crner  Photo 

Our  cover  is  a reproduction  of  the  blue  ribbon  winner  for  sculpture  in  the  Woman’s  Auxiliary 
Art  show  held  in  conjunction  with  the  211th  Annual  Meeting  of  the  Medical  Society  of  New 
Jersey.  The  artist  is  Clare  Poliakoff,  wife  of  Dr.  Ben  Poliakoff,  a family  practitioner  in  Maple 
Shade.  The  subject  of  the  prize-winning  sculpture  is  their  son,  a Rhodes  scholar  at  Oxford.  The 
Poliakoffs,  both  art  collectors,  have  a second  son  who  is  a third-year  medical  student. 
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consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasodilator 


(POSTERIOR  VIEW  OF  PANCREAS) 


no  interference  in  the  management  of  the  diabetic  patient  has  been  reported  with 


VASODILAN 

( ISOXSUPRINE  HCI) 

the  compatible  vasodilator  TABLETS,  20  mg. 
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ORIGINAL  ARTICLES 

Gynecomastia  may  be  unilateral  or  bilateral.  Bilateral  gynecomastia  often  is  re- 
lated to  medication,  but  also  may  be  the  result  of  fibrocystic  disease.  Unilateral 
gynecomastia  is  caused  by  the  same  etiologic  agents.  In  these  cases,  however,  the 
clinical  suspicion  of  carcinoma  is  higher  particularly  in  the  presence  of  a palpable 
mass.  Four  major  x-ray  patterns  were  noted.  These  are  the  hemispherical  pattern, 
spherical  pattern,  cone  pattern,  and  diffuse  pattern.  Degrees  of  homogeneity  of 
these  patterns  are  related  to  the  relative  amounts  of  ductal  and  fibrous  proliferation. 

Recognition  of  these  patterns  may  be  helpful  in  the  diagnosis  of  male  breast  car- 
cinoma. The  possible  relationship  between  histopathologic  gynecomastia  and 
carcinoma  also  adds  to  the  usefulness  of  mammography  in  the  diagnostic  evaluation 
of  gynecomastia. 

Mammographic  Diagnosis  of  Gynecomastia 


Daniel  S.  Cukier,  M.D.,  Hackensack* 

Clinical  gynecomastia,  the  excessive  develop- 
ment of  the  male  breast,  may  be  unilateral  or 
bilateral.  When  bilateral,  the  diagnosis  can  be 
abetted  by  a history  of  exposure  to  certain 
medications  (see  Table  1).  It  also  may  result 
from  liver  disease,  testicular  tumors  or  atrophy, 
advanced  malnutrition,  abnormal  weight  gain 
(pseudogynecomastia),  or  as  a normal  ac- 
companiment of  puberty.  Less  frequently,  it 
may  occur  as  the  result  of  fibrocystic  masto- 
pathy. Unilateral  gynecomastia  also  can  result 
from  the  same  etiologic  factors,  but  one  must 
rule  out  a tumor  if  there  is  a palpable  mass. 

This  paper  will  present  the  various  mammo- 
graphic patterns  of  gynecomastia  other  than 
neoplasm.  The  clinical  impression  of  gyneco- 
mastia can  be  confirmed  by  mammography, 
which  should  be  helpful  in  the  differentiation 
from  cancer. 

Histopathology 

In  their  description  of  218  cases  of  gyneco- 
mastia Sirtori  and  Veronisi1  stated  that  it  was 
impossible  to  distinguish  histopathologically 
between  the  hormonal  and  non-hormonal  types 
of  gynecomastia.  Both  have  an  increase  in  the 
fibrous  supporting  and  periductal  tissues,  and  a 
proliferation  of  the  glandular  elements.  Often, 
atrophy  and  proliferation  of  the  ductal  tissue 
coexist.  The  few  ducts  present  were  described 
as  dilated,  elongated,  and  twisted,  while  lobular 
alveolar  proliferation  was  almost  non-existent. 
Occasionally,  proliferation  of  ducts  occurred  so 
as  to  form  sacculations  of  the  terminal  ducts 


simulating  cysts.  These,  together  with  in- 
creased fibrous  elements,  created  a pattern 
compatible  with  female  fibrocystic  disease.  On 
occasion,  glandular  elements  proliferated  to 
such  an  extent  as  to  form  papillomas. 


Table  1 

Drugs  Thai  May  Cause  Gynecomastia * 

Adrenocortical  hormones 
Adrogens 

Busulfan  (Myleran®) 

Cardiac  glycosides 
Chlortetracycl i ne  (Aureomyc in®) 
Contraceptives,  Oral  (Ovosiston®) 

Diethyl  st i Ibestro  I 

Digitalis 

Digitoxin 

Estrogens 

Ethionamide 

Griseofulvin  (Grifulvin®) 

Haloperidol  (Haldol®) 

HCG  (human  chorionic  gonadotropin) 

Heroin 

Hormones 

Isoniazid 

Methyldopa 

Methyl  testosterone 

Phenagl ycodol  (Ultran®) 

Phenelzine  (Nardil®) 

Phenothiazines 
Reserp  i ne 

Sp ironol acatone  (Aldactone®) 

Steroids 
Sti  I bestrol 

Vincristine  (Oncovin®) 

Vitamin  D2 


‘Martin  E,  Alexander  S:  Hazards  of  Medi cation, 
Philadelphia,  J.  B.  Lippincott,  1971. 


*Dr.  Cukier  is  Clinical  Assistant  Professor  of  Radiology, 
CMDNJ-New  Jersey  Medical  School,  Newark. 
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Figure  l— Normal  male  breast  (small):  Normal  mam- 
mogram of  a thin  male.  Note  sparse  ductal  and  fibrous 
elements. 


Radiographic  Findings 

Twenty-one  patients  with  clinical  gyneco- 
mastia underwent  xeromammography  follow- 
ing a history  and  a clinical  examination  of  the 
breasts  (see  Table  2).  Our  review  of  clinical 
gynecomastia  revealed  four  major  distinctive 
radiographic  patterns: 

1 . Hemispherical  density  with  posterior  tapering. 

2.  Spherical  density  “ball-like.” 

3.  Cone  density. 

4.  Diffuse  density. 

These  four  patterns  were  further  subdivided 
into  a homogeneous  or  non-homogeneous  cate- 
gory, depending  upon  the  amount  of  fibrous 
tissue  accompanying  the  abnormally  developed 
glandular  elements. 

The  mammogram  of  young,  average-weight 
males  reveals  sparse  glandular  and  fibrous 
elements  and  a paucity  of  adipose  tissue  (Figure 


Skin 


Figure  2 — Normal  male  breast  (average  size):  Normal 
mammogram  of  a patient  of  average  weight.  There  is 
moderately  more  adipose  tissue  than  that  seen  in  a thin 
patient  but  the  glandular  and  fibrous  elements  are  sparse 


2).  With  weight  gain  and  in  middle-aged  and 
older  individuals,  the  mammogram  reveals 
increased  deposition  of  adipose  tissue,  so  that 
the  glandular  and  fibrous  elements  occupy 
proportionately  less  of  the  breast  (Figures  2 
and  4). 

The  absolute  degree  of  stimulation  of  the 
glandular  and  fibrous  elements  appears  to 
account  for  the  four  basic  x-ray  configurations 
observed,  i.e.,  the  spherical  pattern  may  repre- 
sent an  advanced  stage  of  the  hemispherical, 
and  a cone  pattern  (Figure  5)  the  precursor  of 
the  hemispherical  pattern  (Figure  3).  The  rare 
diffuse  pattern  (Figure  7),  seen  in  one  case, 
appears  to  be  the  result  of  fibrous  predominance 
and  minimal  glandular  elements. 

The  relative  degree  of  glandular  and  fibrous 
element  stimulation  accounts  for  the  degree 
of  homogeneity  present.  A predominantly 
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Case 


T abl  e 2 

Clinical  and  Mammographic 

Summary 

Age 

Etiology 

Clinical  F indi  ng  s 

Radiographic  Appearance 

15 

P ubertal 

Unilateral  (L) 

Tender  subareolar  swelling 

Increased  glandular  and  fibrous  elements 
No  adipose  tissue 

Un  iforml  y dense 
Hemispherical  pattern 


#2 

15 

P ubertal 

Bi  1 ateral 

Tender  subareolar  swelling 

Increased  glandular  and  fibrous  elements 
No  adipose  tissue 
Uniforml  y dense 
Hemispherical  pattern 

#3 

34 

Weight  Gain 

Bi  1 ateral 

Nontender  diffuse  enlargement 

Normal  glandular  elements 
Increased  adipose  tissue 

#4 

65 

Weight  Gain 

Bi  1 ateral 

Nontender  diffuse  enlargement 

Normal  glandular  elements 
Increased  adipose  ti  ssue 

#5 

69 

E strogen 

Bi  lateral 

Dilated  glandular  elements 
Non-homogeneous  density 
Cone  pattern 

#6 

63 

E strogen 

Bi  lateral 
Tender  swel  1 i ng 

Increased  glandular  and  fibrous  elements 
Uniformly  dense 
Cone  pattern 

#7 

80 

E strogen 

Bilateral  L^R 
Tender  swel  1 ing 

Increased  glandular  and  fibrous  elements 
Uniformly  dense 
Cone  pattern 

#8 

78 

Estrogen 

Bi  1 ateral 

Tender,  firm  swelling 
? mass 

Increased  glandular  and  fibrous  elements 
Uniformly  dense 
Spherical  pattern 

#9 

64 

Estrogen 

Bi  1 ateral 
T ender  swel  1 ing 

Dilated  glandular  elements;  some 
fibrosis 

Non-homogeneous  density 
Hemispherical  pattern 

#10 

65 

Estrogen 

Bi  1 ateral 
Tender  swelling 

Dilated  glandular  elements 
Non-homogeneous  density 
Cone  pattern 

#11 

70 

Aldomet® 

(methyldopa) 

Unilateral  (L) 
Non-tender  swelling 

Dilated  glandular  elements 
Non-homogeneous  density 
Cone  pattern 

#12 

69 

Serpasil® 

(Reserpine) 

Unilateral  (L) 
Non-tender  swelling 

Dilated  glandular  elements;  some 
fibrosis 

Non-homogeneous  density 
Diffuse  pattern 

#13 

41 

Al dactone® 
(Spironol  ac- 
tone) 

Bi  lateral 
T ender  Swel  1 ing 

Increased  glandular  and  fibrous  elements 
Homogenous  density 
Cone  pattern 

#14 

44 

Al  dactone® 

Unilateral  (L) 
Non-tender  swelling 

Dilated  glandular  elements;  some 
fibrosis 

Non-homogeneous  density 
Spherical  pattern 

#15 

61 

Diuril® 

(Chlorothiazide) 

Bilateral  L^R 
Non-tender  swelling 

Dilated  glandular  elements;  some 
fibrosis 

Non-homogeneous  density 

Spherical  pattern 
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#16 

29 

Prednisone 

Unilateral  (R) 
Non-tender  swelling 
? mass 

Dilated  glandular  elements;  some 
f ibros  i s 

Non-homogeneous  density 
Spherical  pattern 

#17 

64 

Digoxin 

Unilateral  (L) 
Non-tender  swelling 
? mass 

Dilated  glandular  elements 
Non-homogeneous  density 
Cone  pattern 

#18 

52 

Al  dactone® 
and 

F i brocyst  ic 

Bi  1 aterol 
T ender  swell  i ng 

Left: 

Dilated  glandular  elements;  some 
f i bro  si  s 

Non-homogeneous  density 
Diffuse  Pattern 
Right: 

Coarse  calcifications 

#19 

56 

F i brocyst  ic 
Di  sease 

Unilateral  (L) 
Non-tender  swelling 
Mass 

Dilated  glandular  elements;  some 
f ibros  i s 

Non-homogeneous  density 
Spherical  pattern 

#20 

48 

F i brocystic 
Di  sease 

Unilateral  (L) 
Non-tender  swelling 
Mass 

Increased  glandular  and  fibrous  elements 
Homogeneous  density 
Cone  pattern 

#21 

58 

F i brocy  st  i c 

Non-terider  soft  mass 

Cyst;  coarse  calcifications 

Di  sease 


Sharp  Border 
Hemispherical 
Pattern 


Uniform 

Density 


Figure  3 - Pubertal  gynecomastia  "hemispherical"  pattern: 
Pubertal  gynecomastia  reveals  increased  glandular  and 
fibrous  elements  blending  to  form  a hemispherical  pattern 
with  sharp  borders  anteriorly,  superiorly,  and  inferiorly. 
Most  of  the  breast  is  involved  in  the  process  with  little 
adipose  tissue  present. 


glandular  stimulation  will  result  in  a non- 
homogeneous  pattern  (Figure  9)  whereas  equal 
stimulation  of  fibrous  and  glandular  elements 
results  in  a homogeneous  dense  pattern  (Figures 
3 and  6). 

Discussion 

Egan2  briefly  described  patients  with  gyne- 
comastia whose  x-rays  revealed  increased 
deposition  of  adipose  tissue  without  concomi- 
tant glandular  proliferation.  Usually  these  were 
associated  with  some  degree  of  proliferating 
breast  tissue.  On  occasion,  the  enlargement  of 
the  glandular  tissue  presented  as  a round  mass 
just  beneath  the  nipple  and  stimulated  the 
fibrous-type  of  fibrocystic  disease.  This  cyst- 
like circumscribed  mass  measured  from  several 
millimeters  up  to  two  centimeters.  Lastly, 
Egan  described  patients  with  gynecomastia 
who  presented  with  generalized  diffuse  glandu- 
lar prominence. 

Wolfe'  concluded  from  his  cases  that  the  breasts 
affected  with  gynecomastia  radiographically 
were  not  unlike  those  seen  in  the  young  girls 
with  mammary  dysplasia  or  those  with  ovarian 
agenesis  receiving  treatment  for  their  condition. 
Fie  observed  that  the  space  from  the  subareolar 
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area  to  the  depths  contained  widened,  duct-like 
structures  appearing  straight  rather  than 
tortuous.  He  noted  increased  densities  of  a 
glandular  nature,  similar  to  minor  adenosis  seen 
in  females,  but  he  never  observed  changes 
suggesting  cysts,  fibroadenomas  or  “benign” 
calcifications  as  seen  in  the  female  breast. 

Our  findings  indicate  that  no  single  radio- 
graphic  pattern  is  distinctive  of  a particular 
etiology,  i.e.,  hormonally  and  non-hormonally 
caused  gynecomastia  may  have  a similar 
appearance.  Conversely,  one  etiologic  factor 
can  stimulate  different  patterns.  When  bilateral, 
dissimilar  patterns  are  frequently  but  not 
always  present.  We  cannot  be  certain  that  the 
underlying  (prestimulation)  normal  pattern 
predisposes  the  breast  to  a specific  pattern  after 
drug  stimulation.  Further  investigation  will  be 
required  to  correlate  patterns  of  gynecomastia 
with  the  duration  of  drug  use. 


Figure  4 — Adipose  (pseudo)  gynecomastia:  Mammogram 
of  patient  with  excessive  weight  gain  reveals  increased 
deposition  of  adipose  tissue  only.  Since  the  glandular  and 
fibrous  elements  appear  normal,  this  can  be  considered 
pseudogynecomastia. 


When  fibrocystic  disease  occurs,  it  presents  with 
less  significant  breast  enlargement  and  more 
palpable  abnormality  than  drug-induced 
gynecomastia.  Our  findings,  contrary  to  those 
of  other  observers,  indicate  that  fibrocystic 
disease  in  the  male  breast  can  present  with 
calcifications  similar  to  those  seen  in  women 
(Figure  8). 

The  radiographic  appearance  of  gynecomastia 
confirms  the  histopathologic  findings  of  Sirtori 
and  Veronisi.  (Figure  1 1).  Specifically,  there  is 
no  visible  difference  between  the  hormonally 
and  non-hormonally  induced  gynecomastia. 
The  degree  of  fibrosis  and  its  spatial  approxi- 
mation to  the  glandular  elements,  as  observed 
microscopically,  correlated  with  the  observation 
of  “homogeneous”  and  “non-homogeneous” 
radiographic  patterns.  In  addition,  the  dilated, 
elongated  ducts  described  histopathologically 
are  clearly  identified,  especially  in  the  mammo- 


Figure  5 — Estrogen  gynecomastia  “cone"  pattern:  Gyne- 
comastia resulting  from  estrogenic  medication  is  present 
here  with  a cone  pattern,  which  characteristically  tapers 
posteriorly.  The  relatively  uniform  density  results  from  the 
blending  of  glandular  and  fibrous  elements. 
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grams  where  minimal  fibrosis  is  present.  A 
cyst  observed  radiographically  (Figure  10) 
was  assumed  to  represent  a case  of  saccular 
dilation  of  the  terminal  duct. 

By  contrast,  many  radiographically  docu- 
mented cases  of  cancer  present  with  a picture 
similar  to  scirrhous  carcinoma  of  the  female 
breast  (Figure  12).  Kalisher*  described  car- 
cinomas as  dense  retroareolar  masses  with 
irregular  margins  and  early  skin  changes, 
often  associated  with  enlarged  axillary  lymph 
nodes.  Flis  two  cases  were  subareolar  and  above 
the  mid-plane  of  the  nipple.  According  to 
Eagan2,  by  the  time  the  lesion  reaches  radio- 
graphic  attention,  it  is  far  advanced  so  that  the 
entire  breast  is  infiltrated.  This  author  has 
seen  two  such  patients  in  whom  the  diagnosis 
was  clinically  evident  and  skin  ulceration  was 
present  although  the  radiograph  was  non- 
specific. 

Comment 

As  stated  by  this  author  in  a previous  paper4, 
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Figure  6 — Estrogen  gynecomastia  "spherical"  pattern: 
Estrogenic  medication  resulting  in  gynecomastia  with  a 
spherical  pattern.  Often  the  “ball-like"  configuration 
presents  clinically  as  a mass.  Note  the  uniform  density  with 
posterior  tapering. 


Figure  7 — Reserpine  gynecomastia  "diffuse”  pattern:  The 
diffuse  pattern  of  Serpasil-induced  gynecomastia  is  evident 
by  a lack  of  a distinct  configuration.  Because  the  pattern  is 
disorganized,  there  is  never  a palpable  mass. 


Figure  8 — Aldactone  gynecomastia  and  fibrocystic 
disease:  Coarse  calcifications  are  clustered  in  the  sub- 
areolar area.  (These  are  identical  to  those  seen  in  females 
with  fibrocystic  disease).  Aldactone  gynecomastia  with  a 
diffuse  pattern  was  present  also  in  the  opposite  breast. 


842 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Figure  9 — Fibrocystic  Gynecomastia  "spherical  pattern 
Fibrocystic  disease  presenting  as  unilateral  gynecomastia 
with  a spherical  pattern  of  non-uniform  density.  This  is  a 
result  of  predominately  ductal  dilatation. 


careful  physical  examination  and  precise  cor- 
relation of  the  physical  and  xeromammographic 
findings  lead  to  the  best  understanding  of  the 
male  breast  abnormality  just  as  it  does  in  the 
female.  The  mammographic  patterns  of  benign 
gynecomastia  easily  are  recognizable  once  the 
four  basic  patterns  are  identified.  Conversely, 
patterns  other  than  those  should  be  considered 
as  suspicious  of  neoplasm. 

Little  attention  has  been  paid  to  mammography 
of  the  male  breast  because  of  the  justified 
interest  in  the  more  prevalent  female  breast 
cancer.  However,  some  observers  have  com- 
mented on  the  possibility  of  gynecomastia  as  a 
precursor  of  carcinoma. 

Holleb',  in  his  review  of  198  cases  of  male 
breast  cancer  seen  at  Memorial  Hospital  in 
New  York  found  a single  thirty-five  year  old 
patient  in  whom  cancer  was  associated  with 
histopathologic  gynecomastia. 


Figure  10  — Fibrocystic  disease  and  calcifications:  Over- 
weight patient  with  fibrocystic  disease.  A palpable  mass 
corresponded  to  the  sharply  defined  nodule  observed  on 
mammogram,  characteristic  of  a cyst  (Fig.  10A).  Note  the 
coarse  calcifications  in  both  breasts. 
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Figure  1 1 — Histopathology  of  gynecomastia : Ducts  lined 
by  epithelium  displaying  low  papillary  projections.  The 
ducts  are  set  within  a proliferating  fibrous  stroma  without 
glands. 

Liechty,  et  alf  report  forty  men  with  breast 
cancer,  seven  of  whom  (17.5%)  were  associated 
with  gynecomastia.  They  postulated  that 
carcinomas  can  be  expected  to  develop  since 
gynecomastia  is  characterized  by  stromal  and 
ductal  proliferation  in  which  epithelial  hyper- 
plasia may  be  brisk  so  as  to  form  papillomata. 
Concluding  that  the  association  between 
gynecomastia  and  carcinoma  warranted  careful 
study,  they  performed  excisional  biopsy  of 
clinical  gynecomastia  in  the  older  age  group. 

Norris  and  Taylor  reviewed  113  men  with 
breast  cancers  at  the  Armed  Forces  Institute 
of  Pathology  and  discovered  that  five  percent 
of  them  had  bilateral  clinical  gynecomastia. 
Their  impression  was  that  male  breasts  with 
carcinoma  often  revealed  an  unexpected 
quantity  of  stroma  and  associated  benign  ducts, 
although  there  was  no  histologic  proof  of  the 
transformation  of  gynecomastia  to  carcinoma. 

All  observers  agree  that  the  early  detection  of 
carcinoma  affords  the  best  chance  of  cure. 
Therefore,  we  contend  that  most  cases  of 


Figure  12  — Carcinoma  (Courtesy  of  J.  Wolfe,  M.D.) 
Irregular  dense  mass  associated  with  localized  skin  thicken- 
ing. 


gynecomastia  regardless  of  etiology  should 
undergo  mammography,  since  the  identification 
of  benign  and  malignant  conditions  may  be 
possible. 
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Bacitracin  Polymyxin  B 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 
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Burroughs  Wellcome  Co 

Research  Triangle  Park 
North  Carolina  27709 


In  vitro  overlapping  antibacterial  action  of 
Neosporin*  Ointment  (polymyxin  B-bacitracin-neomycin). 


Neosporin 

Ointment 

(Polymyxin  B- Bacitracin-Neomycin) 

Each  gram  contains:  Aerosporm"  brand  Polymyxin  B 
Sulfate  5,000  units,  zinc  bacitracin  400  units,  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base), 
special  white  petrolatum  qs.  in  tubes  of  1 oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching,  it  may  be  manifest  simply  as 
failure  to  heal  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section) 

Complete  literature  ava.lable  on  request  from  Profes- 
sional Services  Dept  PML 


Charts  of  eighteen  practicing  pediatricians  were  audited  for  management  of  acute 
illness  and  validated  by  direct  observation.  Criteria,  developed  as  indices  of  good 
care,  included  use  of  throat  cultures  in  pharyngitis,  follow-up  of  acute  otitis  media, 
and  avoidance  of  the  use  of  antibiotics  in  nonbacterial  disease.  Of  patients  with 
pharyngitis  62  percent  were  cultured.  35  percent  with  otitis  were  seen  in  follow-up. 
and  33  percent  of  patients  with  nonbacterial  illness  received  antibiotics.  Physicians 
who  performed  well  in  one  category  tended  to  perform  well  in  all  three,  though 
statistical  significance  was  not  obtained. 

Management  of  Infectious  Disease 
in  Pediatric  Practice 


Samuel  Gidding,  Roger  Wint,  and 
Richard  H.  Rapkin,  M.D.,  Green  Brook 

A survey  was  done  in  1971  to  assess  the  use  of 
throat  cultures  in  pediatric  practice1.  The  results 
revealed  that  physicians  who  frequently  did 
office  throat  cultures  appropriately  managed 
infectious  diseases  more  often  than  physicians 
who  did  not  obtain  cultures.  It  could  not  answer 
the  question  of  whether  throat  culturing  was  the 
cause  or  result  of  good  office  practice.  Because 
the  data  were  obtained  by  questionnaire  re- 
sponse only,  neither  the  veracity  of  the  re- 
sponses nor  the  similarity  of  the  respondent  and 
nonrespondent  pools  could  be  assessed. 

To  compensate  for  these  flaws  and  to  update  the 
previous  study,  a method  for  directly  surveying 
pediatric  practice  habits  was  developed.  That 
there  was  an  association  between  regular  throat 
culture  use  and  appropriate  management  of 
infectious  diseases  was  the  working  hypothesis. 

Methods 

Criteria  were  developed  as  indices  of  good 
infectious  disease  practice: 

1.  Obtaining  throat  cultures  on  all  patients 
with  pharyngitis  (sore  throat,  tonsillitis,  or 
fever)2 

2.  Follow-up  for  all  patients  with  acute  otitis 
media1 

3.  Avoiding  use  of  certain  medications  in  acute 

nonspecific  gastroenteritis  (atropine,  opium, 
kaolin,  pectin,  or  antibiotics)3 4 


4.  Avoiding  antibiotic  therapy  in  patients  with 
nonbacterial  acute  illness'. 

Twenty  pediatricians'  offices  were  visited.  After 
a brief  interview  of  the  physician,  charts  were 
selected  at  random  from  his  files,  and  the  most 
recent  acute  illnesses  were  reviewed.  The  ill- 
nesses were  grouped  as  pharyngitis,  otitis 
media,  gastroenteritis,  other  localized  disease 
(e.g.,  upper  respiratory  infection,  conjunc- 
tivitis), or  nonlocalized  disease  (e.g.,  acute 
fever  of  unknown  origin). 

The  illnesses  were  defined  as  bacterial  if  any  of 
the  following  criteria  were  met:  throat  culture 
positive  for  beta  hemolytic  streptococcus,  otitis 
media  diagnosed,  other  localized  disease  diag- 
nosed (e.g.,  impetigo,  abscess,  pneumonia, 
urinary  tract  infection),  stool  culture  positive 
gastroenteritis  (e.g.,  salmonella),  or  if  the 
physician  explicitly  stated  that  the  disease  entity 
probably  had  a bacterial  etiology.  Other  dis- 
eases such  as  upper  respiratory  infections  or 
acute  nonlocalized  febrile  disease  were  not  con- 
sidered bacterial  unless  supported  by  objective 
evidence  (e.g.,  positive  culture  of  nose  or  throat 
for  beta  strep)  or  unless  the  physician  explicitly 
so  stated. 

The  physician  was  then  followed  in  his  daily 


•From  the  Department  of  Pediatrics,  Raritan  Valley 
Hospital,  Green  Brook,  CMDNJ,  Rutgers  Medical  School, 
where  Dr.  Rapkin  is  Associate  Professor  of  Pediatrics. 
Mr.  Gidding  and  Mr.  Wint  carried  out  this  study  during 
summer  fellowships  at  Rutgers  Medical  School.  Currently 
Mr.  Gidding  is  a fourth  year  medical  student  at  Rutgers  and 
Mr.  Wint  is  at  Einstein  College  of  Medicine  in  the  same 
capacity. 
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T able  I 

Acute  Illness  in  Office  Practice 
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54 

Average 

66 

20 

16 

5 

22 

3 

office  routine  to  clarify  chart  notation  and 
assess,  in  general,  whether  the  chart  was  an 
accurate  reflection  of  the  physician’s  activities. 
Two  physicians’  charts  were  either  illegible  or 
incomplete  and  were  dropped  from  the  study. 
From  53  to  82  charts  of  the  remaining  18  phy- 
sicians were  surveyed.  The  data  obtained  form 
the  basis  of  this  report  (Table  I). 

Results 

The  charts  reviewed  numbered  1,182.  There 
were  360  patients  with  acute  pharyngitis,  289 
with  acute  otitis  media,  89  with  acute  non- 
specific gastroenteritis,  390  with  other  localized 
disease,  and  54  with  acute  nonlocalized  disease. 
For  each  physician,  an  average  of  66  charts 
(range  53-82)  were  reviewed;  they  showed  20 
with  pharyngitis  (12-30),  16  with  otitis  (1 1-23), 
five  with  gastroenteritis  (2-9),  22  with  other 
localized  disease  (14-28),  and  three  with  non- 
localized disease  (0-9). 

Patients  with  pharyngitis  had  a culture  of  their 
throats  taken  62  percent  of  the  time  with  a 
range  of  0-100  percent.  Of  patients  with  pharyn- 
gitis (irrespective  of  cause)  66  percent  were 


treated  with  antibiotics  with  a range  of  38-100 
percent  (Table  II). 

Patients  with  otitis  media  were  followed  up  35 
percent  of  the  time  (range  0-75  percent).  Of 
patients  with  gastroenteritis  49  percent  re- 
ceived unnecessary  medication  (range  14-100 
percent).  Sixty  percent  of  patients  with  acute 
illness  of  all  kinds  received  antibiotics  (range 
47-76  percent)  despite  the  fact  that  the  percent 
of  patients  with  illness  for  which  a bacterial 
etiology  was  probable  (throat  culture  positive 
pharyngitis,  acute  localized  disease  defined  as 
bacterial  by  disease  type  or  by  physician)  was 
only  41  percent  with  a range  of  20-56  percent. 
The  “unnecessary”  use  of  antibiotics,  therefore, 
was  in  those  patients  with  nonbacterial  illness 
receiving  same.  There  were  225  patients  in  this 
category  (average  13  per  physician)  or  19  per- 
cent of  all  the  acute  illness  patients  seen.  Since 
there  were  690  patients  with  probable  non- 
bacterial illness  and  225  were  treated  with 
antibiotics,  the  “Misuse  score”  was  33  percent 
(range  0-70  percent  (Table  III). 

Correlation  of  data  for  individual  physicians 
revealed  the  following  trends,  although  the 
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numbers  were  too  small  for  statistical  valida- 
tion: 

1.  The  percent  of  patients  with  pharyngitis  who 
had  cultures  was  inversely  related  to  the  percent 
of  patients  with  pharyngitis  treated  with  anti- 
biotics (Figure  1 ); 

2.  The  percent  of  patients  with  pharyngitis  who 
had  cultures  was  inversely  related  to  the  percent 
of  patients  with  nonbacterial  illness  receiving 
antibiotics  (Figure  2); 

3.  The  percentage  of  patients  with  nonbacterial 
illness  receiving  antibiotics  was  inversely  re- 
lated to  the  frequency  of  follow-up  of  otitis 
media  (Figure  3). 

Discussion 

Chart  audits  for  assessment  of  quality  of  care 
have  several  drawbacks.  They  may  be  incom- 
plete; the  physician  may  fail  to  record  what 
he  has  done.  They  may  be  inaccurate;  the 
physician  may  record  that  which  he  intended  to 
do  but  has  not  done.  They  may  be  uninterpret- 
able because  of  illegibility  or  because  of  failure 
to  understand  the  physician’s  “code.”  A recent 


survey  of  chart  auditing  concluded  that  . . be- 
cause of  the  lack  of  recording,  accurate  and 
meaningful  evaluation  of  ambulatory  child 
health  care  cannot  now  be  accomplished  by 
chart  audit6.” 

Although  these  drawbacks  exist,  the  chart 
review  in  our  study  may  have  been  more  reliable 
because  the  physician  explained  his  own  code, 
the  reliability  of  charting  was  determined  by 
observation,  and  the  audit  sought  limited  infor- 
mation—a disease  description  and  treatment, 
(i.e.,  classification  into  syndromes,  use  of  anti- 
biotics and  ancillary  medication,  evidence  of 
follow-up).  All  that  was  required  was  a chart 
note  indicating  that  the  practitioner  thought 
that  the  disease  was  possibly  bacterial  to  allow 
the  illness  to  be  listed  as  such. 

It  is  disappointing  that  38  percent  of  patients 
with  pharyngitis  did  not  have  their  throats 
cultured,  despite  well-known  data  that  indicate 
that  1)  the  etiology  of  pharyngitis  cannot 
be  determined  accurately  on  clinical  grounds7, 
2)  the  prevention  of  acute  rheumatic  fever  de- 
pends, at  least  in  part,  on  appropriate  treat- 
ment of  streptococcal  pharyngitis8  9,  and  3) 
overuse  of  antibiotics  has  hazards10. 


Table  II 

Criteria  of  Infectious  Disease  Care 
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9 

25 
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63 

50 

83 
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94 

12 

53 

50 

60 

38 

63 
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14 

41 
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Antibiotic  Misuse 


Phys  ic  i an 

P atients 
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72 
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17 

70 
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18 

70 
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Total 
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475  (41) 

690  (59) 

701  (60) 

225  (19) 

Equally  disturbing  is  the  failure  to  follow  up 
acute  otitis  media  65  percent  of  the  time. 
Chronic  serous  otitis  media  frequently  follows 
acute  otitis  and  is  often  responsible  for  hearing 
deficits  which  may  be  irreversible11.  It  may  be 
argued  that  follow-up  was  done  but  not  noted. 
This  is  unlikely  since  every  physician  noted 
such  visits,  and  each  physician  was  asked 
whether  such  visits  were  charted.  Some  patients 
were  invited  back  for  follow-up  but  broke 
appointments.  If  this  is  so,  the  failure  still  may 
be  the  physician's  for  not  adequately  explaining 
the  need  for  a return  visit. 
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Figure  1 — Percentage  of  patients  with  pharyn^ 
gitis  who  had  throat  cultures 


Although  a large  proportion  of  patients  with 
gastroenteritis  received  unnecessary  medica- 
tion, the  information  on  these  therapies  may 
not  have  been  known  to  the  practicing  phy- 
sician.411 In  any  event,  the  number  of  such 
patients  was  too  small  to  draw  any  meaningful 
conclusions.  Most  gastroenteritis  was  treated 
“over  the  phone"  without  chart  notation. 
Therefore,  an  accurate  spectrum  of  gastro- 
enteritis treatment  could  not  be  obtained. 

Misuse  of  antibiotics  in  33  percent  of  the  cases 


where  a bacterial  etiology  was  unlikely  suggests 
that  there  is  room  for  improvement  in  office  use 
of  these  drugs  in  pediatric  practice.  Pharyngitis 
was  excluded  from  consideration  in  this  statis- 
tic, since  not  all  patients  with  pharyngitis  were 
cultured,  therefore,  the  appropriateness  of 
therapy  could  not  be  determined.  That  many 
physicians  were  able  to  keep  their  misuse 
percentage  under  ten  suggests  that  improve- 
ment in  the  others  is  possible. 
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Figure  2 — Percentage  of  patients  with  pharyn- 
gitis  who  had  throat  cultures 
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Figure  3 — Percentage  of  patients  with  non- 
bacterial  illness  receiving  antibiotics 


100 


Though  the  sample  was  small  and  restricted  to 
chart  material  alone,  the  data  indicate  that  a 
pediatrician  who  is  conscientious  in  his  treat- 
ment of  one  childhood  ailment  may  be  con- 
scientious in  his  treatment  of  all  common 
childhood  infectious  diseases.  Physicians  who 
appropriately  prescribed  antibiotics  also  ob- 
tained throat  cultures  more  frequently  and 
followed  up  otitis  media  more  regularly  than 
those  who  prescribed  inappropriately.  The 
performance  of  the  criteria  does  require  some 
extra  effort:  having  healthy  children  return  for 
checkups,  resisting  pressures  to  prescribe 
needless  medications,  and  reading  culture 
plates. 
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A study  contrasting  two  hospitalized  patient  populations  with  active  disease  in  New 
Jersey  was  conducted  during  1973.  Fifty  bacteriologically-confirmed  cases  of  pul- 
monary tuberculosis  in  Newark.  New  Jersey  and  50  similarly  confirmed  hospitalized 
cases  were  studied  in  Bergen  County.  Data  on  family  and  medical  history,  smoking 
habits,  occupational  and  nutritional  habits  were  collected  using  a bedside  interview. 

The  Newark  patients  were  found  to  be  significantly  younger,  more  often  black, 
frequently  unemployed  or  employed  in  occupations  requiring  a minimum  of  occu- 
pational skills.  Bergen's  patients  were  most  often  employed  in  while  collar  or  sales 
and  small  shop  work.  The  Newark  patients  commonly  migrated  there  from  the 
southeastern  United  States,  while  Bergen  patients  often  moved  to  New  Jersey  from 
the  northeastern  stales  and  Europe.  Newark  patients  demonstrated  significantly 
more  intra-urban  transiency  and  mobility,  while  the  Bergen  patients  were  more 
stable  and  residentially  immobile.  A family  history  of  tuberculosis  was  reported 
more  often  among  the  Bergen  County  patients.  Histories  of  community  contact  with 
the  disease  suggest  clustering  of  diseased  persons,  particularly  in  Bergen  County. 

Large  particulate,  occupational  exposures  were  acknowledged  as  more  irritating  to 
the  Newark  patients  whereas  small  particulate  exposures  were  found  to  be  more 
irritating  among  Bergen  County  patients.  Both  patient  populations  showed  evidence 
of  severe  depletion  of  protein  and  calorie  stores  at  admission  to  the  hospital  with 
active  tuberculosis. 

Active  Tuberculosis  in  New  Jersey 

A Contrast  in  Affluence 


W.  M.  Lednar,  Ph.D.,  Washington,  D.C., 
P.  Stamps,  Ph.D.  and  H.  Peters,  Ph.D., 
Amherst,  Ma.,  J.  Goggin,  D.V.M., 
Burlington,  Vt.,  R.  R.  Little,  M.D., 
Paramus,  M.  A.  Quinones,  Ph.D.  and 
D.  B.  Louria,  M.D.,  Newark* 

Tuberculosis  is  an  infectious  disease  whose  mor- 
bidity and  mortality  have  rapidly  declined  in 
the  past  century.  In  the  last  twenty  years  alone, 
new  active  case  rates  of  tuberculosis  have  been 
reduced  in  the  United  States  from  49.3  per 
100,000  population  in  1954  to  14.2  per  100,000 
in  1974. 1 In  1973,  New  Jersey  ranked  19th  in  the 
United  States  with  a new  active  rate  of  14.6  per 
100,000,  an  experience  slightly  better  than  the 
U.S.  case  rate  of  14.8  per  100,000'  In  1973  New 
Jersey  reported  1,075  new  active  cases  of  tuber- 
culosis. This  incident  case  volume  places  con- 
siderable demand  upon  the  available  medical 
care  resources. 

The  decline  in  tuberculosis  has  been  experienced 
in  every  segment  of  the  population;  however, 
pockets  of  tuberculosis  appear  to  be  persisting, 
especially  in  large,  urban  centers.  Annual  case 
rates  of  tuberculosis  in  the  58  largest  U.S.  cities 
have  been  at  least  twice  that  observed  in  other 


areas  (1963-1973). 2 Almost  one-half  of  all  of  the 
TB  cases  in  the  United  States  in  1973  were  re- 
ported in  cities  of  100,000  or  more  population.2 
As  urban  size  increased,  so  also  did  the  new 
active  case  rate  of  tuberculosis.  Newark,  New 
Jersey  had  the  highest  new  active  tuberculosis 
case  rate  in  1973  among  the  largest  U.S.  cities. 
This  rate  was  58.0  per  100,000  population  and 
far  exceeded  the  rate  of  25.7  per  100,000  popu- 
lation reported  among  the  58  cities  of  250,000 
population  or  greater.3  Even  within  Newark, 
rates  of  tuberculosis  have  been  observed  to  vary 
among  the  wards  in  the  city  with  the  greatest 
concentration  in  the  center  of  the  city.4 

Since  Newark  ranked  number  one  in  rates  of 
new  active  tuberculosis  in  1973,  a study  was 
initiated  to  identify  those  environmental  and 
sociodemographic  factors  which  contributed  to 
the  excess  rates  of  tuberculosis  reported  in 
Newark. 


*Dr.  Lednar  is  with  the  Office  of  Allied  Health  Programs, 
The  George  Washington  School  of  Medicine.  Washington, 
D.C.;  Drs.  Stamps  and  Peters  are  with  the  School  of  Health 
Sciences  of  the  University  of  Massachusetts  at  Amherst; 
Dr.  Goggin  is  associated  with  the  University  of  Vermont 
School  of  Medicine.  Burlington,  Vermont;  Dr.  Little  is  on 
the  staff  at  Bergen  Pines  County  Hospital.  Paramus;  and 
Drs.  Quinones  and  Louria  are  affiliated  with  the  New  Jersey 
Medical  School  of  the  College  of  Medicine  and  Dentistry  of 
New  Jersey  at  Newark. 
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This  study  compared  two  hospitalized  patient 
populations  with  markedly  different  socio- 
economic characteristics  in  an  effort  to  identify 
similarities  and  dissimilarities  among  tubercu- 
losis patients  living  in  two  adjacent  counties. 

Design  and  Methods 

Newark  is  a densely  populated,  urban  area  in 
Essex  County  which,  at  the  time  of  the  study, 
had  the  highest  rates  of  active  tuberculosis  in 
the  nation.  An  adjacent  county  was  desired  to 
contrast  the  experience  of  tuberculosis  patients 
prior  to  admission  to  the  hospital  with  active 
disease.  In  order  to  make  this  contrast  as  dis- 
tinct as  possible,  Bergen  County  was  selected  as 
the  site  for  recruitment  of  the  second  tubercu- 
losis patient  population.  Bergen  County  is  a 
predominantly  affluent,  suburban  residential 
area  with  rates  of  tuberculosis  which  were  far 
below  those  observed  in  Newark. 

A large  teaching  hospital  serving  the  medically 
indigent  was  chosen  for  the  identification  of  the 
tuberculosis  cases  in  Newark.  Fifty  consecu- 
tively admitted  and  bacteriologically  confirmed 
patients  with  active  pulmonary  tuberculosis 
were  identified  and  data  on  family  and  medical 
history,  smoking  habits,  occupational  exposures 
and  nutritional  indicators  were  ascertained  by 
bedside  interviews.  During  the  same  period,  50 
consecutive  tuberculosis  patients  hospitalized 
with  bacteriologically  confirmed  active  tuber- 
culosis in  a community  hospital  in  Bergen 
County  were  identified  as  the  referent  group 
for  comparison.  The  same  interview  schedule 
was  used  among  these  patients.  The  data  re- 
ported in  the  study  were  collected  during  the 
calendar  year  starting  July,  1972.  The  patients 
interviewed  in  this  study  included  those  with 
newly  diagnosed  tuberculosis  and  patients 
whose  disease  had  been  diagnosed  prior  to  the 
the  hospital  admission. 

Analyses  of  the  differences  observed  between 
the  patients  in  Newark  and  Bergen  were  statis- 
tically evaluated  using  the  student’s  t-test  and 
chi-square.6  The  Quetelet  Index  (weight/height2 
x 100)  was  calculated  for  each  study  subject 
as  it  has  been  demonstrated  to  be  a useful,  age- 
independent  index  of  protein-calorie  malnutri- 
tion and  highly  correlated  with  anthropometric 


Table  1 

New  Active  Tuberculosis  Case  Rate 
By  Size  of  Urban  Areas,  United  States,  1973 


Population  Size 

New  Active  Tuberculosis 
No.  New  Cases  Rates 

500,000  + 

8894 

26.8 

250,000  to  500,000 

2692 

22.8 

100,000  to  250,000 

2577 

16.4 

All  other  areas 

16,835 

11.3 

Total,  United  States 

30,998 

14.8 

Source:  Center  for  Disease  Control:  Reported 

Tuberculosis  Data  1973,  DHEW  Pub.  No.  (CDC) 
76-8201,  1974. 


measures  of  adiposity.7  A stepwise  multiple 
regression  with  a dummy-dependent  variable 
was  a multivariate  technique  used  to  evaluate 
the  contribution  of  several  independent  vari- 
ables simultaneously  in  an  attempt  to  contrast 
these  two  patient  groups.8 

Results 

The  sociodemographic  characteristics  of  the 
two  patient  groups  are  presented  in  Table  2. 
Hospitalized  tuberculosis  patients  in  Newark 
were  found  to  be  significantly  younger  at  ad- 
mission than  their  counterparts  in  Bergen 
County  (p  < .00 1 ).  The  majority  of  tuberculosis 
cases  in  Newark  were  nonwhite,  whereas  76 
per  cent  of  Bergen  County’s  cases  were  white. 
In  1970,  only  3.3  per  cent  of  Bergen  County’s 
populace  and  56.0  per  cent  of  Newark’s  popu- 
lation were  non-white  (predominantly  black).9 
Thus,  the  nonwhite  segment  of  the  population 
was  over-represented  among  the  tuberculosis 
cases  in  both  areas.  The  racial  distribution  be- 
tween the  tuberculosis  groups  was  statistically 
significantly  different  (p < .00 1 ).  Males  formed 
the  majority  of  both  groups  with  a slightly 
greater  proportion  of  females  among  the  Bergen 
patients.  An  examination  of  the  marital  status 
differences  between  the  groups  showed  the 
Newark  cases  to  have  been  single  (never  mar- 
ried) or  separated  more  frequently;  far  fewer 
patients  were  married  at  the  time  of  admission 
to  the  hospital  with  active  tuberculosis.  The 
larger  proportion  of  widowed  Bergen  patients 
may  have  been  due  to  their  older  age  compared 
to  the  Newark  patients.  Thus,  Newark  patients 
much  more  commonly  lived  in  some  state  of 
marital  dissolution  (separated,  widowed  or 
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T able  2 

Sociodemographi c Characteri sties 
of  Tuberculosis  Patients 


Sociodemographic 

Newark 

Bergen 

Si  gn  i 

ficance  Test* 

Characteri  st  ics 

N 

% 

N 

% 

Test 

p-  val  ue 

TOTAL 

50 

100.0 

50 

100.0 

1.  Age  at  admission 

(yrs)  (mean  & S.  E.) 

39.88 

1.55 

50.06 

2.13 

t 0 

.001 

2.  Race 

X2 

.001 

Wh  ite 

4 

8.0 

38 

76.0 

Non  wh  ite 

46 

92.0 

12 

24.0 

3.  Sex 

X2 

N.S. 

Male 

39 

78.0 

32 

64.0 

Female 

11 

22.0 

18 

36.0 

4.  Marital  Status 

X2 

.03 

Single,  never  married 

17 

34.0 

12 

24.0 

Married 

14 

28.0 

26 

52.0 

D i vorced 

2 

4.0 

2 

4.0 

Sep  arated 

14 

28.0 

4 

8.0 

Widowed 

3 

6.0 

6 

12.0 

5.  Education 

X2 

.003 

9th  or  less 

25 

50.0 

23 

46.0 

10th-  12th  grades 

24 

48.0 

16 

32.0 

Some  col  lege 

1 

2.0 

11 

22.0 

Years  of  Education 

(msan  and  S.  E.) 

8.74 

0.43 

10.24 

0.47 

t 

CN 

O 

‘Categorical  comparisons  tested  statistically  with  X2 
Continuous  comparisons  tested  statistically  with  Student’s  t test 


divorced)  prior  to  admission  than  did  the  Ber- 
gen County  tuberculosis  patients.  Bergen  Coun- 
ty patients  also  were  found  to  be  better  educated 
than  the  Newark  cases  (p<  .02). 

The  distribution  of  patients  by  region  of  birth- 
place is  presented  in  Table  3.  The  most  striking 
differences  emerge  in  the  proportions  of  New- 
ark cases  who  were  born  in  the  southeastern 
states  (particularly  North  and  South  Carolina) 
and  who  subsequently  migrated  north  to  New- 
ark. In  contrast,  many  of  the  Bergen  tubercu- 
losis patients  moved  there  from  the  northeastern 
United  States  and  Europe  (particularly  the 
eastern  European  countries).  Thus,  migration 
into  Newark  or  Bergen  County  appears  to  be 
common  to  both  groups,  although  from  mark- 
edly different  areas  (p  < .001 ). 

An  examination  of  the  mobility  indicators  of 
residence  time  in  Newark  or  Bergen  County  and 
transiency  once  residing  in  these  areas  is  illus- 
trated in  Table  4.  The  majority  of  both  groups 
lived  in  their  respective  areas  for  more  than  10 
years  with  sizable  proportions  residing  20  years 
or  more  in  Newark  or  Bergen  County.  This 
apparent  similarity,  however,  disguises  the 


T abl  e 3 

Di  stribution  by  Birthplace 


Newark 

Bergen 

Birthplace 

N 

% 

N 

% 

New  Jersey 

7 

14.0 

16 

32.0 

Other  Northeast 

3 

6.0 

16 

32.0 

Southeast 

36 

72.0 

9 

18.0 

Other  U.  S. 

4 

8.0 

3 

6.0 

Europe 

0 

0.0 

6 

12.0 

T otal 

50 

100.0 

50 

100.0 

Significance 

Test: 

X2,  p <, 

.001 

States  included  in: 

Other  Northeast  — Massachusetts,  Connecticut, 
New  York,  Pennsylvania, 

Mary  I and 

Southeast  — Virginia,  North  and  South  Carolina, 
Georgia,  Alabama,  Florida 
Other  U.  S.  — West  Virginia,  Tennessee,  Illinois, 
Alaska 

Europe  — Yugoslavia,  Spain,  Greece,  Czechoslo- 
vakia, Poland,  Switzerland 


intra-urban  transiency  characteristics  of  the 
Newark  tuberculosis  patients,  few  of  whom 
remained  in  the  same  residence  five  years  or 
more.  The  difference  in  average  length  of  time 
spent  at  the  last  residence  prior  to  admission 
was  highly  significant  (p<.001).  Even  the  Ber- 
gen cases  showed  a large  and  mobile  proportion 
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T able  4 

Mobility  I nd i cators 


Duration  of  Residence 

Newark 

Bergen 

Significance  Test 

N 

% 

N 

% 

p-  val 

ue 

TOTAL 

50 

100.0 

50 

100.0 

1.  Time  (yrs)  in  Newark  or  Bergen 

Prior  to  Admission 

X2 

.05 

0—4  years 

2 

4.0 

11 

22.0 

5 — 9 years 

12 

24.0 

6 

12.0 

10  — 19  years 

19 

38.0 

9 

18.0 

20  or  more  years 

17 

34.0 

24 

48.0 

Mean  (years)  and  S-  E- 

17.12 

1.56 

21.64 

2.63 

t 

N.S. 

2.  Time  (yrs)  at  most  recent 

Residence  Prior  to  Admission 

X2 

.001 

Less  than  1 year 

15 

30.0 

5 

10.0 

1 -4  years 

25 

50.0 

14 

28.0 

5-9  years 

5 

10.0 

11 

22.0 

10  or  more  years 

5 

10.0 

20 

40.0 

Mean  (years)  and  S.  E. 

3.66 

0.69 

13.94 

2.22 

t 

.001 

with  38  per  cent  of  this  group  having  changed 
residences  within  the  five  years  prior  to  admis- 
sion. 

Newark,  as  a high  prevalence  area  for  tubercu- 
losis, was  expected  to  provide  a greater  likeli- 
hood for  community  contact  with  tuberculosis 
for  its  residents.  Bergen  County,  on  the  other 
hand,  was  expected  to  provide  far  fewer  oppo- 
tunities  for  community  contact  with  the  disease. 
Bergen  patients  had  a significantly  greater  pro- 
portion with  a family  history  of  tuberculosis 
than  Newark  patients  (p  = .04).  Thirty-six  per- 
cent of  the  Bergen  County  cases  acknowledged 
a family  member  (parent  and/or  sibling)  to 
have  had  tuberculosis.  Quite  unexpectedly,  the 
acknowledged  community  contact  with  the  dis- 
ease was  similar  between  the  two  groups.  Con- 
sidering the  differences  between  Newark  and 
Bergen  County  in  incidence  and  prevalence  of 
TB,  it  was  surprising  to  find  approximately 
one-third  of  each  group  acknowledged  com- 
munity contact  with  the  disease  prior  to  ad- 
mission. 

An  examination  of  the  patient’s  smoking  habits 
is  presented  in  Table  6.  Bergen  patients  were 
observed  to  have  slightly  greater  average  daily 
cigarette  consumptions  than  Newark  cases;  the 
difference  was  not  significant. 

Patients  were  asked  about  their  usual  occupa- 
tion (Table  7).  Newark  tuberculosis  patients 


Table  5 

Acknowledged  Contact  With 
Tuberculosis  Persons 


Contact 

N 

ewark 

Bergen 

Si gni  f i cance 

N 

% 

N 

% 

Total 

50 

100.0 

50 

100.0 

F am  il  y 

H i story 

' (parents 

and 

s ibl  ings! 

1 .04 

yes 

8 

16.0 

18 

36.0 

no 

42 

84.0 

32 

64.0 

Commun 

lity  Contact  (Newark 

or  Berge 

n)  N.S. 

yes 

19 

38.0 

18 

36.0 

no 

31 

62.0 

32 

64.0 

T able  6 

Smoking  Habits 

Daily  Cigarette  Consumption 

Newark 

B 

ergen 

N 

% 

N 

% 

None 

11 

22.0 

12 

24.0 

Less  than 

1 pack  15 

30.0 

6 

12.0 

1 pack 

12 

24.0 

17 

34.0 

more  than 

1 pack  12 

24.0 

15 

30.0 

Total 

50 

100.0 

50 

100.0 

Statistical 

test:  X^,  N.S. 

were  more  often  employed  in  semiskilled  occu- 
pations including  factory  labor,  maintenance 
and  janitorial  work  and  construction,  whereas 
Bergen  patients  more  often  worked  in  sales, 
small  shop  work  and  white  collar  jobs  (p  < .0 1 ). 
In  both  groups  those  employed  in  factory  work 
and  janitorial  positions  reported  working  during 
the  late  evening  and  early  morning  hours  (6 
p.m.-2  a.m.).  Inquiries  about  the  duration  of 
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Table  7 

Usual  Occupation 


Usual  Occupation 

N 

e wark 

B 

ergen 

N 

% 

N 

% 

1.  Semi-skilled 

41 

82.0 

23 

46.0 

F actory 

12 

24.0 

14 

28.0 

Maintenance  & Janitorial 

11 

22.0 

3 

6.0 

Construction  Labor 

9 

18.0 

3 

6.0 

Truck  Driving 

7 

14.0 

2 

4.0 

Agriculture 

2 

4.0 

1 

2.0 

2.  Sales  and  Small  Shop 

4 

8.0 

13 

26.0 

3.  White  Collar 

5 

10.0 

14 

28.0 

Total 

50 

100.0 

50 

100.0 

Statistical  test:  X2,  P<*0  1 


unemployment  prior  to  admission  revealed  that 
74  percent  of  the  Bergen  County  patients  and 
only  28  percent  of  the  Newark  patients  were 
away  from  work  for  less  than  a week  (usually 
sick  leave).  In  contrast,  large  proportions  of 
the  Newark  cases  were  unemployed  for  one 
month  or  more  with  36  percent  unemployed  for 
one  year  or  longer  prior  to  admission.  By  com- 
parison, 12  percent  of  the  Bergen  cases  were 
unemployed  for  one  year  or  longer  and  each  of 
these  cases  were  among  the  less  socioeconomi- 
cally advantaged  Bergen  County  cases. 

Patients  were  asked  to  identify  agents  encoun- 
tered during  their  occupational  history  which 
they  subjectively  perceived  as  irritating  to  their 
respiratory  tract.  When  agents  were  categorized 
by  estimated  particle  size,  Newark  patients 


T able  8 

Duration  of  Unemployment 


Prior  to  Admission 

Length  of  Unemployment 

N 

e wark 

B 

ergen 

N 

% 

N 

% 

Less  than  1 week 

14 

28.0 

37 

74.0 

1 week  — 3 weeks 

3 

6.0 

4 

8.0 

1 month  — 3 months 

6 

12.0 

0 

0.0 

4 months  — 1 year 

9 

18.0 

3 

6.0 

more  than  1 year 

18 

36.0 

6 

12.0 

T ot  al 

50 

100.0 

50 

100.0 

Statistical  test:  X2,  p< . 0 1 


more  commonly  found  large  particulate  ex- 
posures (for  example  sheet  rock,  silica,  paper 
dust  and  asbestos)  irritating  whereas  Bergen 
tuberculosis  patients  found  small  particulate 
exposures  more  irritating  (for  example  diesel, 
kerosene  and  acid  fumes).  These  differences  in 
proportions  were  judged  to  be  statistically  sig- 
nificantly different  (p  < .01 ). 

A weight  and  nutritional  history  was  taken  on 
each  patient  in  the  study.  Self-estimates  of 
weight  have  been  found  to  be  highly  correlated 
with  scale  weights,10  where  deviant,  self-esti- 
mates of  lighter  persons  tended  to  overestimate 
their  scale  weight."  Newark  tuberculosis  pa- 
tients were  observed  to  report  significantly 
heavier  usual  weight  than  Bergen  patients 
(p  < .05).  This  difference  may  be  the  result  of 
the  larger  proportion  of  females  among  the 


T able  9 

Acknowledged  Occupational  Exposure 
to  Substances  Judged*  to  be  Irritating 


Irritating  Substances 

Newark 

Bergen 

N 

% 

N 

% 

1.  Large  Particulate  — dust 

25 

50.0 

13 

26.0 

L inen  dust 

2 

4.0 

4 

8.0 

Fiberglass,  asbestos 

3 

6.0 

0 

0.0 

Sheet  rock,  sil  ica 

6 

12.0 

3 

6.0 

Machine  grinding  dust 

3 

6.0 

2 

4.0 

Paper  dust 

10 

20.0 

2 

4.0 

Smoke,  ash 

1 

2.0 

2 

4.0 

2.  Small  Particulate  — fume 

5 

10.0 

16 

23.0 

Tar,  rubber 

1 

2.0 

2 

4.0 

Diesel,  Kerosine 

2 

4.0 

7 

14.0 

Acid 

2 

4.0 

7 

14.0 

3.  No  Irritants  Contacted 

20 

40.0 

21 

42.0 

Total 

50 

100.0 

50 

100.0 

‘Irritating  occupational  exposures  as 

subjectively  judge 

d by  the  tubercul 

1 os  i s p at  ient 

Statistical  test  (categories  of  exposures):  X2,  p<.01 
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Bergen  patients.  These  differences  are,  of 
course,  speculative  due  to  the  inherent  inac- 
curacy in  self-estimates  of  weight.  Admission 
weights  as  measured  in  the  hospital  were  almost 
identical  between  the  two  groups. 

The  Quetelet  Index  (weight/height2  x 100)  is  a 
useful,  age-independent  index  of  protein-calorie 
malnutrition.”  Skeletal  muscle  and  subcutane- 
ous fat  are  the  most  depleted  tissues  in  protein- 
calorie  malnutrition  with  bony  measurements 
affected  very  slightly. 12  The  observed  Quetelet 
Indicies  (at  admission)  are  similar  between  the 
two  groups  of  tuberculosis  patients  and  indica- 
tive of  depletion  in  body  stores  of  protein  and 
calories.  This  is  to  be  expected  due  to  the  nature 
of  the  infectious  process  and  the  bodily  re- 
sponse. An  examination  of  the  Quetelet  Index 
calculated  using  the  patient's  estimate  of  usual 
weight  shows  the  Newark  patients  to  have  a 
significantly  higher  mean  index  than  the  Bergen 
patients  (p<.05).  This  comparison  must  be 
interpreted  cautiously,  however,  due  to  the  sub- 
jective nature  of  the  weight  component  of  the 
index.  The  same  sex  and  cultural  differences 


may  be  invoked  as  possible  explanations  for  the 
Newark  patient's  excess  as  described  for  usual 
weight  above. 

A multivariate  model  was  constructed  which 
estimated  the  association  of  a variety  of  the  risk 
factors  (discussed  independently  above)  when 
adjusted  for  the  contribution  of  other  risk  fac- 
tors in  the  model.  The  objective  of  the  model 
was  to  identify  those  risk  factors  which,  taken 
together,  distinguished  the  tuberculosis  patients 
in  Newark  from  those  patients  in  Bergen  Coun- 
ty. The  stepwise  multiple  regression  with  a dum- 
my dependent  variable  was  used  to  separate  the 
two  groups  based  upon  the  discriminating 
power  of  the  variables  in  the  model.  The  results 
of  this  analysis  are  presented  in  Table  1 1.  Race 
was  found  to  be  the  most  important  factor  to 
distinguish  statistically  the  two  populations 
with  the  majority  of  Newark’s  cases  (92  per 
cent)  being  nonwhite.  This  characteristic  alone 
explained  47  percent  of  the  variance  between 
the  groups.  The  time  spent  at  the  last  residence 
prior  to  admission  was  found  to  be  similarly 
significant  in  distinguishing  the  two  groups. 


Table  10 


Weight  History  and  Nutritional  Status 


Weight  History 

Newark 

Bergen 

Significance 

(pounds) 

(N=50) 

(N=50) 

Mean 

S.E. 

Mean  S.E. 

Usual  weight  (estimated) 

151.72 

3.47 

142.14  3.22 

.05 

Admission  weight 

127.78 

4.19 

127.38  3.97 

N.S. 

Quetelet  Index*  at  admission 

2.7 

0.03 

2.8  0.04 

N.S. 

Quetelet  Index*  at  usual  weight 

3.3 

0.01 

3.1  0.03 

.05 

* Weight/Hei ghf2  X 100 

T able  1 1 

Multivariate  Model  for 

the  1 dent  if  i cat  ion 

of 

T wo 

Tuberculosis  Pop 

ulations 

Variabl  e 

Multiple  R 

R Square 

Race 

.6889 

.4746 

Years  at  last  residence 

.7117 

.5064 

Birthpl  ace 

.7173 

.5145 

Years  of  education 

.7219 

.5212 

Quetelet  Index  at  usual  weight 

.7271 

.5287 

Quetelet  Index  at  admission 

.7586 

.5604 

Community  TB  contact 

.7539 

.5683 

Time  in  Newark  or  Bergen 

.7563 

.5720 

Irritating  Occupational  Exposures 

.7584 

.5751 

Age 

.7603 

.5781 

Family  History  of  Tuberculosis 

.7626 

.5815 
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Bergen  cases  were  less  mobile  and  transient 
spending  more  time  at  their  most  recent  resi- 
dence prior  to  admission  than  Newark's  TB 
patients.  Birthplace  entered  the  model  third 
with  migration  from  the  southeastern  states 
being  particularly  effective  in  discriminating 
between  the  groups.  As  can  be  observed  by 
changes  in  the  R-Square  column,  the  addition 
of  other  variables  in  the  model,  although  statis- 
tically significant,  added  little  to  one's  ability 
to  differentiate  between  the  two  tuberculosis 
patient  groups. 

Discussion  and  Summary 

A large  number  of  variables  were  found  to  be 
statistically,  significantly  different  between 
these  two  similarly  diseased  groups.  Although 
infection  with  the  same  organism,  Mycobac- 
terium tuberculosis,  diagnostically  confirmed 
the  disease,  the  social  and  environmental  fac- 
tors which  characterized  the  pre-admission 
experience  of  these  two  groups  were  quite  dif- 
ferent. In  Newark,  the  hospitalization  with  tu- 
berculosis occurred  at  a significantly  younger 
age.  In  Bergen,  tuberculosis  is  more  commonly 
encountered  among  the  middle-aged  and  elder- 
ly age  groups  whose  defenses  against  infection 
or  reactivation  are  diminished.  The  racial  com- 
position of  the  two  groups  is  markedly  differ- 
ent yet,  in  each  population,  nonwhites  (predom- 
inately blacks)  are  over-represented.  Newark's 
patients  often  are  found  to  be  under  social 
stresses  such  as  marital  dissolution,  poor  edu- 
cation with  minimal  occupational  skills  or 
seniority,  migration  to  northern  urban  areas  in 
search  of  employment  with  consequent  family 
separation,  and  frequent  residential  moves  once 
residing  in  Newark. 

Sorfiewhat  more  reflective  of  the  county's  af- 
fluence and  economic  stability,  the  patients 
from  Bergen  are  less  mobile,  employed  in  sales 
and  white  collar  jobs  more  often,  they  are  more 
continuously  employed  and  exhibit  far  fewer 
residential  changes  prior  to  admission.  For  both 
groups,  the  hospitalization  with  active  disease 
did  not  occur  soon  after  a residential  move 
into  Bergen  County  or  Newark,  but  rather  oc- 
curred after  a considerable  length  of  time  in  the 
areas.  Family  history  of  tuberculosis  was  more 


than  twice  as  common  among  the  Bergen  pa- 
tients as  observed  in  Newark.  The  older  Bergen 
patients,  living  in  low  tuberculosis  prevalence 
areas,  are  more  likely  to  be  reactivators  of  a 
latent  infection  derived  from  an  earlier  exposure 
in  a high  prevalence  area  or  during  a time  period 
when  the  disease  was  encountered  more  fre- 
quently in  the  community  (e.g.,  1920-1940).  Of 
interest,  however,  was  the  Finding  that  the 
younger  patients  in  Bergen  County  acknowl- 
edged pre-admission  community  contact  with 
the  disease  more  often  than  the  older 
Bergen  patients.  Although  the  prevalence  of  TB 
in  Bergen  County  is  low,  this  rate  may  mask  the 
existence  of  pockets  of  infection  within  the 
county,  particularly  in  the  relatively  less  affluent 
areas.  The  Newark  cases,  however,  are  younger 
and  often  have  left  the  more  rural  areas  of  the 
southeastern  U.S.  in  search  of  employment  in 
Newark.  This  high  prevalence,  socio-economi- 
cally  depressed  urban  area  may  provide  the 
milieu  for  new  infection  with  the  disease.  Al- 
ternatively, these  patients,  if  infected  in  their 
birthplace  regions,  may  break  down  and  develop 
active  disease  when  placed  under  the  environ- 
mental hardships  they  frequently  encountered 
prior  to  admission.  Both  groups  demonstrated 
severe  depletion  of  protein  and  calorie  stores 
at  admission  as  estimated  by  the  Quetelet 
Index. 

When  taken  together,  these  factors  point  to 
the  need  for  screening  the  more  transient  and 
mobile  segments  of  the  community  for  the 
presence  of  tuberculosis  infection.  The  data  in 
this  study  indicate  that  whether  the  effort 
toward  tuberculosis  control  is  conducted  in  the 
inner  city  or  the  more  affluent  suburbs,  resi- 
dence mobility  may  be  associated  with  an  in- 
creased occurrence  of  tuberculosis  infection. 
Risk  estimate  profiles  can  be  designed  to  iden- 
tify those  individuals  at  greater  risk  of  either 
new  infection  or  reactivation  of  a previously 
established  focus  of  infection.  Such  high  risk 
individuals  then  can  be  followed  periodically 
through  the  usual  public  health  control  pro- 
grams. Culturally  appropriate  programs  may 
be  the  critical  factor  necessary  in  the  identifica- 
tion of  infected  persons  (with  or  without  mani- 
fest symptoms).  The  application  of  intensive 
patient  and  community  education  programs 
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adapted  for  the  specific  needs  of  the  urban  or 
suburban  locale  will  help  acquaint  the  com- 
munity with  the  disease,  encourage  medical 
attention  and  facilitate  follow-up,  particularly 
as  the  population  ages. 
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2 1 2th  Annual  Meeting  — 

May  6-9,  1978 

Holiday  Inn  and 

Howard  Johnson's  Regency  Motor  Hotel 
Atlantic  City 

House  of  Delegates 
Golden  Merit  Award 

Ceremony  and  Reception 

Holiday  Inn 

Scientific  Sessions 
Reference  Committees 

Holiday  Inn/Howard  Johnson's 

Saturday  Evening 
Reception/Dinner 
Inaugural  Reception/Dinner 
Dinner  Dance 

Howard  Johnson's 

Note:  Since  all  major  hotels  are  under  reconstruction  or  alteration,  we  will  be  unable  to  present  exhibits. 
We  regret  this  limitation  on  our  meeting  and  anticipate  resuming  exhibits  in  1 979. 
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If  you’ve  been  prescribing 
chloral  hydrate  or  glutethimide 
for  insomnia,  there’s  good 
reason  to  reconsider. 


Before  prescribing  Dalinane  (flurazepani  HC1),  please 
consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
bv  difficulty  in  lulling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Since  insomnia  is  often 
transient  and  intermittent,  prolonged  administration  is  gener- 
ally not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam 
HCI. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Several  studies  of  minor  tran- 
quilizers (chlordiazepoxide,  diazepam,  and  mepro- 
bamate) suggest  increased  risk  of  congenital 
malformations  during  the  first  trimester  of  preg- 
nancy. Dalmane,  a benzodiazepine,  has  not  been 
studied  adequately  to  determine  whether  it  may  be 
associated  with  such  an  increased  risk.  Because  use 
of  these  drugs  is  rarely  a matter  of  urgency,  their 


use  during  this  period  should  almost  always  be 
avoided.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  ther- 
apy if  they  intend  to  or  do  become  pregnant. 

Not  recommended  for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering 
to  addiction-prone  individuals  or  those  who  might  increase 
dosage. 

Precautions:  In  elderly  and  debilitated,  limit  initial  dosage  to 
15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia.  Con- 
sider potential  additive  effects  with  other  hypnotics  or  CNS 
depressants.  Employ  usual  precautions  in  patients  who  are 
severely  depressed,  or  with  latent  depression  or  suicidal 
tendencies.  Periodic  blood  counts  and  liver  and  kidney  I unc- 
tion tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheaded  ness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative  of  drug  intoler- 
ance or  overdosage,  have  been  reported.  Also  reported:  head- 
ache, heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea, 


Objectively  proved  superior 
in  efficacy  to  chloral  hydrate...1 3 

In  parallel  sleep  laboratory  studies  among  insomniacs, 
chloral  hydrate  1 Gm  lost  most  of  its  effectiveness 
within  two  weeks,  while  Dalmane  (flurazepam  HC1) 

30  mg  remained  effective  in  both  inducing  and  main- 
taining sleep  throughout  the  treatment  period. 

And  to  glutethimide,  demon- 
strated m the  sleep  laboratory...* 1 2'3 

Glutethimide  500  mg  lost  all  effect  on  sleep  induction 
and  maintenance  by  the  end  of  the  two-week  adminis- 
tration period.  Dalmane  30  mg,  however,  was  still 
effective— without  repeating  dosage  during  the  night. 


With  important  safety  benefits 
not  offered  by  other  sleep 
medications... 

Specifically,  Dalmane  (flurazepam  HC1)  may  be  used 
in  patients  on  chronic  warfarin  therapy;  no  unaccept- 
able fluctuation  in  prothrombin  time  has  been 
reported.4-5  Both  chloral  hydrate  and  glutethimide 
have  been  reported  to  decrease  prothrombin  time  in 
patients  receiving  coumarin-type  anticoagulants.6  And 
Dalmane  has  been  proved  not  to  interfere  chemically 
with  many  common  laboratory7  tests.7-9  Alterations 
have  been  reported  due  to  pharmacological  effects. 
(See  Adverse  Reactions  section  of  complete  product 
information.) 


Dalmane 

(flurazepam  HCI ) (3 

30-mg  and  15-mg  capsules 

Unsurpassed  record  of 
efficacy  and  safety 


constipation,  GI  pain,  nervousness,  talkativeness,  apprehen- 
sion, irritability,  weakness,  palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints. There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath,  pruritus,  skin  rash, 
dry  mouth,  bitter  taste,  excessive  saliv  ation,  anorexia, 
euphoria,  depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  paradoxical  reactions,  e.g.,  excitement,  stimula- 
tion and  hyperactivity,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
30  mg  usual  dosage;  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg  initially  until  response 
is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI. 
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CASE  REPORTS 


Aneurysm  of  the  splenic  artery  has  a high  mortality  rale,  especially  in  the  young 
pregnant  female  Most  series  report  a mortality  of  76  percent  in  this  otherwise 
healthy  group.  This  successfully  treated  case  should  alert  others  to  the  value  of 
prompt  angiography  and  surgical  intervention. 

Ruptured  Splenic  Artery  Aneurysm 


William  A.  Dwyer,  Jr.,  M.D., 

James  A.  Valenza,  M.D.,  and 
Thomas  A.  Howe,  M.D.,  Paterson 

Although  second  only  to  aortic  aneurysms  in 
frequency,  spontaneous  splenic  artery  aneu- 
rysms are  considered  a rare  surgical  disease. 
Among  reports  of  more  than  800  patients  with 
splenic  artery  aneurysms,  only  two  studies  of 
more  than  20  cases  have  been  reported  for  a 
single  institution.1  When  rupture  occurs,  it 
becomes  a lethal  entity.  In  one  collective  review 
of  204  cases,  the  authors  report  94  cases  of 
aneurysmal  rupture  with  a mortality  of  76 
percent. : 

This  paper  describes  the  authors'  experience 
with  a patient  with  this  particular  surgical 
problem,  which  was  treated  successfully.  We 
hope  to  aid  others  in  reducing  the  mortality 
now  commonly  associated  w ith  this  disease. 

Historical 

This  lesion  was  first  described  by  Beaussier  in 
1770.'  Hogler,  in  1920,  is  responsible  for  the 
first  preoperative  diagnosis  based  on  the 
existence  of  an  audible  bruit  and  a pulsatile 
mass  on  fluoroscopy.  In  1965,  Baum  introduced 
preoperative  selective  angiography  into  the 
diagnostic  armamentarium.4 

Case  History 

A 29-year-old  female,  gravida  II,  para  I,  was  admitted  to 
the  emergency  room  on  October  3,  1976,  two  weeks  post 
partum,  with  complaints  of  a sudden  onset  of  syncope 
after  defecation.  Two  days  prior  to  admission  she  had 
episodes  of  nausea  and  abdominal  cramping  with  diarrhea, 
but  without  melena.  Her  medical  history  was  unremarkable 
except  for  allergy  to  penicillin.  She  had  an  appendectomy 
eight  years  ago  and  had  undergone  tubal  ligation  imme- 
diately after  the  birth  of  her  child  two  weeks  prior  to  this 
episode. 

On  admission  she  was  extremely  pale  with  cold  and  clammy 


skin.  She  complained  of  minimal  abdominal  pain.  The 
pulse  was  weak  and  thready;  blood  pressure  was  160/60 
but  dropped  to  imperceptible  levels  within  minutes  of  the 
initial  reading.  There  was  abdominal  tenderness  but  no 
rebound  present.  Liver  and  spleen  were  not  palpable.  No 
abdominal  bruit  was  heard.  On  rectal  examination,  the 
patient  was  found  to  have  mahoganv-colored  stool.  Apart 
from  a fresh  infraumbilical  operative  incision  and  a torn 
earlobe,  (patient  had  caught  her  earring  on  a bathroom 
fixture  when  she  fainted),  the  remainder  of  the  physical 
examination  was  normal.  Her  admission  blood  count  was: 
Hgb.  10.4.  Hct.  30.5.  RBC  3.38.  WBC  18,600.  63  neutro- 
phils with  3 stab  forms,  blood  typing  A-K  Urinalysis  was 
negative.  Stool  was  strongly  positive  for  occult  blood. 

The  blood  pressure  rose  to  approximately  80  systolic  with 
infusion  of  Ringer's  lactate  solution  and  administration  of 
one  unit  of  type  specific  whole  blood;  she  was  transferred  to 
the  intensive  care  unit  where  a nasogastric  tube  and  Foley 
catheter  were  inserted. 

The  patient  obviously  was  bleeding  profusely,  presumptively 
from  the  gastrointestinal  tract  in  view  of  the  blood  in  the 
stool.  Therefore,  selective  angiography  to  pinpoint  the 
source  of  blood  loss  was  requested.  While  awaiting  the 
procedure,  the  operating  room  staff  was  mobilized  and 
transfusions  of  whole  blood  were  continued.  Systolic  blood 
pressure  at  this  time  was  100  and  the  patient  had  a satis- 
factory urinary  output.  Additional  amounts  of  blood  were 
obtained  from  the  area  blood  bank  and  two  bags  of  fresh 
frozen  plasma  were  thawed,  one  of  which  was  given  while 
angiography  was  being  carried  out.  Within  90  minutes  of 
admission,  selective  angiography  was  performed  and 
revealed  a large  splenic  artery  aneurysm  with  an  arterio- 
venous communication. 

The  blood  pressure  suddenly  dropped  again  as  the  films 
were  being  viewed.  The  patient  was  brought  immediately  to 
the  operating  room  and  laparotomy  was  performed  within 
three  hours  after  admission  to  the  hospital. 

Approximately  3.000  cc.  of  blood  had  entered  the  peritoneal 
cavity  from  a ruptured  splenic  artery  aneurysm.  The 
splenic  artery  was  compressed  manually  while  the  blood 
pressure  was  restored  to  normal  levels.  Splenectomy  then 
was  performed.  The  entire  gastrointestinal  tract  was  exam- 
ined and  no  other  source  of  bleeding  was  encountered.  At 
the  conclusion  of  the  procedure,  the  patient's  blood  pressure 
was  120/80  and  her  pulse  was  100. 

The  patient  received  approximately  5,500  cc.  of  Ringer's 
lactate  solution  and  2,000  cc.  of  whole  blood  pre-opera- 
tively.  She  received  one  unit  of  fresh  frozen  plasma  prior  to 
surgery  and  one  unit  during  surgery.  The  estimated  blood 
loss  at  the  end  of  the  operation  was  calculated  to  be 
approximately  5,000  cc.  One  ampule  of  sodium  bicarbonate 
(44  milliequivalents)  and  500  mg  of  hydrocortisone  were 
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Figure  / — Arterial  phase  angiogram  showing  splenic  Figure  2 — Venous  phase  angiogram  showing  aneurysm, 
artery  and  aneurysm.  splenic  vein,  and  spleen. 


administered  intravenously  shortly  after  admission  to  the 
intensive  care  unit. 

The  postoperative  course  was  complicated  by  a fever  of 
103°  on  the  first  two  days.  Chest  x-ray  showed  a left  lower 
lobe  infiltrate.  This  responded  to  administration  of  intra- 
venous Keflin®  and  ultrasound  nebulizer  treatment.  She 
also  was  given  an  additional  100  mg.  of  hydrocortisone  on 
the  first  postoperative  day.  Her  course  was  otherwise 
uncomplicated  and  she  was  discharged  ten  days  after 
admission. 

Pathology  report  indicated  that  the  spleen  weighed  200  gm. 
The  aneurysm,  measuring  2.0  cm.,  was  located  next  to  the 
splenic  capsule;  there  was  a small  defect  in  the  wall  which 
was  occluded  by  a firm  thrombus.  On  microscopy  the 
elastic  lamina  was  present  in  some  areas  and  absent  in 
others,  there  was  extensive  clot  formation  seen  on  the  en- 
dothelial surface. 

Discussion 

The  splenic  artery  is  the  largest,  most  elongated, 
and  tortuous  artery  arising  from  the  celiac  axis. 
It  is  the  most  common  site  of  intra-abdominal 
aneurysm  exclusive  of  the  aorta.' 

The  exact  incidence  of  splenic  artery  aneurysm 
is  not  certain.  Most  of  the  data  are  reported 
from  autopsies  and  vary  from  1.02  to  0.16 
percent  in  most  series.'  Ferrari  reported  a group 
of  autopsies  restricted  to  people  over  age  60  in 
whom  the  incidence  was  ten  percent.4  In  1953, 
Owens  and  Coffey,-’  reporting  on  a total  of  204 
cases,  noted  that  splenic  artery  aneurysms  (in 
contrast  to  other  aneurysms)  are  more  prev- 
alent in  the  female  than  in  the  male  with  a ratio 
of  five  to  one.  Fifty  percent  of  splenic  artery 
aneurysms  occur  in  the  childbearing  age.  Of 
this  latter  group,  53  percent  of  the  patients  were 
pregnant  when  the  aneurysm  was  discovered.4 


Just  as  the  incidence  of  splenic  artery  aneurysm 
varies,  so  do  the  etiological  factors.  Arterio- 
sclerosis appears  to  be  the  most  common  cause 
followed  by  congenital  defects  in  the  arterial 
wall.  Trauma,  portal  hypertension,  systemic 
hypertension,  and  pancreatitis  recently  have 
been  linked  with  splenic  artery  aneurysm.  Syph- 
ilis, though  rare  at  present,  also  has  been  in- 
criminated as  a factor.  A study  of  60  patients 
with  splenic  artery  aneurysms  from  the  Uni- 
versity of  Michigan  Medical  Center  categorized 
the  etiological  factors  relevant  to  these  aneu- 
rysms into  five  groups.'  (1)  arterial  dysplasia, 
(2)  portal  hypertension  and  splenomegaly,  (3) 
focal  arterial  inflammatory  processes,  (4) 
hormonal  and  hemodynamic  factors  in  parous 
females,  (5)  aneurysms  unassociated  with  clear- 
ly recognizable  pathogenic  factors. 

The  relationship  between  pregnancy  and  splenic 
artery  aneurysm  is  interesting.  The  mechanism 
which  influences  rupture  is  not  completely 
known,  but  changes  in  the  mucopolysaccharides 
which  accompany  pregnancy  may  play  a role. 
A survey  of  English  medical  literature  from 
1960  to  1970  reports  that  45  percent  of  splenic 
artery  aneurysms  have  been  found  in  grand- 
multiparous  females.1  Repeated  pregnancies 
may  produce  irreversible  damage  to  vessels  such 
as  the  splenic  artery. 

Rupture  most  commonly  occurs  in  the  last  tri- 
mester of  pregnancy  and  rarely  in  the  puer- 
perium.6  The  maternal  mortality  is  reported  to 
be  as  high  as  80  percent  and  the  fetal  mortality 
up  to  92.5  percent. 
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Figure  3 — Gross  specimen  showing  aneurysm  with  intra- 
luminal clot  closely  associated  with  spleen  below  it. 


Most  splenic  artery  aneurysms  are  silent.  Rup- 
ture was  the  first  sign  of  the  aneurysm  in  46 
percent  of  the  patients  in  one  series.  “Double 
rupture,”  i.e.,  the  tendency  for  these  aneu- 
rysms to  first  “leak”  and  then  completely  rup- 
ture several  days  later,  was  first  described  by 
Brockman  in  1930.  It  is  recognized  in  about 
50  percent  of  the  patients.  Characteristically 
cramping  abdominal  pain  associated  with  weak- 
ness and  dizziness  appear  hours  or  days  before 
shock  and  stupor  due  to  secondary  hemorrhage 
and  exsanguination.  Splenomegaly  has  been 
reported  in  about  40  to  50  percent,  palpable 
mass  in  the  left  upper  quadrant  in  only  20  per- 
cent, and  pulsations  or  bruit  in  10  percent.  Less 
frequently,  rupture  into  the  stomach,  colon, 
pancreas,  pancreatic  duct,  left  pleural  space, 
and  splenic  and  renal  veins  has  been  reported.7 
A roentgenogram  of  the  abdomen  reveals  an 
annular  calcification  in  the  left  upper  quadrant 
in  15  percent  of  the  cases.  Selective  angiography 
is  usually  necessary,  as  it  was  in  our  own  case. 
Ghatan,  et  al.  reported  a patient  in  whom  angi- 
ography helped  to  localize  an  aneurysm  of  an 
anomalous  splenic  artery  found  to  arise  from 


the  superior  mesenteric  artery.5  Failure  to  visu- 
alize an  aneurysm  does  not  necessarily  rule  out 
its  presence  as  it  may  be  filled  with  laminated 
thrombus.  It  also  is  recommended  that  celiac 
angiography  be  employed  rather  than  selective 
splenic  arteriography  in  order  not  to  overlook 
the  coexistence  of  other  intra-abdominal 
aneurysms. 

The  management  of  splenic  artery  aneurysms 
in  asymptomatic  patients  is  a subject  of  surgical 
controversy.  Close  observation  and  follow-up 
are  recommended  in  selected  cases  in  the  older 
age  groups.  De  Bakey  recommends  resection  of 
all  aneurysms  if  the  patient  is  a good  surgical 
risk.5  Practically  all  authors  agree  that  any 
woman  of  child-bearing  age,  with  or  without 
symptoms,  should  have  surgical  treatment  upon 
diagnosis.  Splenectomy  with  resection  of  the 
aneurysm  is  the  procedure  of  choice.  Occasion- 
ally, the  aneurysm  is  more  proximal  and,  in 
these  cases,  proximal  and  distal  ligation  of  the 
splenic  artery  is  advocated.  In  such  cases,  the 
tail  of  the  pancreas  may  have  to  be  resected  w ith 
the  aneurysm. 
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in  jails.  This  department  also  pro- 
vides legal  support  for  various  state 
and  local  medical  society  programs. 

AMA  Department  of  Health  Law 

535  North  Dearborn  Street 

Chicago,  Illinois  60610 

For  additional  information,  write  to 
Donald  P.  Wilcox,  J.D.,  Director,  at 
the  above  address  or  telephone: 
(312)  751-6178. 


Cardilate  (erythrityl  tetranitrate) 

INDICATIONS  For  the  prophylaxis  and  long  term 
treatment  of  patients  with  frequent  or  recurrent 
anginal  pain  and  reduced  exercise  tolerance 
associated  with  angina  pectoris,  rather  than  for 
the  treatment  of  the  acute  attack  of  angina  pectoris 
since  its  onset  is  somewhat  slower  than  that  of 
nitroglycerin 

PRECAUTIONS  As  with  other  effective  nitrites, 
some  fall  in  blood  pressure  may  occur  with 
large  doses 

Caution  should  be  observed  in  administering  the 
drug  to  patients  with  a history  of  recent  cerebral 
hemorrhage  because  of  the  vasodilation  which 
occurs  in  the  area  Although  therapy  permits 
more  normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from  anginal 
attacks  as  a signal  to  drop  all  restrictions 
SIDE  t FFECTS  No  serious  side  effects  have 
been  reported  In  sublingual  therapy,  a tingling 
sensation  (like  that  of  nitroglycerin)  may  some 
times  be  noted  at  the  point  of  tablet  contact  with 
the  mucous  membrane  If  obiectionable.  this  may 
be  mitigated  by  placing  the  tablet  in  the  buccal 
pouch  As  with  nitroglycerin  or  other  effective 
nitrites,  temporary  vascular  headache  may  occur 
during  the  first  few  days  of  therapy  This  can  be 
controlled  by  temporary  dosage  reduction  in 
order  to  allow  adiustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral  vasodila- 
tion These  headaches  usually  disappear  within 
one  week  of  continuous  therapy  but  may  be  mini 
mized  by  the  administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur  occa- 
sionally with  larger  doses  and  may  be  controlled 
by  reducing  the  dose  temporarily 
HOW  SUPPLIED  10  mg  chewable  scored  tablets 
bottle  of  100  Also  5 10  and  15  mg  oral/sublingual 
scored  lablefs  in  bottles  of  100  10  mg  oral/ 
sublingual  scored  tablets  also  supplied  in  bottles 
of  1000 

Also  available  Cardilate"  P brand  Erythrityl 
Tetranitrate  with  Phenobarbital*  Tablets  (Scored) 
(•Warning  may  be  habit  forming  ) 
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“Our  sex  life  is  nil...”  A problem  of  the  first  magnitude  to  many  pos 
infarct  patients  and  their  mates  patients  are  often  reluctant  to  broach  the 
subject;  physicians  may  freguently  overlook  its  implications  This  new 
16mm  film  combines  candid  patient  interviews  with  discussions  by  Drs 
Herman  Hellerstein.  Thomas  Hackett.  Albert  Kattus  Richard  Stein.  Carrol 
Witten  and  Lenore  Zohman  Film  and  related  monograph  comprise  2 
AAFP  credit  hours  To  arrange  viewing,  write  Burroughs  Wellcome  Co 
Educational  Services  Department.  Research  Triangle  Park.  N.C.  27709  01 
contact  your  B W Co."  representative 
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Fear  of  pain  greatest  deterrent 
to  post  Ml  sex 

In  the  multitude  of  Ml  patients  with 
angina  pain  is  due  to  diminished 
coronary  reserve  and  increased 
myocardial  oxygen  demand  pre 
cipitated  by  sex  other  excitement 
and  improper  exercise  Anginal 
pain,  however,  can  be  relieved,  and 
its  recurrence  mitigated 

Cardilate  (erythrityl 
tetranitrate)  increases  exercise 
tolerance. 

Cardilate  relieves  anginal  pain  and 
prevents  its  recurrence,  thereby 
allowing  increased  activity 
Commencing  to  work  in  as  little  as 
2 to  5 minutes.  Cardilate  protects 
against  recurrence  of  angina  for  at 
least  2 hours 

Available  in  both  sublingual  and 
chewable  forms.  Cardilate  is  a versa 
tile  convenient  agent  to  help  make 
the  angina  patient's  life  more  livable 
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Gastrointestinal  symptoms  in  patients  with  systemic  lupus  erythematosus  may  be 
caused  by  transient  ischemia  to  the  bowel.  While  physical  findings  are  only  sus- 
picious for  this  diagnosis,  characteristic  findings  with  barium  studies  of  the  gastro- 
intestinal tract  secure  the  diagnosis.  Because  the  ischemia  is  often  reversible,  medical 
rather  than  surgical  therapy  is  the  treatment  of  choice. 

Transient  Ischemia  of  the  Small  Bowel 
Secondary  to  Lupus  Vasculitis 


Alan  J.  Simpson,  M.D.,  Atlantic  City 

Symptoms  referable  to  the  gastrointestinal  tract 
are  quite  common  in  patients  with  systemic 
lupus  erythematosus  (SLE).  12  Common 
complaints  may  include  anorexia,  nausea  and 
vomiting,  diarrhea,  abdominal  pain,  and 
hemorrhage.  Although  these  gastrointestinal 
problems  may  result  from  the  necrotizing  vas- 
culitis, concurrent  uremia,  or  steroid  or  anti- 
metabolite therapy,  coincidental  gastrointes- 
tinal disorders  such  as  gastritis,  ulcers,  pan- 
creatitis, biliary  tract  disease,  appendicitis  or 
hepatitis  also  may  be  responsible  for  similar 
symptoms.  Thus,  the  problem  in  differential 
diagnosis  is  to  separate  lupus-related  causes  of 
gastrointestinal  complaints  from  other  con- 
ditions and  to  define  the  specific  disorder  with 
the  lupus  spectrum. 

Abdominal  pain  and  post-prandial  fullness  are 
two  symptoms  which  in  association  with  the 
physical  findings  of  abdominal  tenderness, 
rebound  tenderness  and  guarding  in  a patient 
with  SLE,  are  highly  suspicious  for  ischemic 
vasculitis  involving  the  gut.!  Moreover, 
characteristic  findings  on  an  upper  gastro- 
intestinal series  secure  the  diagnosis.  A recent 
encounter  with  such  a patient  prompted  this 
report. 

Case  Report 

A 45-year-old  male  with  known  systemic  lupus  erythemato- 
sus for  12  years  was  hospitalized  with  complaints  of  ab- 
dominal pain  and  cramps  in  the  calves.  For  three  years 
prior  to  admission  he  had  experienced  intermittent  diffuse 
abdominal  pain  and  bloating  unrelated  to  meals.  Two  weeks 
before  admission,  he  suddenly  experienced  nausea  and 
vomiting  followed  by  crampy  pain  localized  to  the  epigas- 
trium. This  subsided  in  one  day,  but  two  days  prior  to 
admission,  following  dinner,  he  experienced  a second,  more 
severe  episode  of  pain,  nausea,  and  vomiting.  A small 
amount  of  blood  was  noted  in  the  vomitus  and  this 


prompted  his  hospitalization.  The  patient  had  a long  his- 
tory of  numbness  and  coolness  of  his  legs  and  had  two  pre- 
vious hospitalizations  for  treatment  of  leg  ulcers  and  skin 
grafting  secondary  to  lupus  vasculitis.  Two  weeks  prior  to 
this  admission  he  experienced  intermittent  cramps  in  his 
buttocks,  thighs,  and  calves;  they  were  worse  at  night  and 
were  aggravated  with  walking.  Current  treatment  included 
10  mg.  of  prednisone  per  day. 

Physical  examination  revealed  a red  rash  over  the  nasal 
bridge.  The  patient’s  abdomen  was  soft,  however  there  was 
guarding  just  to  the  right  of  the  mid-epigastrium  without 
rebound  tenderness.  There  were  swan  neck  deformities 
and  deviation  of  the  fingers.  Purpura  was  present  over  the 
body,  especially  the  buttocks  and  legs,  with  a few'  larger 
ecchymoses  over  the  left  lower  leg  and  thigh.  There  were 
diminished  dorsalis  pedis  and  posterior  tibial  pulses  par- 
ticularly on  the  left  side,  associated  with  cyanosis  of  the  left 
first  toe  and  an  ulcer  involving  the  left  fifth  toe. 

The  laboratory  studies  were  as  follows:  The  Hema'  test 
was  negative.  The  LE  prep  and  the  latex  test  were  both 
positive.  The  ANA  test  was  positive  (1:320).  The  RA  latex 
test  was  positive  with  1:20  dilution.  SMA-12,  amylase, 
complete  blood  count,  prothrombin  time,  and  partial 
thromboplastin  time  were  within  normal  limits.  IGA.  IGM 
and  IGG  were  normal.  The  creatinine  clearance  was  69  cc 
per  square  meter  per  minute.  Anti-DNA  was  16.9  micro 
units  and  C : complement  was  105  mg/dl. 

An  upper  gastrointestinal  series  revealed  localized  but 
almost  uniform  thickening  of  the  mucosal  folds  of  the 
duodenum  and  proximal  jejunum  (Figure  1A  and  IB). 
These  findings  were  interpreted  as  consistent  with  ischemia. 

The  patient  was  treated  with  hydrocortisone  succinate.  50 
mg.  intravenously  every  six  hours  and  a Sippy  diet.  Within 
three  days,  he  became  asymptomatic.  X-ray  of  the  upper 
gastrointestinal  tract  on  the  fifth  day  demonstrated  a nor- 
mal mucosal  pattern  (Figure  2A  and  2B).  The  leg  ulcers 
improved  after  treatment  with  soaks  and  topical  anti- 
biotics. The  patient  was  also  treated  with  prednisone.  80  mg. 
daily.  He  has  remained  asymptomatic. 

Discussion 

The  radiographic  features  of  lupus  vasculitis 
reflect  the  underlying  pathologic  process  of 
ischemia,  as  they  do  in  other  types  of  ischemic 


*From  the  Department  of  Radiology  and  Nuclear  Medi- 
cine. Atlantic  City  Medical  Center. 
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Figure  l A — A supine  film  of  the  abdomen  with  barium  in 
the  stomach  and  proximal  small  intestine  demonstrates 
thickening  of  the  mucosal  folds  from  the  descending  portion 
of  the  duodenum  to  the  proximal  jejunum. 


Figure  IB— A spot  film  from  the  upper  gastrointestinal 
series  shows  the  localized  findings  of  ischemic  changes  in 
the  proximal  small  intestine. 

bowel  disease.  The  layers  of  the  bowel  are  not 
equally  sensitive  to  a decrease  in  blood  supply;4 
the  mucosa  is  most  sensitive,  while  the  muscular 
layer,  submucosa  and  serosa  are  progressively 
less  so.  Superficial  ulceration  of  the  mucosa  of 
the  small  intestine  is  not  apparent  radiograph- 
ically, however,  edema  and  hemorrhage  in  the 
submucosa  result  in  thickening  and  nodularity 
of  the  small  bowel  pattern.  Compromise  of  the 


Figure  2 A — A repeat  upper  gastrointestinal  series  five 
days  later  reveals  a normal  study.  The  patient  was  now 
asymptomatic. 


Figure  2B—A  spot  film  of  the  duodenal  sweep  shows  a 
normal  mucosal  pattern. 


circulation  of  the  muscular  layer  affects  peri- 
staltic activity  resulting  in  dilatation,  pseudo- 
obstruction and  a pattern  suggesting  ileus. 
While  these  findings  can  simulate  other  diseases 
such  as  regional  enteritis  or  submucosal  hemor- 
rhage and  edema  from  causes  other  than 
ischemia  or  segmental  infarction,  their  pre- 
sence in  a patient  with  SLE  should  make  lupus 
vasculitis  a probable  diagnosis. 
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While  intestinal  perforation  or  frank  intestinal 
infarction  is  rare  in  SLE,'  symptoms  related  to 
the  vasculitis  are  more  common  in  these  pa- 
tients than  is  probably  recognized.6  Often 
the  patients  are  misdiagnosed  as  having  gas- 
tritis, ulcers,  obstruction  or  peritonitis.  Prompt 
roentgen  evaluation  of  the  abdomen  by  plain 
films  and  upper  gastrointestinal  series  with 
barium  should  be  obtained,  so  that  the  changes 
of  ischemia  may  be  recognized.  The  ischemia  is 
often  reversible,  and  medical  therapy  employing 
steroids  rather  than  surgical  intervention  is  the 
treatment  of  choice  in  most  cases. 
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Less  than  1000  Gram  Infant:  Immediate  and  Longterm  Outcome.  Bhat,  R.  et  al.:  Abstracts,  APS- 
SPR,  1977,  p.  560. 

One  hundred  such  infants  transferred  to  a neonatal  intensive  care  unit  were  studied.  Fifty  percent  of 
infants  weighing  more  than  750  grams  survived.  Sixty-nine  percent  of  survivors  were  neurologically 
normal  at  6 to  30  months  of  age. 

Comment:  Intensive  care  of  tiny  premature  infants  has  made  a major  difference  in  prognosis. 
Although  the  majority  die  quickly,  most  of  the  ones  that  survive  do  well,  at  least  in  a short-term 
follow-up.  R.H.R. 

In  L'tero  vs  Postpartum  Transportation  of  High  Risk  Infants.  Rapoport,  P.  F.  et  al.:  Abstracts, 
APS-SPR,  1977,  p.  541. 

Intrauterine  transport  and  transfer  after  birth  were  compared  to  test  the  hypotheses  that  “the  best 
transport  incubator  is  the  uterus.”  No  difference  could  be  determined  in  two  groups  of  40  patients 
despite  an  average  transportation  distance  of  100  miles. 

Comment:  Transport  of  sick  neonates,  when  well  done,  may  not  make  much,  if  any,  difference  in 
morbidity  and  mortality.  Since  obstetrical  services  will  need  to  remain  close  to  the  patient,  for 
obvious  reasons,  it  is  unlikely  to  expect  total  regionalization  of  same.  Quality  obstetrics  and 
efficient  and  effective  transfer  of  neonates  to  regional  centers  is  a reasonable  method  of  dealing 
with  unpredictable  obstetrical-neonatal  problems.  R.H.R. 


Excerpts  from  CMDNJ-Rutgers  Medical  School  Pediatric  Newsletter  (Vol.  I,  No.  8,  June  1977),  Richard  H.  Rapkin. 
M.D..  Editor.  Dr  Rapkin  has  given  The  Journal  permission  to  reprint  this  material  from  time  to  time. 
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This  paper  reports  three  cases  of  advanced  abdominal  pregnancy  and  evaluates  the 
usefulness  and  pitfalls  of  the  classic  diagnosis  criteria  and  suggests  an  approach, 
including  the  use  of  ultrasonography,  toward  the  differential  diagnosis. 


Pitfalls  in  the  Diagnosis  of 
Advanced  Abdominal  Pregnancy* 


J.  Apuzzio,  M.D.,  M.  Frattarola,  M.D., 

V.  V.  Gowda,  M.D.,  T.  S.  Li,  M.D., 

D.  Fricchione,  M.D.,  M.  A.  Pelosi,  M.D., 

J.  C.  Sama,  M.D.,  and  H.  Caterini,  M.D., 
Newark 

With  an  estimated  incidence  of  one  per  3,000 
term  gestations',  advanced  abdominal  preg- 
nancy represents  a diagnostic  challenge  in 
obstetrical  practice.  The  physician  presented 
with  any  female  patient  must  always  entertain 
a possible  diagnosis  of  pregnancy  and.  to  pro- 
ceed one  step  further,  the  possibility  of  an 
extrauterine  pregnancy  should  be  considered 
especially  if  the  pregnancy  is  “not  normal.” 

This  paper  reports  three  cases  of  advanced 
abdominal  pregnancy  which  occurred  at  Mart- 
land  Medical  Center  between  1969  and  1975.  In 
addition,  this  communication  evaluates  the 
usefulness  and  pitfalls  of  the  classic  diagnostic 
criteria,  and  suggests  an  approach  toward  the 
differential  diagnosis. 

Case  I — A 36  year-old  nulligravida  came  to  the  emergency 
room  and  complained  of  lower  abdominal  pain  of  in- 
creasing intensity  of  two  months'  duration.  She  had  had 
irregular  menstrual  periods  during  the  previous  seven 
months,  and  had  recently  noticed  difficulty  in  urination 
and  defecation.  The  patient  attributed  increasing  abdominal 
girth  to  fat  accumulation.  On  physical  examination,  she 
was  in  moderate  distress  due  to  abdominal  pain.  The 
abdomen  was  distended  and  rebound  tenderness  was 
elicited.  An  abdominal  mass  was  palpated  with  its  upper 
border  extending  four  finger  breadths  above  the  umbilicus. 
Bowel  sounds  were  hypoactive.  Pelvic  examination  revealed 
the  cervix  to  be  displaced  anteriorly  behind  the  symphysis 
pubis;  a firm  slightly  tender  mass  occupied  the  entire 
cul-de-sac.  The  hematocrit  was  22  percent.  A flat  plate  and 
lateral  x-ray  view  (Figures  I and  2)  of  the  abdomen  were 
reported  as  “intrauterine  pregnancy,  in  frank  breech 
presentation."  A tentative  diagnosis  of  advanced  abdominal 
pregnancy  was  made,  so  an  exploratory  laparotomy  was 
performed  due  to  increasing  abdominal  pain.  An  extra- 
uterine  pregnancy  with  a dead  fetus  weighing  2 pounds  7 


ounces  was  found.  The  placenta  was  attached  to  the 
posterior  surface  of  the  uterus  and  the  left  adnexa,  hence 
removal  of  the  placenta  was  easily  accomplished  along  w ith 
a total  abdominal  hysterectomy  and  bilateral  salpingo- 
oophorectomy  (Figure  3). 

Case  2 — A 43  year-old  female,  gravida  five,  para  four, 
whose  last  menstrual  period  was  seven  months  prior  to 
admission  was  admitted  to  Martland  Medical  Center  with  a 
diagnosis  of  "fetal  demise  and  vaginal  bleeding."  The 
patient  had  been  followed  for  two  months  in  a prenatal 
clinic;  during  this  time  there  was  no  increase  in  uterine  size 
and  no  audible  fetal  heart  tone.  The  patient  experienced 
occasional  cramps  lower  abdominal  pain,  but  attributed  it 
to  "gas  pain."  On  physical  examination,  the  abdomen  was 
distended  due  to  a mass  about  the  size  of  a 20  weeks' 
gestation.  Through  pelvic  examination,  the  cervix  was 
found  to  be  displaced  anteriorly  behind  the  symphysis 
pubis  and  the  "uterus"  was  enlarged  to  the  size  estimated  by 
abdominal  examination.  A diagnosis  of  "fetal  demise"  was 
confirmed  by  x-ray  findings  of  collapsed  fetal  skull,  so 


Figure  I — Radiograph  of  Case  1 — AP  view . 


*From  the  Department  of  Obstetrics  and  Gynecology. 
Martland  Flospital,  New  Jersey  Medical  School.  CMDNJ. 
Newark. 
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Figure  2 — Radiograph  of  Case  1— lateral  view.  Note  no 
overlapping  of  fetal  spine  and  maternal  spine.  Arrow  points 
to  outline  of  amniotic  sac,  which  was  mistaken  for  uterine 
shadow. 


Figure  3~  Operative  findings  in  Case  1.  Placenta  is  in  left 
hand  of  surgeon. 


induction  of  labor  was  planned.  Amniotomy  was  attempted 
but  failed.  Several  attempts  at  Syntocinon*  induction  also 
failed  to  initiate  labor.  A cesarean  section  was  planned 
because  of  unsuccessful  induction  of  labor;  at  surgery  a 
dead  macerated  fetus  of  525  grams  was  found  in  the  cul- 
de-sac  along  with  the  placenta.  A total  abdominal  hysterec- 
tomy and  bilateral  salpingo-oophorectomy  were  performed; 
the  placenta,  which  was  attached  to  the  cul-de-sac  and 
bowel,  was  left  in  situ. 

Case  2 — A 30  year-old  gravida  two,  para  one  patient  was 
admitted  at  term  with  diagnosis  of  intestinal  obstruction. 
The  patient  had  severe  abdominal  pain,  obstipation,  ab- 
dominal distension,  and  vomiting.  A term-size  fetus  in 
breech  presentation  with  normal  fetal  heart  tones  was  felt 
on  abdominal  examination.  Pelvic  examination  revealed  the 


cervix  to  be  displaced  anteriorly  behind  the  symphysis 
pubis;  a lirm  mass  occupied  the  cul-de-sac.  Flat  and  up- 
right abdominal  x-ray  films  showed  a fetus  in  breech  pre- 
sentation and  dilated  maternal  bowel  suggestive  of  intestinal 
obstruction.  Due  to  increasing  abdominal  pain,  an  explora- 
tory laparotomy  was  performed,  and  an  extra-uterine 
pregnancy  was  found.  A live  fetus  (Apgar  1)  weighing  6 
pounds  was  deliverd,  however  the  fetus  could  not  be  re- 
suscitated and  died  shortly  after  birth. 

Discussion 

The  diagnosis  of  advanced  abdominal  preg- 
nancy can  be  established  if  one  proves  that  the 
patient  is  pregnant  and  that  the  pregnancy  is 
extrauterine.  One  of  the  important  symptoms 
is  persistent  abdominal  pain  which  is  often 
generalized  and  vague;  occasionally  the  onset  is 
acute.  Pain  was  the  presenting  symptom  in  all 
three  reported  cases,  and  the  degree  of  pain 
probably  correlated  best  with  the  length  of 
gestation  and  the  amount  of  bowel  compres- 
sion. 

Menstrual  aberrations  are  usually  present  with 
a history  of  either  complete  amenorrhea,  ir- 
regular bleeding,  or  scanty  flow.  Two  of  the 
three  cases  did  present  with  a history  of  ir- 
regular vaginal  bleeding,  but  case  three  had  no 
abnormal  vaginal  bleeding. 

The  subjective  but  nonspecific  symptoms  of 
pregnancy  such  as  nausea,  vomiting,  and  breast 
tenderness  may  be  present.  A parous  woman 
may  just  complain  that  the  pregnancy  is 
“unusual,”  with  more  discomfort  than  pre- 
vious pregnancies.  She  may  complain  of  painful 
fetal  movements  if  the  fetus  is  still  alive,  or 
of  cessation  of  fetal  movement  after  the  fetus 
dies. 

Exaggerated  internal  symptoms  such  as  dif- 
ficult or  painful  defecation  or  actual  intestinal 
obstruction  may  occur  along  with  urinary 
retention,  dysuria,  and  frequency.  Pressure 
symptoms,  whose  severity  depended  on  the 
amount  of  force  exerted  by  the  abdominal 
mass  on  the  bladder  and  rectum,  were  present 
in  all  three  cases. 

Examination  of  the  abdomen  may  reveal 
distension  due  to  a mass,  unusual  tenderness, 
rigidity,  or  rebound  tenderness.  A feeling  of 
“superficiality”  of  the  fetal  parts  may  be  pres- 
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ent.2  These  signs  were  present  in  two  of  the 
three  cases;  in  cases  two  and  three,  the  “mass” 
was  mistaken  for  a normal  intrauterine  preg- 
nancy. Although  not  found  in  our  cases, 
abdominal  examination  may  reveal  an  ab- 
normal fetal  presentation  with  the  fetus  being 
located  “high”  in  relation  to  the  pelvic  brim.5 
Unusually  loud  fetal  heart  tones  may  be 
audible  with  a fetoscope  if  the  fetus  is  still 
alive. 

Pelvic  examination  may  be  particularly  valu- 
able, expecially  if  anterior  displacement  of  the 
cervix  is  present.  This  finding,  which  was 
present  in  all  three  of  our  cases,  should  alert 
the  examiner  to  a space-occupying  mass  in  the 
cul-de-sac.  It  is  one  of  the  most  important 
physical  signs  of  extrauterine  pregnancy. 

Laboratory  tests  do  not  help  one  to  establish  a 
diagnosis  of  advanced  abdominal  pregnancy. 
Biological  or  immunological  tests  for  preg- 
nancy may  be  positive  or  negative  depending  on 
feto-placental  viability. 

Radiographic  examination  of  the  maternal 
abdomen  is  considered  by  some  authorities  to 
be  the  most  helpful  diagnostic  test.  King2 
stated  that  an  abdominal  flat  plate  may  suggest 
the  diagnosis  of  abdominal  pregnancy  by 
demonstrating  a fetus  in  an  abnormal  presenta- 
tion or  attitude,  especially  in  a transverse  lie 
with  the  dorsum  of  the  fetus  cephalad.  Radio- 
logic  signs  of  fetal  death  may  be  present  if  the 
fetus  is  not  alive,  but  they  are  not  diagnostic  of 
extrauterine  pregnancy.  Occasionally  one  may 
find  calcifications  of  the  amniotic  sac2.  Lateral 
roentgenograms  of  the  maternal  abdomen  may 
demonstrate  fetal  parts  posterior  to  or  super- 
imposed on  the  maternal  spine4.  Another 
suggestive  sign  is  absence  of  the  uterine  shadow 
around  the  fetus5.  These  signs  were  not  present 
in  the  three  cases  reported.  In  two  cases,  the 
outline  of  the  amniotic  sac  was  misinterpreted 
by  a radiologist  as  the  uterine  shadow.  In 
case  one,  a diagnosis  of  frank  breech  position 
with  an  intrauterine  pregnancy  was  made  by  the 
radiologists  (Figures  1 and  2).  Reliance  on  these 
classic  x-ray  findings  seems  to  be  one  of  the 


major  pitfalls  in  the  diagnosis  of  advanced 
abdominal  pregnancy  in  our  three  cases.  A 
hysterosalpingogram  may  prove  to  be  diag- 
nostic if  a normal  uterine  contour  separate 
from  a fetal  skeleton  is  demonstrated.  This 
test  should  not  be  used  if  intrauterine  preg- 
nancy is  a possibility,  therefore  it  is  of  little 
value. 

The  pitocin  test  may  be  a valuable'' aid  in  the 
diagnosis  of  abdominal  pregnancy5.  This  test 
allows  the  uterus  to  be  differentiated  from  an 
abdominal  mass  by  causing  uterine  contractions 
with  pitocin  stimulation.  This  test  was  per- 
formed unknowingly  in  case  two  but  it  did  not 
help  establish  the  diagnosis. 

Other  possible  modalities  to  establish  the 
diagnosis  include  placentography,  aortography, 
culdoscopy,  laparoscopy  and  ultrasonography. 
Ultrasonography  may  be  diagnostic  if  the 
uterus  is  noted  to  be  larger  than  normal  and  its 
cavity  echo-free  with  no  evidence  of  fetal 
parts6.  Conversely,  in  suspected  cases,  the 
sonographic  findings  may  definitely  establish 
the  pregnancy  to  be  intrauterine  rather  than 
extrauterine7.  Only  case  one  was  diagnosed 
before  laparotomy,  by  clinical  signs  and 
symptoms  and  by  a high  index  of  suspicion  of 
the  examining  physicians. 

Summary 

In  analysis  of  these  three  cases,  several  im- 
portant points  are  brought  out  in  the  diagnosis 
of  abdominal  pregnancy.  Abdominal  pain  and 
tenderness  are  usually  present.  Anterior  dis- 
placement of  the  cervix  seems  to  be  a con- 
sistent physical  finding.  Radiographic  ex- 
amination may  help  if  the  classic  signs  are 
present,  however,  absence  of  these  signs  may  be 
misleading.  In  the  future,  ultrasonography  may 
prove  to  be  a more  valuable  diagnostic  tool  in 
establishing  the  diagnosis  of  advanced  ab- 
dominal pregnancy.  Laparotomy  is  indicated 
when  the  diagnosis  is  established  or  if  acute 
abdominal  symptoms  persist.  The  major  pitfall, 
however,  is  probably  the  physicians’s  failure  to 
keep  the  diagnosis  of  abdominal  pregnancy  in 
mind  when  evaluating  a pregnant  patient. 
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AMA  Study  of  Jail  Inmate  Health 


Inmates  in  the  nation’s  jails  exhibit  an  alarming 
incidence  of  communicable  diseases,  according 
to  an  inmate  patient  profile  completed  by  the 
American  Medical  Association. 

Examination  of  641  prisoners  in  the  AMA’s 
jail  health  care  project  revealed: 

• 1 2.9  percent  had  positive  test  results  for  tuberculosis. 

• 5.9  percent  had  positive  results  for  syphilis. 

• 30  percent  had  results  indicative  of  liver  malfunction, 
pointing  to  the  possibility  of  hepatitis. 

This  high  incidence  of  disease  is  especially  dis- 
turbing because  of  the  overcrowding  common 
to  U.S.  jails.  For  example,  in  Cook  County 
(Illinois)  jail,  an  undetected  TB  victim  was 
introduced  recently  into  a crowded  tier  of 
prisoners.  Upon  discovery,  TB  skin  tests  were 
given  to  107  inmates  who  had  been  in  close 
proximity  to  him.  Twenty-three  percent  showed 
positive  reactions  to  the  test.  Since  many 
inmates  are  released  within  a short  time  of 
apprehension,  their  exposure  to  disease  en- 
dangers the  general  population. 

The  inmate  patient  profile,  which  defines  the 
project  for  the  first  time,  is  an  essential  part  of 
the  AMA  program  to  upgrade  the  medical  care 
provided  in  American  jails. 

Because  of  insufficient  medical  care  which  most 
inmates  have  during  their  lives,  15  percent  of 
those  surveyed  never  had  a physical  examina- 
tion, 16  percent  had  never  been  to  a dentist, 
and  26  percent  had  never  had  their  eyes  ex- 


amined. The  AMA  data  show  that  90  percent 
of  the  inmates  surveyed  had  at  least  one  medical 
complaint  and  in  60.9  percent  of  those  cases, 
recommendations  were  made  by  the  examining 
health  professional  that  follow-up  care  was 
necessary. 

The  need  for  the  AMA  project  has  been  under- 
scored by  the  number  of  lawsuits  by  inmates 
which  cite  the  lack  of  medical  care  as  evidence 
of  ci;uel  and  inhuman  punishment.  Less  than 
50  percent  of  the  jails  originally  surveyed  by  the 
AMA  in  1972  provided  a regular  sick  call  and 
only  17  percent  held  sick  call  on  a daily  basis. 
Of  those  jails  surveyed,  27  percent  had  no 
emergency  equipment  at  all,  and  6 percent  did 
not  even  have  a first-aid  kit. 

The  legal  need  for  upgrading  the  nation’s  jails 
has  been  spelled  out  by  three  booklets  produced 
by  the  AMA  jail  project.  One,  Constitutional 
Issues  of  the  Prisoners'  Right  to  Health  Care. 
documents  the  constitutional  right  of  a pri- 
soner to  adequate  medical  treatment.  Another, 
Legal  Obligations  to  the  Pre-Trial  Detainee, 
explores  the  rights  of  pre-trial  detainees.  A 
third.  Allied  Health  Personnel  in  Jails,  reviews 
the  involvement  of  non-medical  jail  personnel 
in  the  delivery  of  medical  care. 

The  need  for  improvement  of  medical  care, 
says  AMA  jail  project  director  Joseph  Rowan, 
goes  beyond  the  legal  niceties.  “When  a society 
removes  the  right  of  a person  to  be  self-suffi- 
cient, then  it  must  provide  him  or  her  with  the 
basics  of  life.” 
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Special  Article 


The  current  methods  for  the  topical  therapy  of  acne  vulgaris  juvenilis  are  reviewed 
and  criticized.  New  data  on  the  pathophysiologic  function  of  the  sebaceous  gland  are 
presented.  A plea  is  made  for  no  topical  therapy  for  this  common,  self-limited  dis- 
ease. 


Acne 

Arlington  Bensel,  M.D.,  Point  Pleasant 


The  routine  dermatologic  care  offered  most 
patients  with  acne  vulgaris  juvenilis  is  not  only 
ineffective  and  archaic  but  also  protracts  the 
course  of  a self-limited  disease.  In  the  United 
States  and  in  most  foreign  countries,  the  man- 
agement of  this  most  common  cutaneous  dis- 
ease rests  primarily  with  the  pharmaceutical 
industries  and  the  unconscionable  advertising 
of  the  mass  communication  media.  A vast 
array  of  topical  preparations  are  advertised  and 
the  merits  of  these  products  are  beamed  at  our 
young  adults  with  brazen  authority.  The  bene- 
fits of  clinical  studies  are  generally  lacking.  All 
of  this  is  done  to  treat  a self-limited  disease.  Is 
this  not  unconscionable?  The  shelves  of  our 
pharmacies  are  stuffed  with  topical  prepara- 
tions advertised  for  the  management  of  acne. 
Our  young  adults  are  urged  to  wash  with  this, 
abrade  with  this  one,  soak  up  the  oil  with  this, 
use  this  machine  to  scrub,  this  cream  to  give 
you  the  perfect  skin,  and  so  on  ...  In  no  in- 
stance, however,  is  the  effectiveness  of  any  of 
these  products  demonstrated.  Home  ultra- 
violet lights,  facial  saunas,  and  abrasive  prep- 
arations are  irritating.  And  yet,  utilizing  the 
media,  “Rock”  programs  on  radio  and  TV,  and 
teenage  magazines,  Madison  Avenue  continues 
to  beam  this  propaganda  at  our  young  people. 

This  discussion  is  limited  to  acne  vulgaris 
juvenilis,  acne  excoriee  des  jeunes  filles,  and 
acne  cosmetica,  hereafter  lumped  together  and 
referred  to  as  AVJ.  It  does  not  encompass  the 
varieties  of  acne  characterized  by  severe  cystic 
or  conglobated  lesions,  the  varieties  associated 
with  bacterial  infection,  industrial  contami- 
nants, systemic  medication,  glandular  abnor- 
malities, immunological  aberrations,  emo- 
tional, genetic,  or  systemic  disease.  However, 


the  topical  management  of  these  more  com- 
plicated varieties  of  acne,  as  will  be  presented, 
is  essentially  the  same  as  for  AVJ.  The  medical 
management  of  all  varieties  will  be  discussed 
in  the  light  of  more  recent  knowledge. 

In  dermatology  we  deal  with  the  basic  condi- 
tion, but  sometimes  with  a superimposed  der- 
matitis resulting  from  previous  treatment  as 
well.  This  therapeutic  aggravation  is  readily 
recognized  by  the  experienced  clinician.  It  has 
been  said  that  therapeutic  agents  have  neces- 
sitated more  visits  to  the  dermatologist  than 
any  single  skin  disease.1- 2 As  Duma  has  stressed 
in  an  editorial,3  the  dictum  attributed  to  Hip- 
pocrates: “Primum  non  nocere”  — first  of  all  do 
no  harm  — is  basic  in  therapeutics.  With  the 
management  of  AVJ,  however,  this  factor  is 
often  ignored. 

A careful  history  of  past  routine  care  and  self- 
medication  usually  shows  an  astounding  assort- 
ment of  preparations  used.  Direct  questioning 
reveals  periods  of  time  spent  examining  the 
lesions  with  a mirror,  squeezing,  picking,  rub- 
bing, touching,  and  excoriating  the  involved 
areas.  Further  questioning  reveals  washing 
with  many  types  of  soaps  and  detergents,  some 
with  abrasive  materials  added.  Lotions,  creams, 
emollients,  moisturizers,  and  make-up  are  ap- 
plied. Professionally,  vitamin-A  acid  or  anti- 
biotic topical  preparations  are  applied.  Cysts 
are  injected  with  corticosteroids;  carbon  dioxide 
slush  is  scrubbed  on  the  face;  phenol  peeling 
or  dermabrasion  is  advised  and  the  patient  is 
told  that  these  procedures  will  irritate  but, 
after  several  weeks,  improvementmay  be  noted. 
All  these  preparations  and  procedures  produce 
rather  dubious  lasting  benefit. 
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A Benign,  Self-Limited  Disease 

AVJ  is  a benign,  self-limited  disease.  In  the 
United  States  it  is  the  most  common  cutaneous 
disease.  With  some  individuals  it  is  disabling. 

It  produces  great  concern,  self-consciousness, 
embarrassment,  and  social  withdrawal.  When 
severe,  AVJ  is  reason  for  rejection  by  the  ser- 
vice academies  and  armed  forces.  When  pro- 
gressive, the  scars  resulting  from  the  cystic, 
conglobated  and  keloidal  varieties  are  distress- 
ing to  behold.  The  expense  involved  in  the  over- 
all management  of  AVJ  is  inestimable.  It  is 
about  time  that  universal,  rational,  effective 
management  be  established. 

Pathophysiology  of  Acne 

AVJ  is  a polymorphous  disease  characterized 
by  an  improperly  functioning  pilo-sebaceous 
apparatus  with  resultant  follicular  plugging, 
immature  hair  formation,  localized  inflam- 
matory reaction,  foreign  body  granulomas,  and 
secondary  bacterial  invasion.  Acne  is  a disease 
of  the  sebaceous  glands  responding  to  the 
androgens  of  puberty.5  Strauss  and  Pochi  have 
pointed  out  that  androgen  production  is  essen- 
tial for  the  metabolism  of  sebum.6  Kligman, 
Wheatley,  and  Mills  have  carried  this  a step 
further  stating  that  with  no  androgen  produc- 
tion there  is  no  sebum,  no  comedone  forma- 
tion, and  no  acne.7  Contrarywise,  Cunliffe  and 
Shuster  have  demonstrated  that  the  greater  the 
production  of  sebum  the  more  the  acne.8  Knox 
and  Owens  have  recorded  that  anovulatory 
females  and  castrated  males  are  without  acne.9 

Rothman  has  documented,  with  the  help  of 
many  notable  contributors,  the  physiology, 
anatomy  and  biochemistry  of  the  sebaceous 
gland.10  More  important  here  is  the  observa- 
tion that  degreasing  the  surface  lipids  will  in- 
crease the  amount  of  sebum  that  is  excreted  on 
the  surface.  The  mechanism  is  not  understood 
thoroughly,  but  either  stimulation  of  the  glan- 
dular function  is  initiated  through  mechanical 
irritation  or  the  viscosity  of  the  sebaceous 
aggregate  is  lowered  and  the  oily  material  flows 
freely.  The  end  result,  however,  is  that  washing 
will  increase  sebum  production  approximately 
four  times.  Further,  it  is  known  with  a nursing 
mother  that  mere  mechanical  stimulation  of 


the  nipple  will  produce  milk.  Embryologically, 
the  primary  germ  of  the  sebaceous  gland  is 
related  to  the  breast  glandular  tissue.  It  is 
plausible  that  stimulation  of  the  skin  will  in- 
crease glandular  function  of  the  sebaceous 
apparatus.  It  is  generally  accepted  therefore, 
and  well  recorded,  that  acne  is  a physiologic 
process  occurring  at  puberty,  the  result  of  an- 
drogen metabolism  from  functioning  ovaries 
and  testes.  Pillsbury  has  written  about  the  ex- 
plosive variety  of  acne,  so  called  “tropical 
acne,”  that  occurs  under  conditions  of  pro- 
longed humidity  and  heat."  It  has  been  re- 
corded by  the  author  that  gentle,  topical  ther- 
apy and  avoidance  of  external  irritation  will 
shorten  the  treatment  period  with  many  pa- 
tients with  AVJ. 12 

It  has  been  shown,  and  photographic  evidence 
is  presented  here,  that  simple  hydration  of  the 
stratum  corneum  will  occlude  the  follicular 
openings  in  AVJ.1’  Close  visualization  of  the 
surface  epidermis  reveals  the  plugged  and 
dilated  follicular  openings  in  the  usual  patient 
with  AVJ.  (Figures  1,  3,  and  5)  Constriction  and 
occlusion  of  these  follicular  openings  can  be 
produced  by  hydration  of  the  stratum  corneum. 
This  is  demonstrated  experimentally  by  the 
simple  application  of  a compress  of  water  for 
ten  to  twenty  minutes.  Identical  factor  close 
photography  of  the  surface  epidermis  after  the 
compress  and  comparison  of  the  follicular 
openings  demonstrates  this  constriction  and 
occlusion.  (Figures  2,  4,  and  6)  This  swelling 
and  resultant  occlusion  of  the  follicular  open- 
ings may  be  a significant  factor  in  the  patho- 
genesis of  the  comedo.  To  be  demonstrated 
adequately,  the  skin  should  be  dry  for  several 
hours  prior  to  the  application  of  the  compress. 

The  primary  goal  in  acne  therapy  is  to  keep  the 
follicular  ducts  open.  When  the  follicular 
opening  is  blocked,  the  sloughing  cells  of  the 
follicular  epithelium  are  retained  within  the 
duct.  The  anaerobic  diphtheroid,  Coryne- 
bacterium  acnes,  and  the  sebum  from  the  seba- 
ceous gland  also  are  present.  Normally  these 
products  are  excreted  on  the  skin  surface  and 
act  as  an  emollient,  enhancing  pliability,  pro- 
ducing smoothness  and  maintaining  a normal 
moisture  content  of  the  stratum  corneum. 
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Figure  1—  Acne  vulgaris  juvenilis,  chin  area  — before  com- 
press. 


Figure  3 — A VJ  — Forehead  area,  before  compress. 


Blockage  of  the  follicular  openings  by  any 
cause  leads  to  what  has  been  called  “retention 
hyperkeratosis.”  The  cellular  debris,  sebum 
and  bacteria  react  through  an  enzyme  (lipase) 
to  produce  hydrolysis  of  the  triglycerides  to  free 
fatty  acids  and  glycerol.1415  The  irritating  fatty 
acids  lead  to  basophylic  degeneration  and 
atrophy  of  the  epidermis  in  the  infundibular 
portion  of  the  follicle.  In  addition,  clumps  of 
immature  hairs  are  often  present  in  the  seba- 
ceous aggregate.  These  also  may  act  as  foreign 
bodies  and  initiate  inflammation.  The  follicular 
wall  becomes  thin,  the  inflammatory  infiltrate 
appears  and  a foreign  body  granuloma  with 
giant  cells  appears  in  the  upper  corium  sur- 
rounding the  follicular  ducts.  This  is  the  begin- 
ning of  the  inflammatory  aspects  of  acne. 
With  the  dissolution  of  the  follicular  wall, 
papules,  pustules,  and  cysts  appear.  Eventual 


Figure  2 — AVJ  after  15  minutes  tap  water  compress.  Note 
occlusion  of  follicular  openings. 


Figure  4 — AVJ  — Same  area  as  Figure  3,  twenty  minutes 
after  tap  water  compress.  Note  follicular  occlusion. 


rupture  or  absorption  of  the  lesion  occurs,  with 
or  without  scar  formation.  With  hydration  and 
swelling  of  the  stratum  corneum,  the  function- 
ally normal  but  blocked  sebaceous  follicle  gives 
further  credence  to  the  formation  of  “retention 
hyperkeratosis”  in  the  infundibular  portion  of 
the  sebaceous  duct.  When  the  sebaceous  mate- 
rial and  cellular  debris  become  stagnant  and 
solidified  in  the  follicular  duct,  because  the 
follicular  opening  is  "bunged  up,”  a comedo  is 
formed.  It  naturally  follows  that  any  procedure 
that  produces  hydration  or  edema  of  the  stra- 
tum corneum  will  plug  the  follicular  openings. 
It  is  suggested  that  the  water  retention,  associ- 
ated with  premenstrual  flare  acne,  may  be  re- 
lated to  increased  hydration  of  the  stratum 
corneum  with  resultant  occlusion  of  the  follic- 
ular openings. 
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Figure  5 — AVJ  — cheek  area. 


Topical  Neglect 

The  primary  reason  for  this  presentation  is  to 
demonstrate  the  importance  of  topical  neglect. 
For  the  past  several  years  the  author  has  prac- 
ticed what  he  calls  “absolute  topical  neglect” 
in  the  management  of  AVJ  with  gratifying 
clinical  results.  Absolute  topical  neglect  is  just 
that.  No  topical  preparations  are  allowed;  there 
is  no  washing,  and  the  skin  is  kept  as  dry  as 
possible.  For  the  females,  a minimum  of  make- 
up is  allowed,  but  involution  is  quicker  without 
it.  The  patients  are  instructed  to  leave  the  skin 
alone  completely — no  washing,  wetting,  pick- 
ing, squeezing,  manipulation  or  application  of 
any  sort.  In  practice  this  is  a difficult  thing  to 
do.  It  entails  cooperation  on  the  part  of  the  pa- 
tient, breaking  time-honored  habits  and  chang- 
ing advice  that  is  offered  freely  by  pharmaceu- 
tical companies,  cosmeticians,  soap  manufac- 
turers, and  many  dermatologists.  For  the  habit- 
ual manipulator,  the  individual  is  encouraged 
and  instructed  to  leave  the  skin  alone  com- 
pletely. This  is  usually  successful  but,  if  per- 
sistent, it  may  be  symptomatic  of  deep  psy- 
chotic behavior  and  require  psychiatric  help. 


\ 

Figure  6 — AVJ  — same  area  as  Figure  5,  after  twenty  min- 
ute tap  water  compress.  Note  follicular  occlusion. 

Treatment  of  Acne 

The  systemic  medical  management  of  acne 
vulgaris  is  individualized  depending  on  age, 
severity,  grade,  infection,  emotional  state, 
heredity,  endocrine  imbalance,  and  vanity. 

Systemic  antibiotics  are  indicated  in  the  pustu- 
lar, cystic,  and  conglobated  varieties  of  acne. 
In  adequate  dose  tetracycline  is  beneficial,  not 
only  for  its  antimicrobial  effect  but  also  it  is 
reported  to  reduce  the  concentration  of  free 
fatty  acids  in  the  sebum. Ib  Tetracyclines  should 
be  avoided  in  pregnancy  because  of  irreversible 
staining  of  deciduous  teeth  and  localization  in 
mineralizing  tissues  of  the  fetus.1"  There  is  also 
evidence  that  skeletal  growth  may  be  in- 
hibited.18 Vaginal  moniliasis  and  photosen- 
sitivity may  be  other  complications  of  tetra- 
cycline therapy.  Broad  spectrum  antibiotics, 
such  as  minocycline,  may  be  substituted. 

Corticosteroid  therapy  in  inflammatory  acne 
may  be  very  beneficial,  especially  in  the  sen- 
sitive or  allergic  individual.  A paradox  exists 
here  in  that  the  so-called  “steroid  acne"  may 
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develop  with  protracted  corticosteroid  therapy. 
However,  when  acne  is  severe,  and  has  not  re- 
sponded to  other  modalities,  short  courses  of 
parenteral  corticosteroids  may  be  justified. 

Hormone  therapy  in  the  form  of  cyclic  admin- 
istration of  the  contraceptive  pill  is  beneficial 
in  the  mature  female  to  counteract  the  androgen 
stimulus  of  the  sebaceous  gland.  Torre  and 
Klumpp  have  found  that  rather  high  doses  of 
estrogen  are  required  to  show  significant  im- 
provement.19 The  use  of  estrogen-progestin 
drugs  is  advocated  by  Strauss  and  Pochi20,  but 
the  time  to  produce  significant  improvement 
may  be  up  to  three  months.  Estrogen  prepara- 
tions are  contraindicated  in  the  male  because  of 
feminizing  effects. 

There  has  been  an  upsurge  of  acne  in  adult 
females  the  past  few  years  that  is  associated 
with  the  discontinuing  of  the  contraceptive  pill. 
The  estrogen  component  of  the  contraceptive 
pill  is  responsible  for  supression  of  the  seba- 
ceous gland  excretion.  These  patients  usually 
are  upset  because  of  their  appearance  and 
almost  universally  resort  to  many  topical  appli- 
cations. This  “contraceptive  pill  cessation 
acne”  responds  to  no  topical  therapy  and  time. 
On  occasion  it  may  be  advisable  to  resume  the 
contraceptive  pill  in  selected  cases. 

Dietary  management  of  acne  is  suspect.  It  is 
important  that  the  diet  be  adequate  and  the 
meals  regular,  but  the  avoidance  of  nuts,  choco- 
late and  fatty  foods  is  not  as  important  now  as 
it  was  thought  to  be. 

Emotional  support  is  an  important  facet  in  the 
systemic  management  of  acne.  The  withdrawn, 
sullen,  sometime  aggressive,  depressed,  and 
angry  individual  is  in  great  need  of  supportive 
psychotherapy.  This  can  be  done  by  any  physi- 
cian by  getting  to  know  the  patient  and  offering 
encouragement  and  understanding.  On  occasion 
minimal  doses  of  psychotropic  medication 
(Librium®,  Valium®,  Stelazine®)  may  be  help- 
ful. Acne,  of  course,  is  most  common  with  the 
beginning  of  puberty  and  sexual  maturation. 
There  may  be  doubts  and  guilt  about  sexual 
function  and,  when  rapport  is  established,  these 


precursors  of  anxiety  may  be  discussed  and 
alleviated. 

For  many  years,  and  not  uncommon  today,  the 
erroneous  belief  that  masturbation  will  cause 
acne  has  been  held.  In  1871,  and  recorded  by 
an  Act  of  Congress  and  the  Office  of  the  Li- 
brarian of  Congress  in  Washington,  D.C.,  Dr. 
R.  J.  Jourdain  of  Boston  published  a booklet 
entitled  “Nervous  Debility  and  Physical  Ex- 
haustion.” Most  of  this  booklet  of  181  pages 
is  about  the  evils  of  self-pollution,  onanism,  or 
masturbation.  I quote  briefly:  “Pimples  not 
only  appear  in  the  face  but  also  the  function  of 
the  intestines  are  sometimes  quite  disordered. 
The  organs  of  generation  participate  in  misery 
and  many  are  incapable  of  erection.  Distrac- 
tion, or  absence  of  mind,  render  judgment  un- 
fit for  any  operation.  Alopecia,  consumption, 
and  insanity,  then,  may  be  regarded  as  the  sad 
and  not  infrequent  termination  of  these 
cases.”21  Unfortunately,  some  of  these  false 
ideas  persist.  Education  of  the  young  people 
that  masturbation  is  harmless  will  relieve  some 
emotional  stress.  A frank  discussion,  with  ade- 
quate rapport,  about  intimate  behavior  will 
alleviate  many  adolescent  emotional  problems. 

Other  Modalities 

Superficial  x-ray  therapy  has  been  used  for 
years  for  acne  vulgaris,  and  its  beneficial  effect 
is  well  documented,  however,  its  long-time 
effects  are  suspect  and  it  is  not  advocated. 
Many  other  modalities  and  preparations  have 
been  advocated  in  the  therapy  of  acne  vulgaris 
such  as:  oral  vitamin  A,  vitamin  E,  Staphylo- 
coccus vaccine,  insulin,  gamma  globulin,  crude 
liver,  and  so  on  but  their  effectiveness  is  incon- 
clusive. 

Summary 

A revolutionary  approach  to  the  topical  man- 
agement of  AVJ  is  presented.  The  widespread 
use  and  advertising  of  the  many  topical  prepara- 
tions utilized  for  the  treatment  of  AVJ  are 
criticized.  The  physiology  of  sebaceous  gland 
activity  is  reviewed,  and  new  information  on 
follicular  plugging  and  comedo  pathogenesis 
is  presented.  Absolute  topical  neglect  is  advo- 
cated for  the  external  management  of  AVJ. 
Systemic  management  is  discussed. 
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River  Road,  Point  Pleasant 


National  Cancer  Institute  Seeks  Referrals 


The  cooperation  of  physicians  is  requested  by 
the  National  Cancer  Institute  for  the  referral  of 
patients  for  study  of  the  following  diseases: 

Male  breast  cancer  — patients  in  all  stages  of  the 
disease  are  acceptable  if  they  are  ambulatory, 
over  65  years  of  age,  and  otherwise  in  good 
health.  The  study  will  involve  evaluations  of 
chemotherapy  and  hormone  therapy. 

Breast  cancer  — patients  with  disseminated 
breast  cancer  will  be  considered  if  they  are  less 
than  65  years  of  age  and  have  received  no  prior 
hormone  therapy  or  chemotherapy  and  have  no 


complicating  medical  disease. 

Please  communicate  with  Attending  Physician, 
Medicine  Branch,  National  Cancer  Institute. 
Clinical  Center— Room  12N-226,  National 
Institute  of  Health,  Bethesda,  Maryland  20014, 
telephone  (30 1 ) 496-49 1 6. 

Oat  Cell  Carcinoma  of  the  Lung  — please 
communicate  with  Harmar  D.  Brereton,  M.D., 
National  Cancer  Institute,  Clinical  Center- 
Room  B3B-38,  National  Institutes  of  Health, 
Bethesda,  Maryland  20014,  telephone  (301) 
496-5457. 
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TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 

Niciri"" 

A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 

Each  CEREBRO-NICIN  capsule  contains: 


Pentylenetetrazole  100  mg 

Nicotinic  Acid  100  mg 

Ascorbic  Acid  100  mg 

Thiamine  HCI  25  mg 

l-Glutamic  Acid  50  mg 

Niacinamide  5 mg 

Riboflavin  2 mg 

Pyridoxine  HCI  3 mg 


AVAILABLE:  Bottles  100,  500,  1000 
SIDE  EFFECTS:  Most  persons  experience  a flushing  and 
tingling  sensation  after  taking  a higher  potency  nico 
tinic  acid.  As  a secondary  reaction  some  will  complain 
of  nausea,  sweating  and  abdominal  cramps.  The  re- 
action is  usually  transient 

INDICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three 
times  daily  adjusted  to  the  individual  patient. 
WARNING:  Overdosage  may  cause  muscle  tremor  and 
convulsions.. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  thres 
hold. 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription  Keep  out  of  reach  of  children. 


Write  lor  literature  and  samples  . . . 

(■55.no  THE  BROWN  PHARMACEUTICAL  CO. 

. 2500  W.  6th  St..  Los  Angeles,  Calif.  90057 
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Underwritten  by  New  jersey  Blue  Cross-Blue  Shield. 


J 


ILBY  PROCLAIMS 
WOMAN  SUFFRAGE 

ns  Certificate  of  Ratification 
at  His  Home  Without 
Women  Witnesses. 


JL  M Y V i.  VAV1V  -L  J-J-  VJ  lVUI-'i  x J-  j VJ  U VJ  kj  J.  IUj  X 

Social  Security  Bill  Is  Signed; 
Gives  Pensions  to  Aged,  Job 

Roosevelt  Approves  Message  Intended  to  Benefit  30, Ot 
Persons  When  States  Adopt  Cooperating  Laws-He  ( 
the  Measure  ‘Cornerstone’ of  His  Economic  Progra 


anted  Movies  of  Ceremony, 
But  Both  Factions  Are 

Aug.  ?A;  192©"-  ■ 


.HANTS  VEXED  AT  PRIVACY. 


HUE  APPROVES 
-YEAROLDVOTE 
IN  ALL  ELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,  Aug.  14 
The  Social  Security  Bill,  pi 
a broad  program  of  unemp 
insurance  and  old  age  p 
and  counted  upon  to  bene 
20,000,000  persons,  became 
day  when  it  was  signed  b 
dent  Roosevelt  in  the  pre 
those  chiefly  responsible 
ting  it  through  < '. 

Mr.  Ro  >evelt  cal 
“the  co  erstone 


>eing 


WASHINGTON, MarchlO,  f 
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W NATIONS  CONFEREK 


rH  PLEA  TO  TRANSLAT 


HARTER  INTO  DEEDS 


NEW  WORLD  HOPE 


President  Hails  ‘Great 
Instrument  of  Peace,’ 
Insists  It  Be  Used 


HISTORIC  LANDMARK 


Meeting  Gives  Standing 
n as  Executive 
Gain 


"If  we  fail  to  use  it,”  be  declared 
to  the  solemn  final  meeting  of  the 
delegates,  ‘we  shall  betray  all  of 
those  who  have  died  in  order  that 
we  might  meet'here  in  freedom  and 
safety  to  create  it.’ 

"If  we  seek  to  use  it  selfishly— for 
the  advantage  of  any  one  nation  or 
any  small  group  of  nations— we 
shall  be  equally  guilty  of  that  be- 
trayal.^ 

Fervent  Interpolation 
The  President,  speaking  in  the 
auditorium  of  the  War  Memorial 
Opera  House,  built  in  memory  of 
sons  of  the  Golden  Gate  city  who 
gave  their  lives  in  the  first  World. 
War,  in  which  he  himself  served, 
seemed  to  give  unconscious  expres- 
sion to  (he  solemn  feeling  of  the 
occasion  when,  at  the  outset  of  bis 

speech,  he  interpolated  the  words, 
. 1 


Ends 


half  a hope,  half  a prayer 
"Oh,  what  a great  day  this  cs 


be  in  history!'**.  I, 

Just  before  the  plenary  session, 


WASHINGTON,  Jan.  27, 
1973— “With  the  signing  of 
the  peace  agreement  in 
Paris  today,  and  after  re- 
ceiving a report  from  the 
Secretary  of  the  Armv  that 


PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer’s  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  right  to  know  more  about  his 
or  her  prescription  medications.  One 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated, they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone's  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation's  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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Four  sessions,  with  panel  discussions,  including:  Exercise  Testing 
. . . Holter  Monitoring  . . . Ventricular  Asynergy  . . . HIS  Bundle 
Recording  . . . Swan-Ganz  Clinical  Application  . . . Isotope  Stress 
Testing  . . . Myocardial  Imaging  . . . CT  Scanning  . . . Echocardi- 
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This  program  is  acceptable  for: 

11  Hours  Credit,  Category  1,  Physicians  Recognition  Award,  American  Medical  Association. 

12  Hours  Prescribed  Credit,  American  Academy  of  Family  Physicians. 

12  Hours  Credit  (Class  2),  American  College  of  General  Practitioners  in  Osteopathic 
Medicine  and  Surgery. 


Admission  free  to  residents,  fellows,  interns, 
medical  students  and  nurses. 

Cherry  Hill  Inn,  Cherry  Hill,  New  Jersey 

November  11-12,  1977 

Registration  fee:  $100 

(includes  CME  certificate,  luncheon  on  both  days) 


For  full  program,  write  to: 

Deborah  Heart  and  Lung  Center  Symposium, 
P.O.  Box  425,  Ardmore,  Pa.  19003 


Commentary 


British  National  Health  Service  in  1977— Part  II 


General  Practice 

The  general  practitioner  is  considered  the  bed- 
rock foundation  of  health  care  in  the  U.K.,  but 
NHS  has  seen  a definite  decline  in  the  number 
of  physicians  entering  general  practice.  The 
original  plan  was  that  family  doctors  would 
work  in  groups  in  newly  constructed  health 
centers,  which  were  to  be  well  equipped  and 
staffed  with  nurses,  office  assistants,  techni- 
cians, and  so  on.  This  has  not  happened  because 
of  the  shortage  of  money.  A majority  of  G.P.’s 
practice  in  their  own  homes,  or  in  small,  con- 
verted bungalows  or  other  buildings.  Equipment 
and  furnishings  are  sparse.  Applications  by 
existing  groups  of  general  practitioners  for  a 
health  center  must  be  approved  by  the  AHA 
and  this  may  take  years. 

The  G.P.’s  in  Great  Britain  comprise  about  half 
of  the  country’s  qualified  medical  work  force, 
manage  about  90  percent  of  all  illnesses  but 
receive  only  eight  percent  of  the  NHS  budget. 

The  daily  routine  of  the  generalists  is  to  have 
one  or  two  “surgeries”  (periods  of  office  hours) 
during  each  of  which  25  or  so  patients  are  seen. 
House  calls  are  made  daily — anywhere  from  six 
to  forty  visits  (the  latter  during  a measles 
epidemic).  Observation  on  one  general  practice 
office  disclosed  that  the  patients  appear  in  the 
doctor’s  waiting  room  on  the  day  of  the  ap- 
pointment and  “take  a number.”  When  his 
number  appears  on  a board  in  the  waiting  area, 
the  patient  goes  back  to  the  combined  con- 
sultation-examining room.  The  care  is  primarily 
crisis-care,  symptomatic  treatment  or  referral, 
and  issuance  of  prescriptions.  A variety  of 
government  certificates  (confinement,  sick 
benefits,  and  so  on)  take  up  a good  deal  of  time. 
History  and  physical  examinations  at  office 
visits  are  meager.  The  more  “complex”  patients 
(diabetes,  coronary  heart  disease,  and  so  on)  are 
managed  by  the  consultants,  while  the  G.P. 
mainly  completes  prescriptions  and  treats 
minor  acute  illnesses  or  stable  chronic  diseases. 
Pelvic  examinations  and  rectal  examinations 


are  done  rarely  in  the  busy  general  practice, 
while  complete  physical  examinations  are 
almost  unheard  of. 

The  G.P.'s  are  perfectly  capable  of  doing  these 
procedures  and  are  aware  of  their  value,  but 
there  is  neither  time  nor  compensation  for  them. 
Many  routine  office  visits  are  handled  entirely 
by  the  office  nurse,  while  most  of  the  home 
health  care  along  with  a modicum  of  health 
education  is  handled  by  district  nurses.  These 
ladies  (the  one  in  the  office  we  visited  was 
affectionately  called  “Flossie”  — short  for 
Florence  Nightingale)  made  as  many  as  40 
home  visits  daily,  giving  injections,  changing 
dressings,  dispensing  nutrition  advice,  giving 
terminal  cancer  care,  and  so  on.  The  district 
nurses  work  closely  with  the  G.P.'s  and  their 
practice  patient  load. 

The  medical  records  in  the  doctor’s  office  are 
uniform  as  developed  by  the  DHSS.  They  con- 
sist of  a Summary  of  Treatment  Card  (4%”  x 
7”)  on  which  progress  notes  are  made  at  each 
visit.  The  notes  are  sparse,  so  that  perusal  of 
several  envelopes  of  such  records  for  a number 
of  patients  gave  this  writer  no  idea  of  the 
patients’  health  problems,  status,  history,  or 
treatment.  No  data  base  was  present;  only 
brief  office  visit  notes  were  handwritten.  These 
records  pass  from  G.P.  to  G.P.,  by  way  of  the 
various  health  authorities,  when  a patient 
makes  a geographic  move,  but  there  is  usually  a 
lag  of  several  months  before  the  new  physician 
receives  the  patient’s  record.  A Medical 
Records  Officer  in  a British  text  summed  up  the 
situation  as  follows; 

“What  the  general  practitioner  does  and  why  he  does  it  is 
known  to  him  at  the  time.  In  some  cases  it  is  recorded  in 
its  bare  essentials.  Most  of  the  record  is  committed  to  that 
fading  document,  the  human  memory.  Systematic  recording 
in  the  absence  of  a secretary  or  a mechanical  aid,  and  with 
an  average  of  only  a few  minutes  of  consultation  time,  is 
impracticable. 

“The  small  size  of  the  envelope  (7”  x 43/s”)  is  the  main 
problem.  Handwriting  becomes  cramped  and  illegible  and 
the  conscientious  record-keeper  finds  himself  trying  to 
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force  fat  packets  of  dog-eared  paper  into  files  already  burst- 
ing with  irretrievable  information.” 

A good  deal  of  the  G.P.’s  time  is  spent  making 
referral  phone  calls  or  dictating  referral  letters 
to  arrange  office  appointments  for  his  patients 
with  consultants.  A review  of  the  area  list  of 
specialists  revealed  delays  of  weeks  to  months  to 
obtain  such  an  appointment.  For  example, 
the  appointment  schedule  for  the  area  cardiol- 
ogy consultant  was  filled  for  18  weeks.  Delays 
of  two  to  eight  weeks  for  other  specialists  were 
characteristic.  Where  urgency  was  a problem, 
the  G.P.’s  ability  to  convince  the  consultant 
of  that  fact  sometimes  produced  an  earlier 
appointment. 

The  only  apparent  advantages  of  the  Health 
Center  was  its  modern  design  and  construction, 
the  pleasant  internal  and  external  appearance, 
the  modern  furnishings,  and  the  very  ample 
space.  The  equipment  present  was  of  recent 
vintage,  but  the  general  operation  of  the  prac- 
tice is  exactly  the  same  as  that  in  the  home  or 
bungalow  office.  There  are  no  electrocardio- 
graphs, x-ray  machines,  or  laboratory  facilities 
on  the  premises.  Patients  must  travel  about  ten 
miles  to  the  hospital  or  consultant’s  office  for 
these  services.  EKG’s  are  occasionally  done  at 
home  by  the  cardiologist  in  an  emergency,  but 
he  must  be  convinced  of  the  necessity. 

In  talking  to  G.P.’s  in  the  small  private  office, 
and  those  in  a new  Health  Center,  the  former 
were  envious.  Despite  the  desire  to  work  in  a 
Health  Center,  the  G.P.’s  expressed  a major 
cause  for  anxiety:  the  government  is  their  land- 
lord, their  practice  manager,  and  their  pay- 
master. 

Voluntary  Health  Agencies 

It  was  a surprise  to  learn  that  Great  Britain  has 
many  voluntary  health  agencies,  e.g.,  the  British 
Diabetic  Association,  the  British  Cancer  Coun- 
cil, the  Malcolm  Sargent  Cancer  Fund  for 
Children,  and  some  eleven  other  cancer  societies 
and  numbers  of  agencies  devoted  to  other 
diseases  and  health  problems.  One  would  sus- 
pect that  a “social  democracy”  which  has  a 
virtual  monopoly  on  health  care  would  not 
require  voluntary  health  agencies,  but  they 
exist  — with  great  difficulty. 


The  British  Diabetic  Association  (BDA)  is 
typical.  It  was  founded  in  1934  through  the 
efforts  of  Dr.  R.  D.  Lawrence  and  a patient 
of  his,  H.  G.  Wells;  H.  M.  Queen  Elizabeth  II  is 
the  patron  of  the  Association.  The  1977 
membership  of  this  organization  is  53,000,  with 
500  doctors  and  scientists.  Despite  the  fact  that 
it  receives  no  government  or  other  grants,  the 
1976  income  of  the  BDA  was  £ 664,781 
($1,189,958),  which  came  from  donations, 
legacies,  subscriptions,  dividends,  and  sales. 
Mainly,  the  functions  of  this  organization  are 
to  provide  advice  for  diabetics,  produce  a news- 
paper and  many  educational  publications,  plead 
the  case  of  the  elderly  and  other  patients  with 
financial  difficulties  with  government  bodies, 
organize  conferences  for  professional  people, 
provide  funds  for  research  groups  and  individ- 
uals, run  holiday  camps  for  diabetic  children, 
and  “campaign  incessantly  to  wipe  out  pre- 
judice and  ignorance  about  diabetes.”  Adminis- 
trative costs  were  only  5.8  percent;  25  percent 
of  the  income  was  distributed  as  research 
grants.  The  remainder  went  for  direct  services, 
health  education,  children’s  camp  expenses, 
and  medical  and  scientific  costs. 

Like  all  other  voluntary  health  agencies  in  the 
United  Kingdom,  the  BDA  is  the  victim  of  its 
nation’s  laws  of  charity.  The  agencies  are  not 
permitted  to  “advertise,”  i.e.,  to  solicit  con- 
tributions in  the  press,  on  the  radio  or  tele- 
vision, or  by  public  billboards.  Furthermore, 
charitable  contributions  by  individuals  or 
corporations  are  not  deductible  from  the  in- 
come tax.  The  only  “benefit”  is  the  “Deed  of 
Covenant,”  which  is  an  agreement  to  contribute 
a certain  amount  annually  to  the  charity  for 
seven  years.  If  the  donor  pays  income  tax  during 
that  period,  the  registered  charity  may  recover 
from  the  Inland  Revenue  the  tax  which  the 
donor  paid  on  that  money  he  subscribed.  Thus 
a £ 25  ($45)  contribution  is  worth  £ 35  ($63)  to 
the  charitable  organization.  This  means  a good 
deal  to  the  recipient  but  there  is  no  real  in- 
centive to  contribute  funds.  The  exception  is  the 
concert  or  other  performance  for  charity.  A 
remarkable  concert  at  the  Royal  Opera  House, 
Covent  Gardens,  was  possible  because  Sir 
George  Solti,  an  assistant  conductor,  and  ten 
of  the  world's  great  singers  gave  their  services 
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without  charge  for  the  benefit  of  the  Malcolm 
Sargent  Cancer  Fund  for  Children.  The  cost  of 
the  tickets  was  not  tax  deductible  but  the  cancer 
society  reaped  the  financial  benefit. 

Are  the  voluntary  health  agencies  important? 
Dr.  B.  D.  Young,  BDA  Vice-President  said: 

“When  the  National  Health  Service  came  into  being  it 
seemed  that  the  need  for  voluntary  bodies  might  diminish. 
The  contrary  is  true,  and  at  no  time  since  the  creation  of 
the  welfare  state  are  the  efforts  of  voluntary  associations 
more  needed  than  the  present." 

Private  Practice 

Private  practice,  which  is  almost  nonexistent 
in  the  United  Kingdom,  is  under  great  political 
pressure  and  may  be  eliminated  completely  in 
the  near  future.  Many  NHS  hospitals  retain  a 
few  private  beds  to  which  specialists  may  admit 
patients  who  pay  a daily  charge  of  up  to  $100. 
Those  consultants  who  provide  private  hospital 
care  must  sacrifice  about  10  percent  of  their 
government  salary  for  that  privilege.  Private 
office  care  is  also  difficult  because  those 
patients  who  are  treated  privately  by  consul- 
tants cannot  obtain  prescription  drugs  under 
the  NHS  from  the  specialist.  The  cost  of  drugs 
must  be  borne  by  the  patient,  who  may  find  this 
expense  prohibitive,  or  the  patient  must  ask  a 
general  practitioner  to  prescribe  the  drugs. 

One  form  of  “private  practice”  by  the  generalist 
is  the  fee-for-service  vasectomy  performed  in 
the  doctor’s  office  or  Health  Center. 

There  has  been  a move  on  the  part  of  many 
companies  to  provide  an  insurance  benefit  for 
their  senior  employees  by  paying  the  costs  of 
private  care.  The  desperate  attempt  of  British 
consultants  to  embrace  private  practice  “as  the 
last  remnant  of  their  personal  and  professional 
freedom”  is  being  adamantly  opposed  by  the 
ruling  Labour  government  which  is  determined 
to  eliminate  all  private  beds  in  hospitals.  The 
Labour  Party  “comes  out  strongly  and  predict- 
ably against  any  moves  to  levy  more  charges  on 
patients  for  particular  services  or  hospital  beds. 
It  opposes  any  move  towards  medical  insurance 
schemes . . 

Although  about  a third  of  the  specialists  receive 
extra  salary  for  distinction  awards,  less  than 


half  of  all  consultants  do  private  practice  in 
addition  to  their  National  Health  Service  stint. 
A major  source  of  irritation  to  the  consultants 
is  the  fact  that  the  pay  of  junior  hospital  doctors, 
who  get  paid  extra  sums  for  working  overtime  in 
the  hospital,  often  exceeds  the  annual  salary  of 
consultants  and  senior  hospital  physicians. 

Nursing  Care 

The  mainstay  of  community  health  appears  to 
be  the  district  visitor,  the  equivalent  of  our  visit- 
ing or  home  care  nurse.  One  such  nurse  who 
was  interviewed  stated  that  she  makes  40  house 
calls  daily  to  inject  insulin,  antibiotics,  or 
analgesics,  administer  care  to  terminal  cancer 
patients,  bedside  nursing  for  stroke  victims, 
and  so  on.  She  drives  her  own  car  and  is  reim- 
bursed for  gasoline  only.  Twelve-hour  days  are 
the  routine  because  there  are  too  few  nurses. 
She  stated  that  there  are  many  unemployed 
nurses  available,  but  the  shortage  of  funds 
precludes  their  working.  The  shortage  of  nurses 
in  hospitals  also  was  apparent.  I observed  only 
two  nurses  on  duty  in  a four-bed  intensive  care 
unit  in  Guy’s  Hospital. 

The  sh  Ttage  of  nurses  was  described  in  a Sun- 
day Telegraph  article  about  a 592-bed  district 
general  hospital  in  London  in  the  words  of  a 
ward  sister: 

“1  am  appalled.  We’re  badly  off  for  equipment,  badly  off  for 
staff,  badly  off  for  nurses.  This  is  a very  heavy  ward  and  I 
put  in  20  hours  a week  overtime  just  to  keep  things  going." 

Two  years  earlier  that  hospital  had  an  economy 
freeze  imposed.  “New  furniture  and  equipment 
weren't  bought,  recruiting  was  stopped,  morale 
fell.”  The  writer  went  on  to  say: 

“It’s  (the  hospital)  well  supplied  with  good  doctors,  because 
it  has  certain  specialisations  and  teaching  hospital  con- 
nections which  attract  them.  But  while  its  total  of  541  nurses 
sounds  a lot  (and  is  certainly  an  improvement  on  a year 
ago), -it  hardly  guarantees  the  minimum  cover  of  three 
trained  staff  (plus  students)  per  24-hour  general  ward,  and 
in  an  ideal  world  there  would  be  four.” 

Elective  Hospital  Admission 

The  plight  of  the  patient  who  requires  elective 
surgery  or  elective  in-hospital  medical  treat- 
ment was  dramatized  during  our  visit  by  a 
36-year-old  mother  of  five.  The  lady  “jumped 
a queue  of  400  people  waiting  for  surgery”  when 
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she  “walked  into  a hospital  in  Northampton, 
climbed  into  an  empty  bed  and  refused  to  move 
until  doctors  agreed  to  carry  out  surgery.”  She 
had  been  informed  that  the  waiting  period  for 
a cholecystectomy  would  be  twelve  months,  but 
from  her  hospital  bed  the  patient  said,  “I  am 
not  going  to  move.  The  only  way  to  get  me  out 
of  here  is  in  a wooden  box.”  The  story  went  on 
to  describe  her  unemployed  husband’s  angry 
statement  as  well: 

“I  was  told  by  the  authorities  at  Northampton  General 
Hospital  that  my  wife  would  be  admitted  immediately  if 
we  could  pay  for  the  operation  to  be  done  privately.  I was 
told  this  would  cost  £ 39  50  a day  and  over  a ten-day 
necessary  stay,  together  with  the  consultant’s  fee,  this  would 
total  £ 500.” 

The  reaction  of  the  community  at  large  was 
expressed  through  the  hospital  switchboard 
which  was  swamped  by  abusive  phone  calls 
from  many  patients  who  had  been  awaiting 
hospital  admission  for  many  months. 

Podiatry 

In  the  seaside  village  of  15,000  we  visited,  there 
was  no  podiatric  service  available,  however, 
some  foot  treatments  were  provided  in  a distant 


health  center  on  a once-a-week  basis.  The 
national  situation  is  apparently  equally  bleak 
according  to  a report  of  recent  debate  in  Parlia- 
ment: “Nine  out  of  ten  adults  may  have  foot 
defects  according  to  Health  Minister  Roland 
Moyle,  who  admitted  that  the  NHS  chiropody 
service  was  seriously  undermanned.”  In  a 
debate  initiated  by  William  Molloy  (a  Labour 
Party  representative),  the  MP  protested  about 
the  lack  of  a safeguard  for  protecting  the  public 
from  “fake  chiropodists.”  He  said  anyone, 
whatever  his  training,  could  call  himself  a 
chiropodist  and  treat  patients  privately.  “Only 
recently  the  Commons  passed  legislation  to 
ensure  that  only  qualified  blacksmiths  could 
shoe  horses.  Anyone  can  pose  as  a chiropodist 
and  treat  the  feet  of  human  beings,”  said  Mr. 
Molloy.  He  admitted  that  a tremendous  leeway 
had  to  be  made  good  before  there  could  be  a 
satisfactory  chiropody  service  within  the  NHS. 
One  estimate  indicated  that  the  work  force 
would  have  to  be  doubled  even  to  meet  the 
needs  of  priority  groups.”  A.  Krosnick,  M.D. 


The  concluding  segment  of  the  commentary  on  the  BNHS 
will  appear  in  the  November  issue. 


Wanted:  Referrals  of  Soft  Tissue  Sarcomas 

The  cooperation  of  physicians  is  requested  in  the  referral  of  patients  with  metastatic  soft  tissue 
sarooma  for  drug  therapy  trials  conducted  by  the  National  Cancer  Institute's  Clinical  Phar- 
macology and  Medical  Branch  at  the  Clinical  Center.  National  Institutes  of  Health.  Bethesda, 
Maryland.  Patients  with  metastatic  disease  or  multiple  recurrences  are  acceptable  if  they  are 
ambulatory,  under  55  years  of  age,  have  no  known  heart  disease,  and  are  in  otherwise  good 
health.  Patients  who  have  received  prior  adriamycin  chemotherapy  or  mediastinal  radiotherapy 
are  ineligible,  but  radiation  therapy  to  other  sites  would  not  disqualify  them.  Those  interested  in 
further  details  and  in  having  their  patients  considered  for  admission  may  write  to  Dr.  Charles  E. 
Myers,  National  Cancer  Institute,  Clinical  Pharmacology  Branch.  Building  10— Room  6N119, 
Bethesda,  Md.  20014(301)496-6565. 


890 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


NEW  JERSEY  DOCTORS'  NOTEBOOK 


Report  from  the  Foundation 

Daniel  J.  O'Regan,  M.D.,  Medical  Director 

In  August,  the  Newark  Star  Ledger  reported 
that:  "U.S.  Awards  S390.000  to  Mor  is 
HMO.”  This  refers  to  a health  maintenance 
organization  known  as  CoNled,  Inc.,  which  has 
been  hard  at  work  for  a long  time  to  achieve  its 
goal.  That  goal  is  to  provide  prepaid  health  care 
to  subscribers  in  return  for  an  annual  premium. 
CoMed’s  service  area  will  include  all  of  Morris 
County,  and  portions  of  Passaic  and  Somerset. 
According  to  the  article,  the  program  will  be 
capable  of  serving  more  than  a half  million 
people. 

The  Federal  Register,  August  19.  1977,  an- 
nounced that  new  grant  applications  to  expand 
the  geographic  distribution  of  health  mainte- 
nance organizations  will  now  be  considered. 
This  opens  a new  round  of  Federal  financial 
assistance  for  the  development  and  initial 
operation  of  Health  Maintenance  Organiza- 
tions. 

Mr.  Frank  Seubold.  Director  of  HMO  opera- 
tions at  HEW,  says  that  there  will  be  a "strong 
push”  for  the  expansion  of  HMO  activity. 
Under-Secretary  of  DHEW  Hale  Champion 
has  expressed  the  same  ideas.  The  Ford  Motor 
Company  is  talking  to  representatives  of  the 
Kaiser  plan  about  setting  up  a prepaid  plan  in 
the  Dearborn.  Michigan  area.  You  may  have 
read  that  Reynolds  tobacco  company  has 
set  up  its  own  center  for  providing  care  to  its 
employees  and  their  families.  Reynolds  did  not 
decide  to  get  out  of  the  cigarette  business,  which 
might  do  more  for  the  public's  wealth,  but  that's 
another  story. 

Hospitals  which  do  business  with  HMOs  may 
be  exempt  from  the  9 percent  "cap”  proposed 
by  Secretary  Califano. 

The  above  items  are  intended  to  direct  your 
attention  again  to  the  growing  concept  of  pre- 
paid health  care.  NJFHCE,  as  you  know,  is 


interested  in  the  Individual  Practice  Associa- 
tion—or  IP  A — form  of  delivery.  The  private 
sector  (you  and  I)  should  have  some  concern 
with  cost-effectiveness,  but  our  main  concern  is 
the  quality  of  care.  As  someone  said,  if  you 
can't  deliver  quality,  there's  not  much  sense  in 
trying  to  conserve  costs.  The  future  growth  in 
prepaid  health  care  well  may  be  more  in  the 
IP  A mode  than  in  the  closed-panel  HMO.  We 
are  continuing  to  suggest  that  our  colleagues 
keep  these  trends  in  mind.  There  is  much  more 
interest  around  the  State  than  there  was  six 
months  ago.  It  started  in  the  West,  but  it's  right 
in  your  back  yard. 


CMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 

President,  CMDNJ 

As  you  read  this,  students  still  are  returning  to 
their  studies  at  the  College's  six  schools.  Al- 
though final  enrollment  figures  were  not  avail- 
able at  press  time,  CMDNJ  welcomed  its 
largest  student  body  ever  when  classes  opened 
in  September. 

Part  of  the  increase  in  enrollment  is  due  to  the 
opening  of  CMDNJ's  new  School  of  Osteo- 
pathic Medicine,  where  the  first  class  of  24 
students  began  studies.  The  first  phase  of 
CMDNJ-Rutgers  Medical  School's  expansion 
of  its  third  and  fourth-year  classes  also  swelled 
the  rolls  of  returning  students.  This  year,  the 
Piscataway  school  was  able  to  provide  places 
for  72  students  in  its  third-year  class,  compared 
to  56  in  previous  years. 

At  the  CMDNJ  — New  Jersey  Medical  School. 
Newark,  students  are  settling  in  at  the  labora- 
tories and  lecture  halls  of  the  new  Medical 
Science  Building.  The  long-awaited  opening  of 
the  medical  school  took  place  officially  last 
month  at  a campus-wide  convocation.  Dr. 
Lewis  Thomas,  president  and  executive  director 
of  the  Sloan  Kettering  Memorial  Hospital, 
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New  York,  served  as  keynote  speaker  at  the 
dedication  service. 

Completion  of  the  S56-million  facility  is  a 
milestone  in  CMDNJ's  short  history.  With 
only  the  College  Hospital  still  under  construc- 
tion and  due  for  occupancy  within  the  year,  the 
College  now  can  move  out  of  the  building  phase 
and  concentrate  on  the  expansion  of  its  teaching 
and  service  programs  in  health  care  and  the  life 
sciences. 

Therapeutic  Drug 
Information  Center* 

1.  Please  provide  information  concerning  the  drug  inter- 
action between  alcohol  and  diazepam. 

Interactions  of  central  sedatives  and  alcohol  are  well  know  n. 
In  most  of  the  cases  there  is  an  additive  effect  when  the  two 
are  combined.  Investigations  in  normal  volunteers  indicated 
that  diazepam  (Valium*)  and  ethanol  in  combination  may 
have  additive  or  synergistic  detrimental  effects  on  driving 
skills.' 

Hayes,  et  al.  reported  an  interesting  study  in  which  ethanol 
w as  shown  to  enhance  the  oral  absorption  of  diazepam.  The 
study  was  conducted  on  seven  normal  volunteers.  Each 
subject  received  diazepam  on  the  first  day  in  a dose  of  0.07 
mg/kg  orally  suspended  in  30  ml  of  distilled  water.  On  the 
second  day  subjects  received  diazepam  suspended  in  a 
50  percent  v/v  mixture  of  ethanol  and  water.  Blood  samples 
were  collected  for  diazepam  analysis  at  30.  60,  90,  120,  and 
240  minutes  after  dosing  each  day.  The  results  demonstrated 
that  in  addition  to  additive  sedation,  combined  alcohol 
and  diazepam  ingestion  resulted  in  higher  plasma  levels  of 
diazepam  than  when  diazepam  was  given  alone.  The 


*The  Schwartz  Inter-National  Pharmaceutic  and  Thera- 
peutic Drug  Information  Center  of  the  Brooklyn  College  of 
Pharmacy,  Long  Island  University,  compiles  the  informa- 
tion contained  in  this  column  each  month.  The  Center  serves 
as  a source  of  intelligence  on  therapeutic  and  pharmaceutic 
information  not  readily  available  to  physicians,  at  no  charge 
to  them,  and  provides  this  information  with  minimal  time 
involvement.  It  is  staffed  by  trained  pharmacists;  Jack  M. 
Rosenberg,  Pharm.  D.,  Associate  Professor  and  Chairman, 
Division  of  Clinical  Pharmacy,  Brooklyn  College  of  Phar- 
macy, is  Director  and  Walter  Modell,  M.D.,  Emeritus  Pro- 
fessor of  Pharmacology  at  Cornell  University  Medical  Col- 
lege, is  pharmacologist  consultant.  The  service  is  available 
Monday  through  Friday  from  9 a.m.  to  4:30  p.m.  — tele- 
phone (212)  622-8989  or  303-2735.  The  following  are  ques- 
tions and  answers  handled  by  the  Center  recently. 

This  month’s  column  was  prepared  by  J.  M.  Rosenberg, 
M S.,  Pharm.  D.,  M.  K.  Raina,  M.  Pharm.,  Ph.D.,  P. 
Sangkachand,  B.S.,  Brooklyn  College  of  Pharmacy,  LIU. 


authors  concluded  that  increased  absorption  of  diazepam 
may  also  contribute  to  the  potentiation  of  CNS  sedative 
action. 

Several  letters  to  the  editor  have  questioned  the  above 
study  on  the  basis  of  faulty  design,  and  the  question  of 
alcohol  increasing  the  absorption  of  diazepam  is  unset- 
tled. J In  any  case,  however,  there  is  at  least  additive  CNS 
depressant  effects  w hen  the  two  are  combined. 
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2.  Please  supply  me  with  information  on  the  use  of  cromo- 
lyn in  ulcerative  colitis. 

The  mainstay  of  drug  therapy  in  the  treatment  of  ulcerative 
colitis  includes  oral  sulfasalazine  Azulfidine*)  and/or 
steroids  either  given  systemically  or  by  retention  enema. 
Cromolyn  (Aarane*,  Intal*),  a poorly  absorbed  drug  in- 
haled for  the  prophylaxis  of  chronic  asthma,  is  being 
investigated  by  the  oral  and  rectal  routes  for  use  in  ulcera- 
tive colitis  and  related  conditions. 

Mani.  et  al  reported  a double-blind  placebo  crossover 
controlled  study  on  12  out-patients  with  ulcerative  colitis. 
The  patients  received  identical  tablets  of  either  a placebo  or 
the  drug.  The  starting  dose  of  cromolyn  was  200  mg  twice 
daily,  and  progressively  increased  to  500  mg  four  times  a 
day  at  the  end  of  four  weeks.  At  the  end  of  the  six-month 
period,  cromolyn  treatment  was  found  to  be  statistically 
better  than  placebo  when  measuring  the  patients'  sense  of 
well-being  and  by  sigmoidoscopic  and  rectal  biopsy 
appearances,  but  not  in  stool  frequency  or  rectal  bleeding. 

Heatley  and  associates;  conducted  an  eight-week  ran- 
domized double-blind  crossover  trial  on  26  patients  with 
chronic  proctitis.  Two  hundred  mg  of  cromolyn  in  40  ml  of 
warm  water  was  administered  by  enema  twice  daily  plus 
100  mg  capsules  orally  twice  daily.  The  treatment  group 
was  alternated  with  an  identical  placebo  group.  Results  as 
determined  by  sigmoidoscopic  examination,  bowel  fre- 
quency. blood  loss,  and  patient  general  assessment  revealed 
that  14  patients  responded  to  cromolyn,  10  showed  no 
change  in  either  group,  and  2 responded  to  placebo.  Al- 
though there  was  no  consistent  change  in  blood  eosinophil 
count  associated  with  patient's  clinical  progress,  the  rectal 
biopsies  demonstrated  that  responders  to  cromolyn  had 
significantly  more  eosinophils  than  those  who  failed  to 
respond. 

Celia,  et  al  also  reported  positive  results  to  cromolyn 
treatment  in  selected  cases  of  colitis.  Heatley,  et  al. i 
measured  immunoglobin  E in  rectal  mucosa  of  patients 
with  proctitis.  They  suggested  that  an  increase  of  IgE  pro- 
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ducing  cells  with  an  excess  of  eosinophils  in  rectal  mucosa 
was  associated  with  positive  clinical  response  to  cromolyn. 
This  supports  the  theory  of  a hypersensitivity  reaction  in  the 
pathogenesis  of  this  condition.  As  in  asthma  the  authors 
proposed  that  cromolyn  inhibits  the  breakdown  of  mast 
cells  which  results  from  antigen  reacting  with  cell  bound 
antibody  (IgE),  which  otherwise  would  cause  the  release  of 
pharmacologically  active  substances  which  damage  the  local 
tissue. 

In  conclusion,  the  finding  that  cromolyn  results  in  clinical 
improvement  in  certain  patients  with  ulcerative  colitis  and 
proctitis  is  exciting  both  in  the  elucidation  of  the  patho- 
logical mechanism  of  the  disease  as  well  as  in  the  thera- 
peutic aspects  of  its  treatment.  Whether  cromolyn  will  be 
used  alone  or  in  combination  with  other  drug  therapies,  and 
if  it  will  be  a mainline  or  secondary  treatment  has  yet  to  be 
determined  as  does  its  most  optimum  dosage  schedule  and 
routes  of  administration. 
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3.  Please  provide  information  concerning  the  treatment  of 
tardive  dyskinesia  with  papaverine. 

Tardive  dyskinesia  is  a late-appearing  neurological  dis- 
order associated  with  antipsychotic  drug  use.  An  incidence 
as  high  as  20  percent  has  been  reported  in  chronically 
institutionalized  patients.  The  syndrome  is  characterized 
by  involuntary  movements  consisting  of  sucking  and  smack- 
ing of  lips,  lateral  jaw  movements,  and  fly-catching  dartings 
of  the  tongue.  There  may  be  choreiform  and  purposeless 
quick  movements  of  the  extremities.  Symptoms  may  per- 
sist indefinitely  after  the  discontinuation  of  the  medications. 

Until  now  no  adequate  therapy  has  been  devised  for  this 
syndrome  and  the  search  for  effective  treatment  continues 
to  be  a major  therapeutic  challenge.  Antiparkinson  drugs 
have  proved  ineffective.  Antipsychotics,  when  given  in  high 


doses  may  mask  the  symptoms  but  the  dose  of  the  offending 
drug  should  not  be  increased  to  produce  this  effect.  Among 
the  other  therapeutic  modalities,  use  of  a sedative  or  an 
antianxiety  agent  may  alleviate  some  of  the  motor 
symptoms.' 

An  interesting  observation  led  to  the  use  of  papaverine  in 
tardive  dyskinesia.  Duvoisin'  reported  a finding  that 
papaverine  antagonized  the  therapeutic  effects  of  levodopa 
in  a 71-year-old  patient.  This  antagonism  was  attributed  to 
the  ability  of  papaverine  to  block  dopamine  receptors. 
Since  the  dopamine  pathway  presumably  is  implicated  in 
dyskinetic  movements,  this  may  form  the  basis  for  the  use 
of  papaverine  in  tardive  dyskinesia. 

Gordos  and  Cole'  administered  papaverine  in  doses  of  300 
to  600  mg  daily  for  three  female  in-patients,  who  showed 
moderately  severe  tardive  dyskinesia.  Weekly  evaluation  of 
various  parameters  in  these  patients  showed  an  improve- 
ment in  dyskinetic  state  without  any  side  effects. 

Gordos,  et  alJ  conducted  a study  on  nine  hospitalized 
patients  with  moderate  to  severe  tardive  dyskinesia.  Papa- 
verine was  administered  orally,  300  mg  twice  daily,  in 
sustained-release  capsules  (Pavabid®),  and  the  treatment 
period  varied  from  two  to  six  weeks.  The  patients  were 
rated  weekly  for  ten  weeks  on  various  psychiatric  scales. 
Results  showed  20  to  25  percent  improvement  in  oral 
dyskinesia,  but  only  two  of  the  nine  patients  showed 
clinical  improvement  in  their  movement  disorders.  No 
untoward  effects  were  observed. 

In  conclusion,  it  appears  that  papaverine  may  have  a 
limited  use  in  the  treatment  of  tardive  dyskinesia.  Since  no 
effective  treatment  is  known  for  this  condition,  any  drug 
that  is  of  even  limited  value  is  worthy  of  further  evaluation. 
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The  Society  for  the  Relief  of 
the  Widows  and  Orphans  of 
Medical  Men  of  New  Jersey 

Organized  1882 

A non-profit,  "helping  hand'"  organization  funded  and 
administered  bv  A 'ew  Jersey  physicians  for  the  benefit  of 
their  widows  and  orphans. 

Objects  of  the  Society 

The  Society  was  founded  to  provide  immediate 
financial  assistance  to  those  who  have  been 
dependent  upon  a deceased  member,  to  assist  a 
member  disabled  by  illness  or  misfortune  by 
lending  money  without  collateral  or  interest, 
and  to  assist  widows  and  orphans  of  deceased 
members  who  may  experience  adversity. 

Benefits 

The  Society  does  not  pay  a fixed  sum  upon  the 
death  of  a member.  The  amount  varies  slightly 
depending  upon  the  number  of  members  on  the 
rolls  in  good  standing  at  the  time  an  assess- 
ment is  called. 

The  bylaws  of  the  Society  provide  that  the 
widow  of  a member  shall  receive  at  least  80  per- 
cent of  every  dollar  paid  in  by  the  members. 
The  remaining  20  percent  of  an  assessment  is 
used  to  defray  necessary  Society  expenses,  such 
as  printing,  postage,  bonds  for  officers,  and 
clerical  assistance  for  the  treasurer.  The  un- 
expended balance  of  this  20  percent  is  placed  in 
the  Permanent  Fund  to  provide  income  which  is 
used  to  aid  widows  and  children  of  deceased 
members  who  need  assistance.  The  present 
benefit,  since  the  beginning  of  the  fiscal  year 
April  1,  1973  is  $1,400.00. 

The  Permanent  Fund 

Since  the  Society  was  founded  the  Trustees 
have  saved  the  amounts  received  from  initiation 
fees,  donations,  and  the  unexpended  balance  of 
the  aforementioned  20  percent.  These  funds  are 
invested  in  securities  to  which  the  Trustees  are 
restricted  by  state  laws.  These  invested  savings 
constitute  the  Permanent  Fund.  The  Fund  re- 
mains in  a satisfactory  state  and  produces  a 
good  yield.  No  portion  of  the  Permanent  Fund 
may  be  spent  for  any  purpose  whatsoever.  The 


income  from  the  Permanent  Fund  is  used  to 
provide  assistance  to  needy  widows,  orphans  of 
deceased  members,  and  members  in  need.  Such 
assistance  is  in  addition  to  the  regular  death 
benefit  and  may  be  provided  for  many  years 
after  the  death  of  the  member,  depending  upon 
the  need. 

Payment  of  Benefits 

Upon  proof  of  death,  a check  in  the  full  amount 
of  the  current  death  benefit  is  sent  to  the  widow 
immediately.  If  no  widow  survives,  the  payment 
is  made  to  the  children  of  the  deceased.  If  there 
are  no  heirs,  payment  is  made  to  the  estate 
(taxable),  or  as  directed.  Often  payment  has 
been  returned  to  the  Permanent  Fund. 

Annual  Cost  per  Member 

With  our  present  membership  we  lose  by  death 
16  to  20  members  each  year.  Assessments  per 
death  are  as  follows: 


For  a member  joining  the  Society  — 


Before  age  50 

$1.00 

Between  50  and  55 

$2.00 

Between  55  and  60 

$3.00 

Between  60  and  65 

$5.00 

The  Society  does  not 

accept  applicants  over  65  years 

of  age. 


The  amount  of  the  assessment  is  determined 
solely  by  the  age  at  the  time  of  becoming  a 
member.  There  is  no  change  in  the  amount  of 
the  assessment  per  death  after  joining  the 
Society.  The  Treasurer  notifies  the  entire 
membership  of  the  deaths,  together  with  a 
statement  of-the  member's  indebtedness  to  the 
Society  at  that  time. 

Salaries  and  Commissions 

There  are  no  salaried  positions  in  this  Society. 
The  Treasurer  is  allowed  a modest  sum  for 
clerical  assistance.  No  one  is  paid  commissions 
of  any  kind.  The  Officers  and  Board  of  Trustees 
give  their  time  and  service  without  compensa- 
tion. 

Reasons  for  Joining  the  Society 

This  Society  can  best  be  described  as  a “Help- 
ing Hand  Organization.”  It  provides  a sum  to 
help  carry  the  deceased  member's  family  over  a 
difficult  time  when  ready  money  is  not  always 
available. 
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Every  physician  in  good  standing  in  the  State 
of  New  Jersey  is  eligible  for  membership.  At  a 
small  cost  he  can  help  provide  aid  to  a pro- 
fessional brother  in  distress,  or  to  his  family; 
and  when  a member  dies,  it  is  satisfying  to  a 
physician  to  know  he  has  helped  provide 
financial  assistance  to  the  bereaved,  and 
occasionally  to  a very  needy  family.  Some 
members,  and  beneficiaries,  have  transferred 
their  benefits  to  the  Permanent  Fund  further  to 
aid  those  unfortunate  ones  and  are,  thereafter, 
carried  on  our  rolls  as  “Benefactors.” 

How  to  Join  the  Society 

The  Board  of  Trustees  welcomes  new  members. 
No  medical  examination  is  required.  The  appli- 
cation blank  requires  only  the  name  of  the 
applicant,  age,  address,  the  medical  school 
attended,  and  the  date  of  graduation. 

The  application  must  be  signed  by  two  members 
of  the  Society  for  Relief  of  Widows  and  Or- 
phans who  will  testify  that  the  applicant  is  in 
ordinary  good  health.  A list  of  members  and 
a supply  of  application  blanks  are  available 
from  your  County  Medical  Society. 


The  completed  application  is  sent  to  the  Trea- 
surer with  a check  for  the  initiation  fee  accord- 
ing to  the  following  schedule: 


If  under  50  years 

$3.00 

Between  50  and  55  years 

$4.00 

Between  55  and  60  years 

$5.00 

Between  60  and  65  years 

$7.00 

After  a member  is  elected  a change  of  residence, 
retirement,  or  military  or  government  service 
does  not  affect  membership.  Once  a member, 
always  a member,  provided  assessments  are 
paid.  In  unusual  circumstances  assessments 
may  be  waived  according  to  provisions  of  the 
bylaws. 

Officers 

President  James  E.  D.  Gardam,  M.D. 

Millville 

Vice  President  Edward  Foord,  M.D. 

Burlington 

Treasurer  George  Fey  Stoll.  M.D. 

Belleville 

Secretary  John  Kengeter,  M.D. 

Toms  River 

Custodian  of  Robert  Lorello,  M.D. 

Permanent  Fund  Belleville 

Asst.  Custodian  Royal  Schaaf,  M.D. 

Permanent  Fund  Newark 

Counsel  John  K.  Cooper 

South  Orange 

Trustees 


Robert  H.  Areson,  M.D.  Montclair 

Joseph  A.  Cox,  M.D.  Short  Hills 

Arthur  C.  Dietrick,  M.D.  Mount  Holly 

Sherman  Garrison,  M.D.  Bridgeton 

Charles  H.  Hall,  Jr.,  M.D.  Ridgewood 

Frank  J.  Hughes,  M.D.  Camden 

Gustav  L.  Ibranyi,  M.D.  Newark 

Joseph  R.  Jehl,  M.D.  Clifton 

Wilbur  F.  Jehl,  M.D.  Cedar  Grove 

Samuel  J.  Lloyd,  M.D. , Alternate  Trenton 

Henry  Mineur,  M.D.,  Alternate  Cranford 

Elbert  H.  Pogue,  M.D.  Elizabeth 

Carl  Restivo,  M.D.  Jersey  City 

Frank  R.  Schell,  M.D.,  Alternate  Paterson 

John  R.  Tobey,  M.D.  Newark 

James  S.  Todd,  M.D.  Ridgewood 


Thyroid  Cancer  Screening 

(The  following  communication  and  sample  form  were  sent 
to  us  from  Myron  J.  Shapiro,  M.D.,  Acting  Director,  Sec- 
tion on  Otolaryngology  and  Maxillofacial  Surgery,  New 
Jersey  School  of  Medicine,  CMDNJ,  Newark  Eye  and 
Ear  Infirmary,  15  South  Ninth  Street,  Newark.) 

Readers  may  be  aware  that  the  Section  of 
Otolaryngology  and  Maxillofacial  Surgery  of 
the  New  Jersey  Medical  School  is  conducting  a 
survey  of  thyroid  cancer  following  radiation 
therapy  to  the  head  and  neck  in  childhood. 


We  have  held  two  free  thyroid  cancer  screening 
programs  at  United  Hospitals  in  Newark  and 
are  planning  to  hold  several  more  in  various 
communities  throughout  the  State.  This  should 
give  us  a fairly  good  sampling  of  patients  who 
have  had  radiation  exposure  but  we  realize  that 
we  may  be  missing  large  segments  of  our  popu- 
lation who  are  going  to  their  private  physicians 
to  have  the  same  type  of  screening  done. 

Thus  we  are  asking  New  Jersey'practicing  phy- 
sicians to  send  information  to  us  for  incorpora- 
tion in  our  data. 
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The  carcinogenic  effect  of  radiation  to  the 
thymus  and  skin  of  the  neck  is  well  known.  We 
do  not  know,  however,  whether  there  is  a risk 
associated  with  radiation  to  the  nasopharynx 
by  either  external  beam  or  by  radium  applica- 
tor. One  of  our  major  effects,  therefore,  is  to 
determine  if  these  patients  are  at  risk,  and 


larger  samples  are  important. 

Following  is  a sample  of  the  data  sheet  we  have 
been  using.  Perhaps  our  readers  could  duplicate 
this  for  use  in  completing  the  information  we 
are  seeking.  Forms  are  available  also  from  Dr. 
Shapiro  at  the  address  given  on  the  sample. 


Thyroid  Screening 


Name:  Age: Sex: 

Address: Tel.  tti 

Family  Doctor: 

Address: Tel.  ft: 

1.  What  area  of  head  and  neck  was  given  radiation  or  radium  treatment? 

Throat Skin Other  

Adenoids "Swollen  Glands" 

Tonsils Thyroid 

Ears  Thymus 

2.  At  approximately  what  age  was  treatment  given?  

3.  Where  was  treatment  given:  Hospital Dr.’s  Off.  Clinic  

4.  Have  you  had  treatment  for  overactive  thyroid  with  radioactive  iodine?  Yes  No 


5. 

Do  you  feel  a 

lump  in  your  neck? 

Yes 

No 

6. 

Is  your  voice 

hoarse? 

Yes 

No 

7. 

Any  difficulty 

s wal  lowing? 

Yes 

No 

Indicate  on  this  diagram  the  area 
and  type  of  treatment. 

Please  Return  To: 

Myron  J.  Shapiro,  M.D.,  FACS 
New  Jersey  Medical  School 
15  South  Ninth  Street 
Newark,  New  Jersey  07107 


Indicate  on  this  diagram  enlarged  lymph 
nodes,  thyroid  nodules,  hoarseness. 


Date 


Exami  ner 


All  information  will  be  kept  confidential 
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PHYSICIANS  SEEKING 
LOCATION  IN  NEWJERSEY 

The  following  physicians  have  written  to  the  Executive 
Office  of  MSNJ  seeking  information  on  possible  oppor- 
tunities for  practice  in  New  Jersey.  The  information  listed 
below  has  been  supplied  by  the  physician.  If  you  are  inter- 
ested in  any  further  information  concerning  these  physi- 
cians, we  suggest  you  make  inquiries  directly  to  them. 

ANESTHESIOLOGY -Takao  Uchida,  M.D.,  1545  NW 
8th  Avenue,  Apt.  #108,  Miami,  Florida  33136.  Gifu 
(Japan)  1973.  Board  eligible.  Solo,  single  specialty 
group,  partnership.  Available. 

Margarita  Bravo,  M.D.,  51-15  Van  Kleeck  Street, 
Apt.  2-G,  Elmhurst,  New  York  1 1373.  Univ.  of  Philip- 
pines 1969.  Board  eligible.  Group  or  partnership. 
Available. 

Wagdy  Farid  Aziz,  M.D.,  7 Hegeman  Ave.,  Apt.  1 1-G, 
Brooklyn,  New  York  11212.  Ein  Shams  Medical 
College  (Egypt)  1964.  Board  eligible.  Solo,  partner- 
ship, single-specialty  group.  Available  December  1977. 

FAMILY  PR ACTICE— Bruce  E.  Yeamans.  M.D.,  5025 
A Street,  Omaha,  Nebraska  68106.  Creighton  1974 
Board  eligible.  Small  group  or  partnership.  Available. 

Jin  Baik  Chung,  M.D.,  823  Harned  Street,  Apt.  2-A, 
Perth  Amboy  08861 . Catholic  Medical  College  (Korea) 
1968.  Solo,  partnership,  group,  emergency  room. 
Available  July  1978. 

Jon  K.  Sternburg,  M.D..  777  South  Mills  Street, 
Madison,  Wisconsin,  53715.  George  Washington 
University  1974.  Board  eligible.  Group  (single  spe- 
cialty). Available  September  1978. 

GENERAL  PRACTICE-George  A.  Murr,  III,  M.D., 
1611  South  Broad  Street,  Philadelphia.  Pennsylvania 
19148.  Hahnemann  1976.  Subspecialty,  emergency 
medicine.  Group  or  emergency  room.  Available. 

Terence  T.  Hart,  M.D.,  1474  Seymour  Street,  Apt.  5, 
Halifax,  Nova  Scotia,  Canada.  Subspecialty,  emer- 
gency medicine.  Partnership,  group,  or  emergency 
room.  Available. 

Abdul  Waheed,  M.D.,  5914  Shoshone  Avenue,  Encino, 
California  91316.  Khyber  Medical  College  (Pakistan) 
Partnership  or  group.  Available. 

Dan  J.  Hanco,  M.D.,  10  Muirhead  Road.  Apt.  1701, 
Willowdale  M2J  4P9,  Ontario,  Canada.  University  of 
Toronto  1976.  Partnership,  school  health,  emergency 
room.  Available. 

John  D.  Gawlik,  M.D.,  464  Chapman  Street,  Irving- 
ton, N.J.  07111.  St.  Louis  University  1969.  Group 
or  partnership.  Available. 

INTERNAL  MEDICINE- Robin  O.  Motz,  M.D.,  1297 
Dickerson  Road,  Teaneck  07666.  Columbia  University 
1975.  Single  or  multi-specialty  group,  research.  Avail- 
able July  1978. 


Jeffrey  M.  Shapiro,  M.D.,  2991  School  House  Lane, 
Apt.  #534E,  Philadelphia,  Pennsylvania  19144.  Uni- 
versity of  Buenos  Aires  1963.  Subspecialty,  gastro- 
enterology. Board  certified  (IM).  Solo,  partnership, 
group.  Available  July  1978. 

Myron  A.  Shoham,  M.D..  M.O.Q.  3011,  Camp 
Lejeune,  North  Carolina  28542.  Boston  1971.  Subspe- 
cialty, gastroenterology.  Board  certified  (IM).  Group 
or  partnership.  Available  July  1978. 

Ira  Spiler,  M.D.,  27  Sutherland  Road.  Brighton, 
Massachusetts  02146.  Einstein  1971.  Subspecialty, 
endocrinology.  Board  certified  (IM).  Group,  partner- 
ship, or  geographic  (full  time).  Available  July  1978. 

John  J.  Halpin,  M.D.,  1089  Elmore  Avenue,  Colum- 
bus, Ohio  43224.  Georgetown  1971.  Subspecialty, 
hematology/oncology.  Board  certified  (IM).  Group 
or  partnership.  Available  July  1978. 

Bruce  E.  Sherling.  M.D..  28-B  Warren  Drive,  Edison 
08817.  NYU  1973.  Subspecialty,  pulmonary  diseases. 
Board  certified  (IM).  Group  or  hospital-based.  Avail- 
able July  1978. 

Yune-Gill  Jeong,  M.D..  6-B  Booker  Creek  Apt., 
Chapel  Hill,  North  Carolina  27514.  Chun  Nam 
(Korea)  1970.  Subspecialty,  pulmonary  medicine. 
Board  certified  (IM).  Hospital-based  or  geographic 
full-time  pulmonary  subspecialist.  Available  July 
1978. 

Abdul  Rashid  Gangoo,  M.D.,  4 Fairhavenmall,  Apt. 
14-E,  Mineola,  New  York  11501.  University  of  Kash- 
mir (India)  1969.  Subspecialty,  infectious  diseases. 
Board  eligible  (IM).  Solo,  partnership,  group,  public 
health,  emergency  room.  Available  July  1978. 

Raja  G.  Bhat,  M.D.,  1806  Coachmen  East,  Linden- 
wold  08021.  Christian  Medical  College,  Vellore  (India) 
1972.  Solo,  partnership,  group.  Available  July  1978. 

Navinchandra  M.  Amin,  M.D.,  36  Oakville  Drive, 
Apt.  1-A,  Pittsburgh,  Pennsylvania  15220.  Grant 
Medical  College.  Bombay  (India)  1961.  Subspecialty, 
cardiovascular  diseases.  Board  certified  (IM).  Group, 
partnership, "institution.  Available  November  1977. 

Marvin  B.  Padnick,  M.D.,  38  Steamboat  Road,  Great 
Neck.  New  York  11024.  Rush  Medical  College  1973. 
Subspecialty,  cardiovascular  diseases.  Partnership  or 
group.  Available  June  1978. 

Chun  Wen  Yang,  M.D.,  23  Ashwood  Drive,  Living- 
ston 07039.  Kaohsiung  (Taiwan)  1969.  Subspecialty, 
hematology/oncology.  Board  certified  (IM).  Group. 
Available  July  1978. 

Hong  Joon  Kim,  M.D.,  2014  S.  102nd  Street,  Apt. 
109-C,  West  Allis,  Wisconsin  53227.  Seoul  National 
University  (Korea)  1970.  Board  eligible.  Partnership 
or  group.  Available  July  1978. 

Myron  A.  Shoham,  M.D.,  MOQ  3011,  Camp  Lejeune, 
North  Carolina  28542.  Boston  University  1971.  Sub- 
specialty, gastroenterology.  Board  certified  (IM). 
Partnership  or  group.  Available  August  1978. 
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Uday  V.  Gupte,  M.D.,  1012  Clintonville  Street,  White- 
stone,  New  York  1 1357.  T.N.  Medical  College,  Bom- 
bay (India).  Subspecialty,  gastroenterology.  Board 
certified  (IM).  Partnership  or  group.  Available  Janu- 
ary 1978. 

Gerald  Einaugler,  M.D.,  2270  Ocean  Avenue,  Brook- 
lyn, New  York  11229.  University  of  Bologna  (Italy) 
1975.  Board  eligible.  Solo,  partnership,  group.  Avail- 
able July  1978. 

M.  Ganesharajah,  M.D.,  50  South  Munn  Ave.,  Apt. 
420,  East  Orange  07018.  Ceylon  1970.  Subspecialty, 
nephrology.  Board  eligible.  Group,  partnership,  solo. 
Available. 

Robert  E.  Greenspan,  M.D.,  1240  Mulford  Road, 
Columbus,  Ohio  43212.  University  of  Maryland  1971. 
Group,  partnership,  research.  Available  July  1978. 

Barry  Elliot  Field,  M.D.,  4461  Pacific  Coast  Highway, 
Apt.  C-205,  Torrance,  California  90505.  Einstein. 
Subspecialty,  gastroenterology.  Board  certified  (IM). 
Group  or  partnership.  Available  September  1978. 

NEPHROLOGY  — Ralph  J.  Carciana,  M.D.,  2556 

Alderney  Lane,  Winston-Salem,  North  Carolina 
27103.  Tufts  1974.  Board  eligible.  Group.  Available 
July  1978. 

NEUROLOGY  — Sadasivam  Modali,  M.D.,  51-55  Van 
Kleeck  Street,  Apt.  3-J,  Elmhurst,  New  York  11373. 
Kurnool  Medical  College  (India)  1964.  Board  eligible. 
Group,  partnership,  or  hospital  practice.  Available. 


Lester  Hershman,  M.D.,  500  East  85th  Street.  Apt. 
3-F,  New  York,  New  York  10028.  Mt.  Sinai  (NYC) 
1974.  Board  eligible.  Group,  partnership,  solo.  Avail- 
able July  1978. 

Peter  J.  Barbour.  M.D.,  1711  -A  Marshall  Court,  Los 
Altos,  California  94022.  Temple  1974.  Group  or 
partnership.  Available  July  1978. 

OBSTETRICS/GYNECOLOGY -R.  George  Cherian, 
M.D.,  3450-2 IN  Wayne  Avenue,  Bronx,  New  York 
10467.  Kasturba  (India)  1970.  Board  eligible.  Solo  or 
partnership.  Available. 

Louis  J.  Freedman,  M.D.,  210  Locust  Street,  Apt. 
12-A,  Philadelphia,  Pennsylvania  19106.  University 
of  Pennsylvania.  Group  (specialty)  or  partnership. 
Available  July  1978. 

Akbar  Omar,  M.D.,  85  Riverdale  Avenue,  Apt.  A-642, 
Yonkers,  New  York  10701.  Dow,  Karachi  (Pakistan). 
Solo,  partnership,  or  group.  Available  July  1978. 

Leonard  Pass,  M.D.,  6 Douglas  Mowbray  Road,  Peek- 
skill,  New  York  10566.  Board  certified.  Solo,  partner- 
ship, or  group.  Available  September  1977. 

Parimal  S.  Bhayani,  M.D  , 1275  Rock  Avenue,  Apt. 
KK-7,  North  Plainfield  07060.  Univ.  of  Bombay  1968. 
Board  eligible.  Group  or  partnership.  Available. 

Wook  Chung,  M D.,  950  49th  Street,  Apt.  6-J,  Brook- 
lyn, New  York  11219.  Catholic  Medical  College 
(Korea)  1967.  Group,  partnership,  or  solo.  Available 
July  1978. 
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HOCHE 


Please  see  complete  product  information, 
a summary  of  which  follows: 


Each  Berocca  Tablet  contains: 

Thiamine  mononitrate  (Vitamin  B,) . 15  mg 


Riboflavin  (Vitamin  B2) 15  mg 

Pyridoxine  HCI  (Vitamin  Be) 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (Vitamin  B,2) 5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid  (Vitamin  C) 500  mg 
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Indications:  Nutritional  supplementation  in 
conditions  in  which  water-soluble  vitamins 
are  required  prophylactically  or  thera- 
peutically. 

Warning:  Not  intended  for  treatment  of 
pernicious  anemia  or  other  primary  or  sec- 
ondary  anemias.  Neurologic  involve- 
ment  may  develop  or  progress, 
■gi.  despite  temporary  remission  of 
I anemia,  in  patients  with  perm- 
cious  anemia  who  receive 
fe.  more  than  0 1 mg  of  folic  acid 
per  day  and  who  are  inade- 
quately treated  with  vita- 
BjT  min  B,2. 

Dosage:  1 or  2 tablets 
daily,  as  indicated  by 
clinical  need. 

Available:  In  bottles  of 
100  and  500 
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ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
N utley.  New  Jersey  07110 


N.  D Karmali,  M.D  . c/o  Daniel  Boone  Clinic.  Har- 
lan, Kentucky  40831.  T.N.  Medical  College,  Bombay 
(India)  1971.  Board  eligible  Partnership  or  group. 
Available  January  1978. 

OPHTHALMOLOGY- Frederick  C.  Blades,  M.D..  499 
River  Road,  Fair  Haven  07701.  George  Washington 
University  1969.  Board  eligible  Part-time,  close  to 
Red  Bank.  Available. 

Davinder  Singh  Rehsia,  M.D  . 504-671  William  Ave- 
nue, Winnipeg  R3E  0Z2.  Manitoba,  Canada.  Amrit- 
sar, Punjab  (India)  1969.  Board  eligible  Group,  part- 
nership, or  emergency  room.  Available.  December 
1977. 

Howard  Jay  Gross,  M.D  , 31 15  Breton  Avenue,  Davis, 
California  95616.  George  Washington  University 
1971.  Board  eligible.  Solo,  partnership,  group.  Avail- 
able April  1978. 

Allan  Stuart  Markowitz.  M.D.,  3535  Rochambeau 
Avenue.  Apt.  2-L.  Bronx,  New  York  10467.  Einstein 
1974.  Board  eligible.  Group,  partnership,  solo,  or 
institutional.  Available  July  1978. 

ORTHOPEDIC  SURGERY  — Michael  Hahn,  M.D.,  85 
Schuyler  Drive,  Edison  08817.  NYU  (Downsfate) 
1969.  Board  Eligible.  Group  or  partnership.  Available. 

Jeffery  H Phillips,  M.D.,  3450-23  Wayne  Avenue, 
Bronx,  New  York  10467.  Einstein  1974.  Group  or 
partnership.  Available  July  1978. 


Alfred  C.  Lotman,  M.D.,  1640  Johnson  Avenue,  Apt. 
1 62- B,  Petersburg.  Virginia  23801.  Tulane  1971.  Board 
certified.  Group.  Available. 

PATHOLOGY  — Vasundhara  G.  Bindinganavile,  M D., 
42  Walnut  Street,  Montclair  07042.  Bangalore  Medi- 
cal College  (India)  1969.  Group  or  institutionally- 
based.  Available  July  1978. 

Surabhan  Ratanasen,  M.D.,  156  Corliss  Avenue.  Apt. 
706.  Johnson  City,  New  York  13790.  Chulalongkorn, 
Bangkok  (Thailand)  1971.  Board  eligible.  Solo,  part- 
nership, or  group.  Available  October  1 977. 

Moo  Keun  Lee,  M.D.,  120  Randolph  Road.  Apt.  #48, 
Plainfield  07060.  Yonsei  (Korea)  1968.  Group  or 
partnership.  Available  July  1978. 

PEDIATRICS  — Allen  S.  Retirado,  M.D.,  639  Albany 
Avenue.  Apt.  4-J.  Brooklyn,  New  York  11203.  U.E. 
College  of  Medicine  (Philippines)  1971.  Board  eligible. 
Group,  partnership,  hospital  or  institutionally  based. 
Available. 

Johannes  B Lukito,  M.D.,  2101  Canarsie  Road, 
Brooklyn,  New  York  11236.  University  of  Indonesia 
1969.  Board  eligible.  Subspecialty,  hematology.  Solo, 
partnership,  or  group.  Available  January  1978. 

Susan  R De  Castro,  M.D.,  East  16th  Street,  Alma, 
Georgia  31510.  Far  Eastern  (Philippines)  1965.  Board 
eligible.  Group,  partnership,  solo,  or  public  health. 
Available  April  1978. 
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Ferdous  Kazemi,  M.D.,  301  East  64th  Street,  Apt. 
9-J,  New  York  City  10021.  Tehran  (Iran)  1969.  Board 
certified.  Group,  partnership,  solo.  Available. 

Richard  Lander,  M.D.,  115  Old  Short  Hills  Road, 
Apt.  335,  West  Orange  07052.  Guadalajara  (Mexico) 
1974.  Board  eligible.  Group,  partnership,  solo.  Avail- 
able July  1978. 

RADIOLOGY  — Sun  Hyung  Park,  M.D.,  230  Elruth 
Court,  Apt.  86,  Girard,  Ohio  44420.  Yonsei  University 
(Korea)  1972.  Board  eligible.  Solo,  partnership,  group, 
institutional.  Available  November  1977. 

SURGERY-George  E.  Wilkinson,  Jr.,  M.D.,  98  March- 
mont  Crescent.  Edinburgh  EH9  1HD,  Scotland. 
CMDNJ  1972.  Board  eligible.  Group.  Available. 

Jorge  Antonio  Melendez,  M.D.,  1 Hillside  Drive, 
Batavia,  New  York  14020.  San  Agostin  University 
(Peru)  1967.  Board  certified.  Partnership,  group,  insti- 
tutionally based.  Available  August  1978. 

Sham  Yung,  M.D.,  1035  Beach  Road,  Apt.  B-10, 
Cheektowaga,  New  York  14225.  Chung  Shan  Medical 
College  (Taiwan)  1972.  Board  eligible.  Solo,  partner- 
ship, group,  emergency  room.  Available  December 
1977. 

Irvathur  Narasimha  Nayak,  M.D.,  1 15  Old  Short  Hills 
Road,  Apt.  526,  West  Orange  07052.  Stanley  Medical 
College,  Madras  (India)  1963.  Board  eligible.  Solo, 
partnership,  group.  Available  January  1978. 


James  Fredrick  Davison,  3699  Kendall  Avenue,  Cin- 
cinnati, Ohio  45208.  St.  Louis  University  1972.  Spe- 
cial interest,  urological  surgery.  Partnership  or  group. 
Available  July  1978. 

Richard  J.  Winkle,  M.D.,  114  Country  Club  Road, 
Willingboro  08046.  Cornell  1960.  Board  certified.  Sub- 
specialty, thoracic  and  vascular  surgery.  Available. 

Martin  Gewecke,  M.D.,  143-11  Kirkbride  Road, 
Voorhees  Township  08043.  Munich  1967.  Board 
eligible.  Group,  partnership,  hospital.  Available 
January  1978. 

Manuel  S.  DiJamco,  M.D.,  1432  Arch  Street,  Apt. 
B-201,  Norristown,  Pennsylvania  19401.  Manila 
Central  University  (Philippines)  1952.  Group,  partner- 
ship, or  solo.  Available  July  1978. 


UROLOGY— Bruce  Devon,  M.D.,  675  Delaware  Avenue, 
Buffalo,  New  York  14202.  Tufts  1973.  Board  eligible. 
Solo,  partnership,  or  group.  Available  July  1978. 

Louis  D’Amico,  M.D.,  1061  Renfield  Road,  Cleveland 
Heights,  Ohio  44121.  Hahnemann  1973.  Group, 
partnership,  solo.  Available  July  1978. 

V.  R.  Goli,  M.D.,  195  Deveron  Crescent,  London, 
Ontario,  Canada  N52  4J4.  Guntur  (India)  1962.  Board 
eligible.  Group,  partnership,  or  solo.  Available  July 
1978. 


212th  Annual  Meeting 

May  6-9 

Headquarters  Hotels 
Holiday  Inn  — Howard  Johnson’s  Regency 

Atlantic  City 
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CLINICAL  NOTE 

Three  similar  cases  of  retained  rubber  tips  in 
the  ear  canal  in  admitted  drug  users  later  were 
brought  to  our  attention. 

Cerumen  as  a Lubricant* 

Discussion 

William  Weber,  M.D.,  and 
Sharir  Raz,  M.D.,  Newark 

Self-inflicted  disorders  may  occasionally  be 
indistinguishable  from  “true”  disease  processes. 

The  otolaryngologist  frequently  is  called  upon 
to  remove  a foreign  body  from  the  ear  canal. 
Most  foreign  objects  are  seen  in  the  younger 
age  group  and  are  easily  discernible.  Some  are 
unusual  and  even  difficult  to  identify.1  -2-3 

When  a reasonably  intelligent  person  denies 
knowledge  of  two  foreign  bodies  in  his  ears  he 
most  likely  is  not  telling  the  truth.  And  indeed, 
on  investigating  this  question  further,  it  became 
apparent  that  a drug  addict  habitually  may 
insert  syringe  plungers  into  his  ear  canal  for 

This  paper  describes  a unique  otic  foreign  body,, 
the  presence  of  which  could  provide  a clue  to 
the  life  style  of  the  patient. 

lubrication  prior  to  the  drug  injection.  It  is  not 
clear  why  the  patient  presented  at  our  clinic. 
Was  it  to  rid  himself  of  a disturbing  foreign 
body,  or  perhaps  to  correct  his  natural  source 

Case  Report 

of  lubricant? 

A twenty-six-year-old  male  presented  with  a complaint  of 
right  ear  pain  over  the  last  two  days.  On  examination  each 
of  his  ear  canals  was  occluded  by  a dark  foreign  body, 
which  upon  removal  proved  to  be  the  rubber  tip  of  a one 
cc  tuberculine  syringe  plunger  (Figure  1).  Even  at  that  point 
the  patient  denied  knowledge  of  how  this  occurred. 

Summary 

Drug  addicts  may  be  identified  indirectly  if  a 
part  of  a syringe  plunger  is  found  in  their  ex- 
ternal canal,  after  it  has  separated  during  the 
process  of  lubrication  prior  to  drug  injection. 

JELCO 

m 
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•From  the  Section  of  Otolaryngology  of  the  New  Jersey 
Medical  School,  CMDNJ,  Newark.  Dr.  Weber  is  now  in 
private  practice  in  Easton,  Pennsylvania  (Lafayette  Towers, 
Suite  127) 

A Different  Look  at  Medicaid 

Your  attention  is  directed  to  an  AMA  Mews  Release  of  August  3,  which  reprinted  from  the 
Provincetown,  Mass.  Advocate  an  article  entitled  “How  U.S.  Turns  Medicaid  into  ‘Second 
Class’  Medicine.”  The  commentary  was  authored  by  one  of  our  members  from  the  Passaic 
County  Medical  Society,  Dr.  Robert  A.  Goldstone.  Interested  readers  may  obtain  a copy  from 
Dr.  Goldstone  — 646  East  28th  St.,  Paterson  07504  — (201)  523-7878. 
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The  anguish  associated  with  cancer  is  compounded  by 
the  cancer  quack.  False  hopes— harmful  delays— 
devastating  expenses— deceptive  diagnoses— loss 
of  life— these  are  hazards  facing  the  cancer  patient 
desperate  enough  to  seek  a cancer  quack. 

The  problem:  how  to  divert  the  patient  from 
this  tragic  encounter. 

As  medical  guide,  family  counselor,  trusted 
friend— you,  doctor,  play  a major  role  in  the 
fight  against  cancer  quackery. 

We  are  here  to  serve  as  your  partner. 

Our  National  Office  maintains  an  up-to-date 
central  clearinghouse  for  materials  on  unproven 
methods  of  cancer  diagnosis  and  treatment.  This  is 
a unique  operation  and  the  principal  source  of  such 
information  in  the  country.  Its  services  are  widely 
used.  Hundreds  of  inquiries  are  received  and 
answered  from  all  segments  of  the 
community,  from  coast  to  coast. 

To  trigger  grass-roots  action,  we  have 
formulated  a model  State  Cancer 
Remedy  Act  designed  to  control  the 
promotion  and  sale  of  unproven 
methods  of  cancer  management.  This 
has  helped  to  inspire  some  20  states  to 
enact  or  consider  legislation  against 
cancer  quackery— with  active  support 
from  the  medical  community.  Copies 
of  the  model  act,  as  well  as  copies  of 
laws  in  effect,  are  available  through 
our  National  and  Division  offices. 

In  these  actions  against  cancer 
quackery,  as  in  all  our  efforts  against 
cancer,  ours  is  a lifesaving  partnership. 


American  Cancer  Society  '2 


LETTERS  TO 
THE  JOURNAL 


A Mess  of  Pottage? 

Dear  Editor: 


July  18, 1977 


The  resolution  to  act  positively  and  affirma- 
tively on  the  Garramone  legislative  package  by 
the  Medical  Society  of  New  Jersey  is  a shame- 
ful piece  of  business,  because  it  includes  support 
of  Garramone  bill  1245,  which  promises  im- 
munity for  physicians  who  report  suspicions  of 
incompetence  about  other  physicians  to  the 
State  Board  of  Medical  Examiners. 


Admittedly,  tort  reform  is  desirable,  but  not  so 
desirable  that  it  should  be  voted  in  conjunction 
with  a bill  that  threatens  American  freedoms 
and  turns  colleagues  into  potential  informers. 
This  package  is  not  worthy  of  the  support  of 
the  physicians  of  the  state  of  New  Jersey.  It 
should  be  possible  to  get  tort  reform  without 
our  having  to  sell  our  birthright  for  a mess  of 
pottage. 


(signed)  Charles  Harris,  M.D. 


The  Physician  Assistant 


Dear  Editor: 


August  1,  1977 


In  the  June  issue  of  The  Journal  of  the  Medical 
Society  of  New  Jersey  the  Editor  chided  the 
profession  for  shutting  up  like  a clam  and  not 
expressing  its  opinions.  I am  afraid  that  many 
members  of  the  Medical  Society  have  rightly 
thought  that  I open  my  mouth  too  frequently, 
but  as  long  as  the  Editor  insists  I will  express 
my  opinion  about  the  need  to  license  physician 
assistants. 


As  a physician  who  practiced  for  35  years  in 
New  Jersey,  and  as  the  former  Medical  Direc- 


tor of  a large  hospital,  I would  like  to  object 
strongly,  as  I have  in  the  past,  to  the  need  for 
physician  assistants  and  to  the  bill  which  would 
give  them  a license.  First  I wish  to  state  that  the 
finest  professional  assistant  a doctor  ever  had  or 
will  have  is  a graduate  nurse  and  I have  found 
this  opinion  to  be  held  by  the  physicians  I have 
asked  who  are  engaged  in  the  private  personal 
practice  of  medicine  and  who  deliver  most  of  the 
medical  services  in  the  State  of  New  Jersey.  I 
realize,  however,  that  some  academicians  and 
physicians  in  large  clinics  who  have  a different 
concept  of  “personal  medical  care”  may  not 
agree  with  me. 

It  was  pointed  out  to  the  faculty  of  the  Rutgers 
Medical  School  by  the  New  Jersey  Hospital 
Association,  the  New  Jersey  Nurses’  Associa- 
tion, the  Medical  Society  of  New  Jersey  and  the 
State  Board  of  Medical  Examiners  that  there 
was  no  proven  need  for  physician  assistants  at 
the  time  the  program  was  first  proposed;  and 
that  the  $200,000  federal  grant  and  the  pro- 
posed state  budget  for  the  program  of  $751,441 
for  1977,  $1,823,256  for  1978  and  $4,843,848 
for  1981  could  be  spent  better  on  enlarging  the 
medical  schools  to  train  more  doctors  or  on 
nursing  schools  to  provide  more  graduate 
nurses  who  have  proved  their  ability  to  provide 
excellent  medical  care  when  working  with 
physicians. 

It  has  been  suggested  that  the  new  physician 
assistants,  in  their  striking  colored  uniforms, 
should  receive  $2,000  to  $3,000  a year  more 
than  graduate  nurses.  As  the  Medical  Director 
of  the  Margaret  Hague  Hospital  I spent  con- 
siderable time  in  attempts  to  obtain  an  ade- 
quate nursing  staff  and  adequate  salaries  for 
nurses.  I have  to  protest  even  the  consideration 
of  paying  more  (or  even  the  same  salary)  to  one 
of  the  recent  physician  assistant  graduates 
than  you  would  to  an  experienced  staff  nurse. 
The  fact  that  the  state  accepted  the  federal 
money  and  spent  additional  hundreds  of  thou- 
sands of  dollars  of  state  funds  is  a poor  argu- 
ment for  continuation  of  this  program,  the  need 
for  which  was  never  proved;  nor  is  it  a good 
argument  for  licensing  the  graduates. 

(signed)  Joseph  P.  Donnelly,  M.D. 
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ANNOUNCEMENTS 


Graduate  Course  in  Anesthesiology 

The  Brookdale  Hospital  Medical  Center  in 
Brooklyn  is  offering  two  graduate  symposiums 
in  anesthesiology — October  29  and  November 
5.  Topic  for  the  first  program  is  “Coagulop- 
athies in  the  Operative  Patient  and  Blood 
Component  Therapy.”  The  second  program 
presents  “Fetal  Monitoring  and  Anesthetic 
Management  in  High-Risk  Pregnancy  and 
Fetal  Distress.”  The  sessions  run  from  8:30 
a.m.  to  12:30  p.m.  and  the  fee  for  each  is  $20; 
preregistration  is  required.  Each  symposium 
will  allow  four  credit  hours  in  Category  I of 
the  Physician’s  Recognition  Award.  For  addi- 
tional information,  please  communicate  with 
William  Mackler,  M.D.,  Brookdale  Hospital 
Medical  Center,  Office  of  Continuing  Educa- 
tion, Linden  Boulevard,  Brooklyn  1 1212  — 
(212)  240-5317. 

Conference  on  Learning  Disorders 

On  October  29  the  Department  of  Pediatrics  of 
the  Medical  College  of  Pennsylvania  will  offer 
a one-day  conference  on  children  with  learning 
disorders  — alternative  pathways.  The  program 
will  consist  of  lectures,  small  group  discussion 
sessions,  and  a panel  discussion  on  controver- 
sies in  the  concept  of  learning  disabilities. 
Another  panel  will  consider  the  costs  involved 
and  the  resources  available  for  these  children. 
Other  topics  include  “Influences  of  Early  En- 
vironmental Facts  on  Development,”  “Alter- 
native Educational  Strategies  for  Children  with 
Learning  Disorders,”  and  the  “Management 
of  Hyperactive  Children.”  The  fee  is  $35  and 
includes  luncheon.  Registration  is  limited.  For 
information  write  to  the  Office  of  Medical 
Education,  the  Medical  College  of  Penn- 
sylvania, 3300  Henry  Avenue,  Philadelphia 
19129  or  telephone  (215)  842-71 18. 

Seminar  on  Anesthesiology 

From  8 a.m.  to  3:30  p.m.,  on  Saturday,  Novem- 
ber 12,  Helene  Fuld  Medical  Center  in  Trenton 


will  present  a seminar  in  anesthesiology,  sup- 
ported in  part  by  a grant  from  Pfizer  Labora- 
tories. The  topics  offered  by  guest  speakers  will 
include  “Plexus  Anesthesia,”  “Management  of 
Pain,”  “Malignant  Hyperthermia,”  “Renal  and 
Anesthetic  Management  of  the  Surgical 
Patient,”  and  “Health  Hazards  of  Anesthesia 
Pollution  and  Control.”  Advance  registration 
is  required.  The  fee  is  $10  ($5  for  residents  and 
students)  and  includes  buffet  luncheon.  Five 
credit  hours  will  be  given  in  Category  I of  the 
AMA  Physician's  Recognition  Award.  For 
additional  information  and  registration  form, 
please  communicate  with  Mrs.  Diana  Weigand, 
Helene  Fuld  Medical  Center,  750  Brunswick 
Avenue,  Trenton  08638  — (609)  396-6575. 

Cancer  Seminar 

On  November  12  and  13,  under  the  sponsorship 
of  the  American  Cancer  Society,  a seminar  en- 
titled “Metastatic  Cancer:  End  of  the  Road  or 
Start  of  the  Journey”  will  be  presented  at  the 
Marriott  Hotel  in  Saddle  Brook.  Lectures  will 
be  offered  on  the  following  topics: 

Newer  Diagnostic  Techniques  in  Cancer 

Recent  Advances  in  Long-Term  Management  of  Leukemia, 
Lymphoma,  and  Hodgkins  Disease 

Management  of  Metastatic  Carcinoma  of  Solitary  Cervical 
Lymph  Nodes 

Ovarian  Cancer 

Metastatic  Breast  Cancer:  Radiation  Therapy,  Chemo- 
therapy, and  Endocrinology 

Chemotherapy  in  T reatment  of  Metastatic  Colon  Cancer 

The  Patient's  Right  To  Know  — Participation  in  Manage- 
ment 

Current  Role  of  Immunology  in  Therapy  of  Cancer 
Management  of  Pain 

Advances  in  Management  of  Prostatic  Carcinoma 

Application  has  been  made  for  CME  credit  in 
the  American  Academy  of  Family  Physicians 
and  the  Association  of  Osteopathic  Physicians, 
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and  in  Category  I of  the  AMA  Physician’s  Rec- 
ognition Award. 

The  fee,  which  includes  luncheon  on  Saturday 
and  coffee/pastry  and  “coke”  breaks  on  each 
day,  is  $15.  Advance  registration  is  requested. 

For  additional  information,  please  communi- 
cate with  Ms.  Alex  Kubiaczyk,  Director  of  Pro- 
fessional Education,  American  Cancer  Society, 
2700  Route  22  East,  Union,  New  Jersey  07083. 

Seminar  on  Clinical  Public  Relations 

On  November  13  the  Inter-Agency  Commission 
on  Emergency  Medical  Care  will  sponsor  a 
seminar  on  clinical  public  relations  — the  har- 
monizing of  pre-hospital  and  emergency  room 
relationships.  Some  of  the  topics  to  be  pre- 
sented are:  Relationship  between  Emergency 
Department  and  Pre-Hospital  Emergency 
Service  Personnel,  Pre-Hospital  Care  of 
Multiple  Injuries,  Pre-Hospital  Care  of  Injuries 
to  the  Extremities,  Management  of  Obstructed 
Airway,  Positioning  of  the  Respiratory  Distress 
and  Cardiac  Patient,  Pre-Hospital  Manage- 
ment of  the  Punctured  Lung,  and  Medico- 
Legal  Implications  in  Pre-Hospital  Care.  Fee 
for  the  program,  which  is  limited  to  500  regis- 
trants, is  $6.  Application  has  been  made  for 
credit  in  Category  I of  the  AMA  Physician’s 
Recognition  Award.  For  information  please 
write  to  the  Inter-Agency  Commission  on 
Emergency  Medical  Care,  315  West  State 
Street,  Trenton  086 1 8 - (609)  394-3 1 54. 

Infectious  Disease  and  Immunology 

Under  the  sponsorship  of  The  Children’s 
Hospital  of  Philadelphia  a seminar  on  infectious 
disease  and  immunology  will  be  held  on 
November  18  and  19  at  the  hospital  (34th 
Street  and  Civic  Center  Boulevard).  The 
program  is  designed  to  familiarize  the  prac- 
ticing pediatrician  and  family  practitioner  with 
recent  advances  in  infectious  diseases  and 
immunology.  Included  will  be  case  presenta- 
tions, didactic  lectures,  and  panel  discussions. 
A fee  will  be  charged  and  application  has  been 
made  for  credit  in  Category  I of  the  AMA 
Physician's  Recognition  Award.  For  informa- 


tion please  communicate  with  Patrick  S. 
Pasquariello,  Jr.,  M.D.,  The  Children’s 
Hospital  of  Philadelphia  at  the  above  address  — 
(215)387-6000,  ext.  307. 

Medicine  and  Government 

On  December  14,  at  Cedar  Gardens  Restau- 
rant, Route  33  (Hamilton  Square),  Trenton,  the 
Mercer  County  Medical  Society  will  present  a 
program  on  “Current  Trends  in  Medicine  and 
Government.”  The  scheduled  guest  speaker  is 
Otis  R.  Bowen,  M.D.,  Governor  of  Indiana. 
The  session  will  convene  at  6:30  p.m.  with 
cocktails;  dinner  will  be  served  at  7:30  p.m. 
All  physicians  are  invited  to  participate.  The 
cost  is  $20  and  a check,  payable  to  the  Mercer 
County  Medical  Society,  should  accompany 
your  request  for  reservation.  Please  communi- 
cate with  Mrs.  F.  Q.  Nicholas,  Executive 
Secretary,  Mercer  County  Medical  Society, 
212  Scotch  Road,  Trenton  08626  (609) 

392-1123. 

Plastic  Surgery  Conference  in  Egypt 

The  10th  International  Congress  on  Ophthalmic 
and  Otolaryngic  Plastic  Surgery  will  be  held 
March  10  through  19,  1978  in  Egypt.  All 
scientific  sessions  will  be  held  in  Cairo.  The 
American  lecturer  will  be  Gerald  Shannon, 
M.D.,  Chairman  of  the  Oculoplastic  Depart- 
ment, Wills  Eye  Hospital,  Philadelphia.  A 
complete  program  and  other  details  of  the 
Congress  are  available  from  Ralph  L.  Dicker, 
M.D.,  245  East  63rd  Street,  New  York  10021. 

Graduate  Course  in  Radiology 

At  the  Duke  University  Medical  Center  in 
Durham,  from  April  3 to  7,  1978,  the  Depart- 
ment of  Radiology,  Duke  University  Medical 
Center,  will  present  its  6th  annual  postgraduate 
course  on  “Radiology  of  Neoplastic  Diseases.” 
Emphasis  will  be  on  personalized,  tutorial 
teaching  by  recognized  authorities,  using 
original  roentgenograms  and  supplemental 
slide  material.  There  will  be  ample  opportunity 
for  discussion.  The  subject  matter  will  include 
all  facets  of  neoplastic  disease,  including  com- 
prehensive coverage  of  diagnostic  techniques. 
A detailed  abstract  book  with  references  will  be 
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provided.  Twenty-seven  credit  hours  will  be 
given  in  Category  I of  the  AM  A Physician’s 
Recognition  Award.  Inquiries  should  be 
addressed  to  the  Program  Director,  Robert 
McLelland,  M.D.,  Radiology  — Box  3808, 
Duke  University  Medical  Center,  Durham, 
North  Carolina  27710. 

Preceptorships  for  Practicing  Physicians 

The  Medical  College  of  Pennsylvania  will  offer 
“Preceptorships  for  Practicing  Physicians” 
during  the  1977-1978  academic  year.  In  an 
effort  to  meet  individual  continuing  medical 
education  needs,  the  program  is  designed  to 


give  both  the  general  practitioner  and  the 
specialist  the  opportunity  to  update  present 
skills  and  to  learn  new  patient  care  techniques. 
Sessions  will  be  available  in  anesthesiology, 
medicine,  neurology,  obstetrics/gynecology, 
pathology,  pediatrics,  psychiatry,  radiology, 
and  surgery.  Hour-for-hour  credit  will  be 
allowed  in  Category  I of  the  AMA  Physician's 
Recognition  Award  and  application  for  credit 
has  been  made  to  the  AAFP.  For  further 
information,  please  communicate  with  Sylvia 
S.  Yedinsky,  M.D.,  Assistant  Dean  for  Con- 
tinuing Medical  Education,  The  Medical 
College  of  Pennsylvania,  3300  Henry  Avenue. 
Philadelphia  19129. 


MEETINGS  OF  MEDICAL  INTEREST 

This  listing  is  compiled  through  the  cooperation  of  the  Committee  on  Medical  Education  of  The  Medical  Society  of  New 
Jersey,  the  Academy  of  Medicine  of  New  Jersey,  the  New  Jersey  Chapter  of  the  American  Academy  of  Family  Physicians, 
and  the  Office  of  Continuing  Medical  Education  of  the  College  of  Medicine  and  Dentistry  of  New  Jersey.  For  information 
on  accreditation,  please  contact  the  sponsoring  organ ization(s),  indicated  by  italics  — last  line  of  each  item. 


Oct. 

12  Dreams  in  Psychotherapy 

8:30-10:30  p.m.  —Guido’s  Restaurant.  Hackensack 
(North  Jersey  Psychiatric  Society  and  AMNJ) 

12  Hyperlipidemia 

1-3  p.m.  — Christ  Hospital.  Jersey  City 
( Christ  Hospital.  AMNJ  and  AAFP) 

12  Proper  Use  of  Antibiotics 

1:30  p.m.  — John  E.  Runnells  Hospital.  Berkeley 
Heights 

(AMNJ and  AAFP) 

1 2 Psy  chiatric  Aspects  of  Endocrinology 

3:15p.m.  — Fair  Oaks  Hospital 
(AMNJ and  AAFP) 

12  Endocrine  Hypertension:  Update  1977 

1-2:30  p.m.  — VA  Hospital,  Lyons 
(V  A Hospital  and  AM  NJ) 

12  Degenerative  Diseases  of  Old  Age 

9 a m -4:30  p.m.  — VA  Hospital.  East  Orange 
( V A Hospital  and  A M NJ) 

12  Multidisciplinary  Approach  to  Cancer 

19  2-6  p.m.  — Newark  Beth  Israel  Medical  Center 

26  (Newark  Beth  Israel  Medical  Center  and  A MNJ) 


12  Internal  Medicine  and  Therapeutics 

19  9-11  a. m.  — Middlesex  General  Hospital, 

26  New  Brunswick 

(Middlesex  General  Hospital  and  AMNJ) 

12  Q Waves:  Their  Clinical  Implication 
19  Thromboembolism  Disease 
26  Clinical  Pathology  Conference 

9:30-1 1 a.m.  — Bergen  Pines  County  Hospital.  Paramus 
(Bergen  Pines  County  Hospital  and  AMNJ) 

12  Continuing  Medical  Education  Program 

19  10:30-1 1 :30  a.m.  — Clara  Maass  Memorial  Hospital. 

26  Belleville 

( Clara  Maass  Memorial  Hospital  and  AAFP) 

12  Courses  for  Psy  chiatrists 

19  8-10  p.m.  — Hackensack  Hospital 

26  (N.J  Psychoanalytic  Society  and  A MNJ) 

12  Valvular  Heart  Disease  Indicated  Therapy 
19  Inflammatory  Bowel  Disease 

26  Endocarditis 

9-1 1 a.m.  Riverview  Hospital.  Red  Bank 
(Riverview  Hospital  and  AMNJ) 

13  Atrial  Myxoma 

8-9  p.m  Deborah  Heart  and  Lung  Center.  Browns 
Mills 

( Burlington  Count i Medical Societs  and  AMNJ) 
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13  High  Risk  Obstetrics 

12  noon-1  p.m.  — St.  Mary’s  Hospital,  Orange 
(St.  Mary’s  Hospital  and  AMNJ ) 

13  Blood  Component  Therapy 
17  Congenital  Heart  Defects 
20  Surgical  Infections 
24  Swan-Ganz  Catheter 
27  Pulmonary  Function  Tests 
31  Ventilators  and  Respirators 

5-6  p.m.  — St.  Francis  Medical  Center,  Trenton 
(St.  Francis  Medical  Center) 

13  Difficult  Upper  Intestinal  Bleeding 
20  Non-Hodgkin’s  Lymphomas  — Part  I 
27  Non-Hodgkin’s  Lymphomas  — Part  II 

3:30-4:30  p.m.— Burlington  Co.  Memorial  Hospital, 
Mount  Holly 

( Burlington  Co  Memorial  Hospital) 

13  Pediatric  Allergy  Course 

20  1 1 a m. -12  noon  —Children’s  Hospital  of  Newark 

27  (Children’s  Hospital  of  Newark  and  A M NJ) 

13  Laboratory  Considerations  of  Pulmonary  Diseases 

6:15  p.m  — Bridgeton  Hospital 
(Bridgeton  Hospital) 

14  Psychiatric  Lecture  Series 

21  1 :30-5  p.m.  — Trenton  Psychiatric  Hospital 

28  (Trenton  Psychiatric  Hospital  and  AMNJ) 

14  Preservation  of  Ischemic  Myocardium 

11  a m. -12  noon  — Ciba-Geigy.  Pharmaceuticals  Div„ 
Summit 

(Ciba-Geigy  and  A MNJ) 

15  Genetics  for  the  Clinician 

9  a.m.-l  p.m.  — Morristown  Memorial  Hospital 
(Morristown  Memorial  Hospital  and  AM  NJ) 

17  Current  Treatment  of  Burns 

1 2 noon  — Hospital  Center  at  Orange 
(AMNJ  and  A AFP) 

17  Neuroscience  Conferences 

24  1 1:30  a. m. -12:30  p.m.—  Bergen  Pines  County 

31  Hospital,  Paramus 

(Bergen  Pines  County  Hospital  and  AMNJ) 

18  Coronary  Artery  Disease 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AMNJ  and  A AFP) 

18  Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — St.  Michael's  Hospital,  Newark 
(New  Jersey  Thoracic  Society  and  AMNJ) 

18-  AM  A Regional  CME  Program 

19  Hershey  Motor  Lodge,  Hershey,  Pa. 

(Hahnemann,  Jefferson,  Medical  College  of  Pa., 
CMDNJ,  Howard,  Penn  State,  Rutgers.  Temple, 
Univ.  of  Pa.,  Univ.  of  Pittsburgh,  Pa.  Medical  Society) 

18  Treatment  of  Hypertension  Diabetes 

9-10  a.m.  — Holy  Name  Hospital,  Teaneck 
(Holy  Name  Hospital  and  AMNJ) 
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Psychiatric  Case  Conference 

7:30-9:30  a.m.  — Trenton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  AMNJ) 

Continuing  Education  Lectures  in  Psychiatry 

1- 3  p.m.  — Ancora  Psychiatric  Hospital,  Hammonton 
(Ancora  Psychiatric  Hospital  and  AMNJ) 

Chemotherapy  — Head  and  Neck  Cancer 

6- 10  p.m.  — Pascack  Valley  Hospital,  Westwood 
(Bergen  County  Society  of  Otolaryngologists 
and  AMNJ) 

Adjuvant  Chemotherapy  in  Neoplastic  Disease 

8- 9  a.m.  — So.  Ocean  County  Hospital,  Manahawkin 
(Burlington  County  Memorial  Hospital) 

The  Suicidal  Patient 

I p.m  — Trenton  Psychiatric  Hospital 
(AMNJ  and  A AFP) 

Hypovolemia,  Hypovolemic  Shock  in  the  Neonate 

2- 9  p.m.  — Ramada  Inn,  Rochelle  Park 

(St.  Joseph's  Hospital.  Paterson  and  AMNJ) 

Acute  Renal  Failure 

1-3  p.m.  — Christ  Hospital,  Jersey  City 
(Christ  Hospital  and  AMNJ) 

Trends  in  Cardiology 

10  a.m. -noon  and  2:15-4:30  p.m.  — Watchung  View 
Inn,  Bridgewater 

(Rutgers  Medical  School.  Raritan  Valley  Hospital, 
and  AMNJ) 

Updating  Peripheral  Neuropathy 

1-2  p.m.  — VA  Hospital,  Lyons 
( V A Hospital,  Lyons,  and  AMNJ) 

Cardiology  Conferences 

4-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(CM  DNJ-Rutgers  Medical  School  and  AMNJ) 

CME  Program  for  Family  Practitioners 

9- 1 1 a.m.  — West  Jersey  Hospital,  Voorhees 
( West  Jersey  Hospital  and  A A FP) 

Problem-Solving  Clinic 

I I a.m. -3:30  p.m.  — Pennington  Club,  Passaic 
(Passaic  Valley  PSRO  and  A M NJ) 

Failure  in  Sex  Therapy 

8:30-10:30  p.m.  —The  Manor,  West  Orange 

(Tri  County  Chapter.  NJ.  Psychiatric  Association 

and  A M NJ) 

A New  Look  at  Some  Old  Diseases 

9 a.m. -3  p.m.  — Rutgers  Medical  School,  Piscataway 
(Arthritis  Foundation.  NJ  Chapter  and  AMNJ) 

Special  Problems  in  Neurology 

7- 10  p.m.  — VA  Hospital,  East  Orange 
(VA  Hospital  and  AM  NJ) 

Viral  Etiology  of  Cancer 

1:45-5:30  p.m.  — Drew  University,  Madison 
( Ciba-Geigy  and  A MNJ) 
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20  Management  of  Patient  with  Diarrhea 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
( Somerset  Hospital  and  AMNJ) 

20  Assertive  Training 

9:30  a. m. -3:30  p.m.  — Trenton  Psychiatric  Hospital 
( Trenton  Psychiatric  Hospital  and  AMNJ) 

21  Cardiac  Rehabilitation 

5 p.m.  — Holiday  Inn,  Deepwater 
(AMNJ  and  A AFP) 

24  Outpatient  Management  — Urology 

8 p.m.  — Warren  Hospital 
(AMNJ  and  A AFP) 

25  Pulmonary  Infiltrates  and  Allergy  in  the  Surgical 
Patient 

8-10  p.m.  — Englewood  Men’s  Club 
(Englewood  Surgical  Society  and  AMNJ) 

25  Clinical  Pathological  Conference 

1-2  p.m.  — Trenton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  AMNJ) 

26  The  American  Diabetes  Association 

All  Day—  Morristown  Memorial  Hospital 
(Morristown  Memorial  Hospital,  AMNJ,  and 
American  Diabetes  Assoc.) 

26  Clinical  Hypnosis 

1-5  p.m.  — Ramada  Inn,  Clark 
(Rutgers  Medical  School  and  AMNJ) 

26  Appendicitis  in  the  Adolescent  Patient 

1 p.m. — Christ  Hospital,  Jersey  City 
(Christ  Hospital) 

26  Bleeding  Diseases 

1 1 :30  a.m.  — Rahway  Hospital 
(AMNJ  and  A AFP) 

26  Medical/Legal  Aspects  of  Medicine  and  Surgery 

3:15  p.m.  — Fair  Oaks  Hospital,  Summit 
(AMNJ  and  A AFP) 

26  Radiology 

8-9  a.m.  — So.  Ocean  County  Hospital,  Manahawkin 
(Burlington  Co.  Memorial  Hospital  and  A AFP) 

27  Advances  in  Newborn  Infections 

9:30  a.m.  — Newark  Beth  Israel  Medical  Center 
(AMNJ  and  A AFP) 

27  Retropubic  Prostatectomy 

12  noon-1  p.m.  — St.  Mary’s  Hospital,  Orange 
(St.  Mary’s  Hospital  and  AMNJ) 

28  Anti-Psychotic  Medications 

1-2  p.m.  — VA  Hospital,  Lyons 
( V A Hospital.  Lyons,  and  AMNJ) 

28  Proper  Use  of  Antibiotics 

12:30  p.m.  — Hamilton  Hospital,  Trenton 
(AMNJ  and  AAFP) 

29  Annual  Respiratory  Care  Symposium 

9 a.m.-l  p.m.  — Rugers  Medical  School,  Piscataway 
(N.J.  State  Society  of  Anesthesiologists  and  A M NJ) 


Community  Medicine 

9:30-10:30  a.m.  — Overlook  Hospital,  Summit 
(Overlook  Hospital  and  AAFP) 

Dermatology 

9 a.m.  — Freehold  Area  Hospital 
(A  MNJ  and  A A FP) 

Seventh  Annual  Seminar  — Emergency  Medicine 

All  day  — Hyatt  House,  Cherry  Hill 
(ACEP/EDNA) 

Chronic  Pain  — A Medical  Nemesis 

8-10  p.m.  — Seton  Hall  University,  So.  Orange 
(Mental  Health  Assoc,  of  Essex  County  and  AMNJ) 

Diabetes 

1 p.m. — Christ  Hospital 
(AMNJ  and  AAFP) 

Multidisciplinary  Approach  to  Cancer 

2-4  p.m.  — Newark  Beth  Israel  Medical  Center 
(Newark  Beth  Israel  Medical  Center  and  AMNJ) 


Clinical  Hypnosis 

1-5  p.m.  — Ramada  Inn,  Clark 
(Rutgers  Medical  School  and  AMNJ) 

Internal  Medicine  and  Therapeutics 

9-1 1 a.m.  — Middlesex  General  Hospital, 

New  Brunswick 

( Middlesex  General  Hospital  and  AMNJ) 

New  Non-Steroidal  Anti-Inflammatory  Drugs 
To  be  announced 
Environmental  Cancer 
Galactorrhea 

Host  Factors—  Influencing  the  Impact  of  Disease 

9:30-1 1 :30  a.m.  — Bergen  Pines  County  Hospital 
( Bergen  Pines  County  Hospital  and  AMNJ) 

Cardiology  Conferences 

4-6  p.m.  — Rutgers  Medical  School.  Piscataway 
(CM DNJ  and  AMNJ) 

Continuing  Medical  Education  Program 

10:30-11:30  a.m.  — Clara  Maass  Memorial  Hospital, 
Belleville 

(Clara  Maass  Memorial  Hospital  and  AAFP) 

Disease  of  the  Renal  Glomerulus 

Interstitial  Lung  Diseases 

Diabetes  Insipidus 

Acute  and  Chronic  Hepatitis 

Neurology  of  Old  Age 

9-1 1 a.m.  — Riverview  Hospital,  Red  Bank 

(Riverview  Hospital  and  AMNJ) 

Psychiatry 

1-3  p.m.  — Ancora  Psychiatric  Hospital.  Hammonton 
(Ancora  Psychiatric  Hospital  and  AMNJ) 
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2  Courses  for  Psychiatrists 

9 8-10  p.m.  — Hackensack  Hospital 

16  (New  Jersey  Psychoanalytic  Society  and  AMNJ ) 

2 CME  Program  for  Family  Practitioners 

16  9-11  a.m.  — West  Jersey  Hospital,  Voorhees 
( West  Jersey  H ospital  and  A A FP) 

3 Pediatric  Allergy  Course 

10  11  a.m. -12  noon  — Children’s  Hospital  of  Newark 

17  (Children’s  Hospital  of  Newark  and  AMNJ) 

24 

3  Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  AMNJ) 

3 Outpatient  Management  of  Tuberculosis 

1 1 a.m.  — Greystone  Park  Psychiatric  Hospital 
(A  MNJ  and  A A FP) 

3 Acid  Base  Balance 
10  Heart  Failure 

17  Ovarian  Carcinoma 

3:30-4:30  p.m.— Burlington  County  Memorial  Hospi- 
tal, Mount  Holly 

(Burlington  Co.  Memorial  Hospital) 

4 Laboratory  Interpretations 

8:30  a.m.  — United  Hospitals  of  Newark 
(A  MNJ  and  A A FP) 

4  Gastrointestinal  Hormone  Assay 

12  noon-1  p.m.  — St.  Mary’s  Hospital,  Orange 
(St.  Mary's  Hospital  and  AMNJ) 

4 Psychiatric  Lecture  Series 

18  1:30-5  p.m.— Trenton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  AMNJ) 

5 Symposium  on  Management  of  Colo-Rectal  Carcinoma 

9 a.m.-l  p.m.  — North  Jersey  Country  Club,  Wayne 
(Greater  Paterson  General  Hospital  and  AMNJ) 

7 Psychiatric  Seminar 

8-10  p.m.  — 4 Garden  Place,  Nutley 
( Essex  Psychiatric  Seminar  and  AMNJ) 

1 Neuroscience  Conferences 

14  1 1:30  a.m. -12:30  p.m.  — Bergen  Pines  County  Hospital, 

21  Paramus 

28  (Bergen  Pines  County  Hospital  and  AMNJ) 

8 Effect  of  Medications  on  Laboratory  Tests 

8 p.m.  — Paul  Kimball  Hospital,  Lakewood 
(AMNJ  and  A AFP) 

8 Medical  Humanism:  Hospital  Ethics 

1 2 noon  — Hospital  Center  at  Orange 
(AMNJ  and  A AFP) 

9 Echocardiography 

1 p.m.  — Christ  Hospital,  Jersey  City 
(Christ  Hospital) 

9 Cardiac  Arrhythmias 

1:30  p.m.  — John  E.  Runnells  Hospital,  Berkeley 
Heights 

(AMNJ  and  A AFP) 


Acute  Renal  Failure 

1 1:30  a.m.  — Rahway  Hospital 
(AMNJ  and  A AFP) 

Malpractice 

3:15  p.m.  — Fair  Oaks  Hospital 
(AMNJ  and  A AFP) 

Rapid  Control  of  Violent  Behavior 

1:30-3:30  p.m.  — Trenton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  AMNJ) 

Depression  in  Medical  Diseases 

7:30-9:30  p.m.  — 1 59  Watchung  Avenue,  Montclair 
(Journal  Club  of  Greater  Newark  and  AMNJ) 

Family  Therapy 

9 a.m. -5p.m.  — Holiday  Inn,  Livingston 
(N.J.  Center  for  Family  Studies  and  AMNJ) 

Seminar  in  Anesthesiology 

9 a.m. -3  p.m.  — Rutgers  Medical  School,  Piscataway 
(Educational  Council  for  Anesthesiology  of  NJ 
and  A MNJ) 

Pre-Hospital  and  ER  Relationships 

9: 1 5 a.m. -4  p.m.  — Holiday  Inn,  North  Brunswick 
(Inter-Agency  Commission  on  Emergency  Medical 
Care  and  AMNJ) 

Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — Martland  Hospital,  Newark 
(New  Jersey  Thoracic  Society  and  AMNJ) 

Diabetes 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AMNJ  and  A AFP) 

Kidney  Function  and  Anesthesia 

8-9  p.m.  — Ramada  Inn,  Clark 

(NJ  Slate  Society  of  A nesthesiologists  and  A M NJ) 

Significance  of  Adrenals  in  Hypertension 

1-2  p.m  — VA  Hospital,  Lyons 
( VA  Hospital  and  AMNJ) 

Special  Problems  in  Neurology 

7-10  p.m.  — VA  Hospital,  East  Orange 
(VA  Hospital  and  AMNJ) 

Management  of  Acute  Drug  Abuse  Emergencies 

1 p.m.— Trenton  Psychiatric  Hospital 
(AMNJ  and  A AFP) 

Common  Medical  Problems  for  the  Family  Physician 

8 a.m.  — S.  Ocean  County  Hospital,  Manahawkin 
(Burlington  County  Memorial  Hospital  and  AMNJ) 

Arthritis:  New  Agents 

1 p.m.  — Christ  Hospital,  Jersey  City 
(Christ  Hospital) 

Management  of  Cardiac  Patients 

6: 1 5 p.m.  — Bridgeton  Hospital 
(Bridgeton  Hospital) 

Sexual  Incompatibility  — Causes  and  Cures 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A M NJ) 
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17  Assertive  Training 

9:30  a. m. -3:30  p.m.  — Trenton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  AMNJ) 

18  Cardiac  Rehabilitation 

12  noon  — Freehold  Area  Hospital 
(AMNJ  and  A AFP) 

23  Headache 

3: 15  p.m.  — Fair  Oaks  Hospital,  Summit 
(A  MNJ  and  A AFP) 

23  Radiology 

8- 9  a.m.  — So.  Ocean  County  Hospital,  Manahawkin 
(Burlington  County  Memorial  Hospital  and  A AFP) 

25  G.I.  Bleeding 

12:30  p.m.  — Hamilton  Hospital,  Trenton 
(AMNJ  and  A AFP) 

28  Intra-Aortic  Balloon  Pumping 

8 p.m.  — Warren  Hospital.  Phillipsburg 
(A  M NJ  and  A A FP) 

29  Clinical  Pathological  Conferences 

1-2  p.m.  — Trenton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  AMNJ) 

29  The  Psychiatrist  in  Community  Mental  Health  Center 

1:30-3:30  p.m.  — Trenton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  AMNJ) 

30  Hypertension  II 

1-3  p.m.  — Christ  Hospital,  Jersey  City 
(Christ  Hospital  and  AM  NJ) 

30  Fall  Refresher  Course 

9: 1 5 a.m. -4:45  p.m.  — John  F.  Kennedy  Medical 
Center,  Edison 
(A  AFP  and  A MNJ) 

30  Arthritis 

3 p.m.  — Ancora  Psychiatric  Hospital,  Hammonton 
(AMNJ  and  A AFP) 

30  Recent  Advances  in  Myeloma 

U2  p.m.  — VA  Hospital,  Lyons 
( VA  Hospital  and  A MNJ) 

30  EKG  for  the  Practitioner 

9- 1 1 a.m.  — West  Jersey  Hospital,  Voorhees 
( West  Jersey  Hospital  and  A AFP) 


Dec. 

1  Pediatric  Allergy  Course 

8 1 1 a.m. -12  noon — Children’s  Hospital  of  Newark 

15  (Children's  Hospital  of  Newark  and  AMNJ) 

22 

1 Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  AMNJ) 

1 Bleeding  Diseases 

1 1 a.m.  — Greystone  Park  Psychiatric  Hospital 
(AMNJ  and  A AFP) 


1 Inflammatory  Bowel  Disease 

8 Blood  Transfusions 

15  Syphilis  and  the  Clinician 

3:30-4:30  p.m.  — Burlington  Co.  Memorial  Hospital, 
Mount  Holly 

(Burlington  Co.  Memorial  Hospital) 

1 Pediatric  Seminar 

1-5  p.m.  — Endocrinology  Seminar 

8-9  p.m.  — Ethical  Problems  in  Pediatrics— Ramada 

Inn,  Clark 

(NJ  Chapter.  American  Academv  of  Pediatrics  and 
AMNJ) 

2 Psychiatric  Lecture  Series 

9 1:30-5  p.m.  — Trenton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  AMNJ) 

2 Thanatologv 

8:30  a.m.  — United  Hospitals  of  Newark 
(AM  NJ  and  A AFP) 

2 Diabetes 

12  noon  — Freehold  Area  Hospital 
(AMNJ  and  A AFP) 

3 Annual  Meeting— American  College  of  Surgeons 

9 a.m. -4:30  p.m.  — New  Jersey  Medical  School, 

Newark 

(American  College  of  Surgeons  and  A MNJ) 

5  Neuroscience  Conference 

12  1 1 :30  a.m. -12:30  p.m.—  Bergen  Pines  County  Hospital, 

19  Paramus 

(Bergen  Pines  County  Hospital  and  AMNJ) 

5  Bleeding  Diseases 

11  a.m.  — Community  Memorial  Hospital,  Toms 
River 

(AMNJ  and  A AFP) 

5 Psychiatric  Seminar 

8-10  p.m.  — 192  Chittenden  Rd.,  Clifton 
(Essex  Psychiatric  Seminar  and  AMNJ) 

6 Community  Medicine 

9:30-10:30  a.m.  — Overlook  Hospital,  Summit 
( Overlook  Hospital  and  A AFP) 

6  Congenital  Diseases 

9 a.m.  — Freehold  Area  Hospital 
(AMNJ  and  A AFP) 

6 Continuing  Education  Lectures  in  Psychiatry 

14  1-3  p.m.  — Ancora  Psychiatric  Hospital,  Hammonton 

(Ancora  Psychiatric  Hospital  and  AMNJ) 

7 Pitfalls  of  Laboratory  Screening 
14  Polycythemia  Vera 

21  Aspirin  for  the  Limping  Brain 
28  Clinical  Pathology  Conference 

9:30-11:30  a.m.  — Bergen  Pines  County  Hospital, 
Paramus 

(AM  NJ  and  A AFP) 

7  Cardiology  Conferences 

4-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(CM DNJ  and  AMNJ) 
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7  Cerebral  Vascular  Accident 

3:15  p.m.  — Fair  Oaks  Hospital,  Summit 
(AM  NJ  and  A AFP) 

7  New  Methods  of  Endocrine  Testing 

I p.m.  — Christ  Hospital,  Jersey  City 
(A  MNJ  and  A A FP) 

1 Multidisciplinary  Approach  to  Cancer 

14  2-4  p.m.  — Newark  Beth  Israel  Medical  Center 

21  (Newark  Beth  Israel  Medical  Center  and  A MNJ) 

7 EKG  for  the  Practitioner 

14  9-11  a.m.  — West  Jersey  Hospital,  Voorhees 
21  ( 1 Vest  Jersey  Hospital  and  A A FP) 

28 

7 Cancer  Chemotherapy  Update 
14  Sex  Therapy 

28  Traumatic  Surgery  and  Shock 

9-11  a.m.  — Riverview  Hospital,  Red  Bank 
(Riverview  Hospital  and  A MNJ) 

7 Continuing  Medical  Education  Program 

10:30-11:30  a.m.  — Clara  Maass  Memorial  Hospital, 
Belleville 

(Clara  Maass  Memorial  Hospital  and  AAFP 

7 Peer  Evaluation  of  Medical  Care 

7:30-9:30  p.m.  — 377  So.  Harrison  St.,  East  Orange 
( Journal  Club  of  Greater  Newark  and  A MNJ) 

8 Hard-to-Manage  Diabetes 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A MNJ) 

9 Hyperlipoproteinemia 

I I a.m. -12:30  p.m.  — Saddle  Brook  General  Hospital 
(Saddle  Brook  General  Hospital  and  AM  NJ) 

13  Obesity  and  Hypoglycemia 

8 p.m.  — Paul  Kimball  Hospital 
(A MNJ  and  AAFP) 

13  Medical/Legal  Aspects  of  Medicine  and  Surgery 

9 p.m.  — Bayonne  Hospital 
(A MNJ  and  AAFP) 

14  Clinical  E.E.G. 

1 p.m.  — Christ  Hospital,  Jersey  City 
(Christ  Hospital) 

14  Psychopharmacology 

L30-3:30  p.m.  — Trenton  Psychiatric  Hospital 
( Trenton  Psychiatric  Hospital  and  A M NJ) 

14  Treatment  and  Prevention  of  Violence  Among  Youth 

8:30-10:30  p.m.  — Guido’s  Restaurant,  Hackensack 
(North  Jersey  Psychiatric  Society  and  A MNJ) 

14  Management  of  Hyperlipidemias 

9 a.m. -4:30  p.m.  — Rutgers  Medical  School, 

Piscataway 

(CMDNJ,  A MNJ  and  AAFP) 

15  Endoscopy 

6:15p.m.—  Bridgeton  Hospital 
(Bridgeton  Hospital) 


16  Management  of  Hepatitis 

5 p.m.  — Salem  County  Medical  Society 
(A  M NJ  and  A A FP) 

19  Surgical  Management  of  Ulcerative  Colitis 

1 2 noon  — Hospital  Center  at  Orange 
(AM NJ  and  AAFP) 

20  Disseminated  Intravascular  Coagulation 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AM  NJ  and  AAFP) 

21  Common  Medical  Problems  for  the  Family  Physician 

8 a.m.  — S.  Ocean  County  Hospital,  Manahawkin 
(Burlington  County  Memorial  Hospital  and  AAFP) 

21  Suicidology 

3: 15  p.m.  — Fair  Oaks  Hospital,  Summit 
(A MNJ  and  AAFP) 

21  Special  Problems  in  Neurology 

7- 10  p.m.  — VA  Hospital,  East  Orange 
( V A Hospital  and  A MNJ) 

27  Clinical  Pathological  Conference 

1-2  p.m.  — Trenton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  AM  NJ) 

28  Radiology 

8- 9  a.m.  — So.  Ocean  County  Hospital,  Manahawkin 
( Burlington  County  Memorial  Hospital  and  AAFP) 

30  Medical  Care  in  Emergency  Department 

12:30  p.m.—  Hamilton  Hospital,  Trenton 
(A  M NJ  and  A A FP) 

Jan. 

2 Medical  Care  in  Emergency  Department 

8 p.m.  — Community  Memorial  Hospital,  Toms  River 
(A  MNJ  and  A A FP) 

3 Peripheral  Vascular  Disease 

1 1 a.m.  — Greystone  Park  Psychiatric  Hospital 
(A  M NJ  and  A A FP) 

4 Advances  in  Medicine 

1 1 9:30-1 1 a.m.  — Bergen  Pines  County  Hospital,  Paramus 

18  (Bergen  Pines  County  Hospital  and  A MNJ) 

25 

4 Cardiology  Conferences 

18  4-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(CMDNJ  and  A MNJ) 

4 New  Developments  in  Scanning 

3:15  p.m.  — Fair  Oaks  Hospital,  Summit 
(A  MNJ  and  AAFP) 

4 Psychiatric  Aspects  of  Endocrinology 

1 p.m.  — Christ  Hospital,  Jersey  City 
(A  MNJ  and  A A FP) 

4 Ultrasound  and  CAT  Scanning 
11  Bronchial  Asthma  in  Children 
18  Pulmonary  Diseases 
25  Vascular  Diseases  and  Vascular  Occlusion 

9- 11  a.m.  — Riverview  Hospital,  Red  Bank 
( Riverview  Hospital  and  A MNJ) 
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4 Psychiatry 

18  1-3  p.m  — Ancora  Psychiatric  Hospital,  Hammonton 

25  ( Ancora  Psychiatric  Hospital  and  AMNJ) 

5 Pediatric  Allergy  Course 

12  1 1 a.m. -12  noon  — Children’s  Hospital  of  Newark 

19  ( Children's  Hospital  of  Newark  and  AMNJ) 

26 

5 Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A MNJ ) 

6 Outpatient  Management  of  Tuberculosis 

8:30  a.m.  — United  Hospitals  of  Newark 
(A  MNJ  and  A A FP) 

9  Neuroscience  Conferences 

16  1 1:30  a.m. -12:30  p.m  — Bergen  Pines  County  Hospital, 
23  Paramus 

30  (Bergen  Pines  County  Hospital  and  A MNJ) 

10  Arthritis 

1 2 noon  — Hospital  Center  at  Orange 
(AMNJ  and  A AFP) 

10  Genetics 

8 p.m  — Paul  Kimball  Hospital,  Lakewood 
(AM  NJ  and  A AFP) 

1 1 Cerebral  Vascular  Disease 

1 1:30  a.m.  — Rahway  Hospital 
(AMNJ  and  A A FP) 

11  Fluid  and  Electolyte  Imbalance 

1 :30  p.m.  — John  E.  Runnells  Hospital,  Berkeley 
Heights 

(AMNJ  and  A AFP) 

1 1 The  Irritable  Bowel  Syndrome 

1-3:30  p.m.  — VA  Hospital,  Lyons 
(VA  Hospital  and  AM  NJ) 

1 1 Ischemic  Heart  Disease 

1-3  p.m  — Christ  Hospital,  Jersey  City 
(Christ  Hospital.  AMNJ  and  A AFP) 

15  Special  Problems  in  Neurology 

7- 10  p.m.  — VA  Hospital,  East  Orange 
( V A Hospital  and  A MNJ) 

15  Shock 

1-3  p.m.  — Christ  Hospital,  Jersey  City 
(Christ  Hospital  and  A M NJ) 

17  Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — Mountainside  Hospital,  Montclair 
(New  Jersey  Thoracic  Society  and  A MNJ) 

17  Pulmonary  Embolism 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AMNJ  and  A AFP) 

17  Role  of  Anesthesiologists  in  an  Ambulatory  Surgical 
Unit 

8- 9  p.m.  — Ramada  Inn,  Clark 

(NJ  State  Society  of  Anesthesiologists  and  A MNJ) 


18  Special  Problems  in  Neurology 

7-10  p.m.  — VA  Hospital,  East  Orange 
(VA  Hospital  and  AMNJ) 

18  Advanced  Life  Support  in  CPR 

I p.m.  — Trenton  Psychiatric  Hospital 
(AMNJ  and  A AFP) 

18  Medical  Humanism-Hospital  Ethics 

3:15  p.m.  — Fair  Oaks  Hospital,  Summit 
(AMNJ  and  A AFP) 

19  Cellular  Engineering  in  Medicine 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  AMNJ) 

19  Advances  in  Nephrology 

6:15  p.m.  — Bridgeton  Hospital 
(Bridgeton  Hospital) 

24  Allergy 

8 p.m.  — Warren  Hospital,  Phillipsburg 
(AMNJ  and  A AFP) 

25  Evaluation  of  Hemorrhagic  and  Bleeding  Disorders 

1-2  p.m.  — VA  Hospital,  Lyons 
( VA  Hospital  and  AMNJ) 

27  Cardiac  Arrhythmias 

12:30  p.m.  — Hamilton  Hospital,  Trenton 
(A  MNJ  and  A A FP) 


Feb. 

1 Cardiology  Conferences 

15  4-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(CMDNJ  and  AMNJ) 

1 Advances  in  Medicine 

8 9:30- 11  a.m.  — Bergen  Pines  Hospital.  Paramus 
15  (Bergen  Pines  County  Hospital  and  AMNJ) 

22 

1 Cerebral  Vascular  Disease 

1 p.m. — Christ  Hospital,  Jersey  City 
(AMNJ  and  A AFP) 

1 Total  Joint  Replacement  and  Bone  Tumors 

8 Lithium  and  Affective  Disorders 

15  Dermatologic  Manifestations  of  Systemic  Diseases 

22  Infection  in  the  Compromised  Host 

9-11  a.m.  — Riverview  Hospital,  Red  Bank 
(Riverview  Hospital.  AMNJ  and  AAFP) 

1 Psychiatry 

7 1-3  p.m.  — Ancora  Psychiatric  Hospital,  Hammonton 

15  (Ancora  Psychiatric  Hospital  and  AMNJ) 

2 Pediatric  Allergy  Course 

9 1 1 a.m. -12  noon  — Children’s  Hospital  of  Newark 

16  (Children's  Hospital  of  Newark  and  AMNJ) 

23 

2 Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A MNJ) 
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2 Diabetes 

1 1 a.m.  — Greystone  Park  Psychiatric  Hospital 
(A  MNJ  and  A A FP) 

3 Proper  Uses  of  Blood  Gases 

8:30  a.m.  — United  Hospitals  of  Newark 
(AMNJ  and  A AFP) 

6  Neuroscience  Conferences 

13  1 1:30  a.m. -12:30  p.m.  — Bergen  Pines  County  Hospital, 
20  Paramus 

27  ( Bergen  Pines  County  Hospital  and  AMNJ) 

6 Headache 

8 p.m.  — Community  Memorial  Hospital,  Toms  River 
(AMNJ  and  A AFP) 

7 Neonatal  Emergencies 

9 a.m.  — Freehold  Area  Hospital 
(AMNJ  and  A AFP) 

8 Peripheral  Vascular  Disease 

1 1:30  a.m.  — Rahway  Hospital 

1 :30  p.m.  — John  E.  Runnells  Hospital,  Berkeley 

Heights 

(AMNJ  and  A AFP) 

1 1 Seminar  in  Anesthesiology 

9  a.m. -3  p.m.  — New  Jersey  Medical  School,  Newark 
(Educational  Council  for  Anesthesiology  of  NJ  and 
AMNJ) 

14  Hyponitremia:  Hypokalemia 

8 p.m.  — Paul  Kimball  Hospital,  Lakewood 
(AMNJ  and  A AFP) 

15  Medical  Humanism-Hospital  Ethics 

1  p.m.  — Trenton  Psychiatric  Hospital 
(A  MNJ  and  A A FP) 

16  Appropriate  Workup  for  the  Headache  Patient 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  AMNJ) 

16  Problems  in  Biliary  Tract  Surgery 

6:15  p.m.  — Bridgeton  Hospital 
(Bridgeton  Hospital) 

17  Laboratory  Interpretations 

5 p.m.  — Holiday  Inn,  Deepwater 
(A  MNJ  and  A A FP) 

17  Endocrinology 

12  noon  — Freehold  Area  Hospital 
(AMNJ  and  A AFP) 

20  Current  Surgical  Techniques  of  Breast  Cancer 

1 2 noon  — Hospital  Center  at  Orange 
(AMNJ  and  A AFP) 

20-  Endocrinology  Symposium 

24  Nassau,  Bahamas 

(CMDNJ,  AMNJ  and  V A Hospital.  East  Orange) 

21  Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — St.  Barnabas  Hospital,  Livingston 
(New  Jersey  Thoracic  Society  and  AMNJ) 

21  Cancer  of  the  Colon  and  Ovary 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AMNJ  and  A AFP) 


24  Carcinoma  of  the  Breast 

12:30  p.m.  — Hamilton  Hospital,  Trenton 
(A  MNJ  and  A A FP) 

28  Drug  Addiction 

8 p.m.  — Warren  Hospital,  Phillipsburg 
(AMNJ  and  A A FP) 

Mar. 

1  Advances  in  Medicine 

8 9:30-1 1 a.m.  — Bergen  Pines  County  Hospital,  Paramus 
15  (Bergen  Pines  County  Hospital  and  AMNJ) 

22 

29 

1 Cardiology  Conferences 

15  4-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(CMDNJ  and  AMNJ) 

1 Proper  Use  of  Blood  Gases 

1 1 :30  a.m.  — Rahway  Hospital 
(AMNJ  and  A AFP) 

1 Fiberoptic  Bronchoscopy 

I p.m.  — Christ  Hospital 
(AMNJ  and  A AFP) 

1 Courses  for  Psychiatrists 

8 8-10  p.m.  — Hackensack  Hospital 

15  (NJ  Psychoanalytic  Society  and  AM  NJ) 

22 

29 

1 Immunology  in  Clinical  Medicine 

8 Controversies  in  Breast  Cancer 
15  Acupuncture 

9-1 1 a.m.  — Riverview  Hospital,  Red  Bank 
(Riverview  Hospital.  AMNJ  and  AAFP) 

1 Psychiatry 

15  1-3  p.m.  — Ancora  Psychiatric  Hospital 
20  (Ancora  Psychiatric  Hospital  and  A M NJ) 

29 

2 Pediatric  Allergy  Course 

9 1 1 a.m. -12  noon  — Children’s  Hospital  of  Newark 

16  (Children's  Hospital  of  Newark  and  AMNJ) 

23 

30 

2  Immunology 

I I a.m.  — Greystone  Park  Psychiatric  Hospital 
(AMNJ  and  AAFP) 

2 Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  AAFP) 

3 Clinical  Immunology 

8:30  a.m.  — United  Hospitals  of  Newark 
(AMNJ  and  AAFP) 

3  Psychiatric  Lecture  Series 

10  1:30-5  p.m.  — Trenton  Psychiatric  Hospital 

17  ( Trenton  Psychiatric  Hospital  and  A M NJ) 

6 Neuroscience  Conferences 

13  1 1:30  a.m. -12:30  p.m.—  Bergen  Pines  County  Hospital, 

20  Paramus 

27  (Bergen  Pines  County  Hospital  and  A M NJ) 
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6  Obstructive  Lung  Disease 

8  p.m. — Community  Memorial  Hospital,  Toms  River 
(AMNJ  and  A AFP) 

14  Cancer  in  New  Jersey 

8 p.m,  — Paul  Kimball  Hospital,  Lakewood 
(AMNJ  and  A AFP) 


28  Hepatitis 

8 p.m.  — Warren  Hospital,  Phillipsburg 
(AMNJ  and  A AFP) 

29  Cerebral  Vascular  Disease 

3  p.m.  — Ancora  Psychiatric  Hospital,  Hammonton 
(AMNJ  and  A AFP) 


14  Medical  Care  in  Emergency  Department 

9  p.m.  — Bayonne  Hospital 
(AM  NJ  and  A AFP) 

14  Medical/Legal  Aspects  of  Medicine  and  Surgery 

1 2 noon  — Hospital  Center  at  Orange 
(A  MNJ  and  A A FP) 

15  Special  Problems  in  Neurology 

7-10  p.m.  — VA  Hospital,  East  Orange 
(VA  Hospital  and  AM  NJ) 

15  Diagnosis  and  Management  of  the  Short  Child 

8:30-10  p.m  — 1257  Kensington  Road,  Teaneck 
(Bergen  Co  Chapter,  American  Medical  Women's 
Assn  and  AMNJ) 

15  Proper  Use  of  Antibiotics 

1 p.m.  — Trenton  Psychiatric  Hospital 
(AMNJ  and  A AFP) 

16  Sexual  Counseling 

6:15  p.m.  — Bridgeton  Hospital 
(Bridgeton  Hospital) 

16  Emotional  Management  in  Myocardial  Infarction 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A AFP) 

17  The  Violent  Patient 

5 p.m.  — Holiday  Inn- Deepwater 
(AM  NJ  and  A AFP) 


Apr. 

3 Neuroscience  Conferences 

10  1 1:30  a. m. -12:30  p.m  — Bergen  Pines  County  Hospital, 

17  Paramus 

24  (Bergen  Pines  County  Hospital  and  A MNJ) 

3 Suicidology 

8 p.m.  — Community  Memorial  Hospital,  Toms  River 
(AMNJ  and  A AFP) 

4 New  Developments  in  Scanning 

1 1  a.m.  — Greystone  Park  Psychiatric  Hospital 
(AMNJ  and  A AFP) 

5 Advances  in  Medicine 

12  9:30- 1 1 a m.  — Bergen  Pines  County  Hospital.  Paramus 
1 9 ( Bergen  Pines  County  Hospital  and  A MNJ) 

26 

5 Cardiology  Conferences 

19  4-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(CM DNJ  and  AMNJ) 

5 Outpatient  Management  of  Tuberculosis 

1 1 :30  a m — Rahway  Hospital 
(AMNJ  and  A AFP) 

5 Suicidology 

1 p.m.  — Christ  Hospital,  Jersey  City 
(A  MNJ  and  A A FP) 


17  Diagnosis  of  Anemic  Patient 

12  noon  — Freehold  Area  Hospital 
(AMNJ  and  AAFP) 


17 

18 
It 


Edward  Waters  Gynecologic  Conference 

o ) Resorts  International 

8:30  a.m. -7  p.m.  > „ , , ...  . „. 

n ,,  ,/T  Hotel,  Atlantic  City 

9 a.m. -12:30  p.m. 7 J 

(CM  DNJ,  NJ  Medical  School  and  AMNJ) 


5 Courses  for  Psychiatrists 

12  8-10  p.m.  — Hackensack  Hospital 

19  (NJ  Psychoanalytic  Society  and  A MNJ) 

26 

6 Pediatric  Allergy  Course 

13  1 1a.m. -12  noon  — Children’s  Hospital  of  Newark 

20  (Children's  Hospital  of  Newark  and  A MNJ) 

27 


21  Scanning 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AMNJ and  AAFP) 

21  Congestive  Heart  Failure 

8:30  p.m.  — Fair  Lawn  Memorial  Hospital  — Marriott, 

Saddlebrook 

(A  M NJ  and  A A FP) 

21  Northern  Regional  Chest  Conferences 

7:30-9:30  p.m  — St.  Joseph's  Hospital,  Paterson 
(New  Jersey  Thoracic  Society  and  A MNJ) 

24  Bleeding  Disorders 

12:30  p.m.  Hamilton  Hospital.  Trenton 
(AMNJ  and  AAFP) 


6 Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital.  Somerville 
(Somerset  Hospital  and  AMNJ) 

7 Infectious  Diseases 

8:30  a.m.  — United  Hospitals  of  Newark 
(A  M NJ  and  A A FP) 

7 Psychiatric  Lecture  Series 

14  1 :30-5  p.m.  — Trenton  Psychiatric  Hospital 

2 1 ( Trenton  Psychiatric  Hospital  and  A MNJ) 

28 

8 Third  Annual  Orthopedic  Symposium 

Rutgers  Medical  School.  Piscataway 
(AMNJ and  AAFP) 
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1 1 Fluid  and  Electrolyte  Balance 

1 2 noon  — Hospital  Center  at  Orange 
(AM  NJ  and  A AFP) 

12  Proper  Use  of  Blood  Gases 

1:30  p.m.  — John  E.  Runnells  Hospital,  Berkeley 
Heights 

(AMNJ  and  A AFP) 

12  Psychiatry 

17  1-3  p.m.  — Ancora  Psychiatric  Hospital.  Hammonton 
19  (Ancora  Psychiatric  Hospital  and  AMNJ) 

26 

18  Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — Location  to  be  announced 
(New  Jersey  Thoracic  Society  and  AMNJ) 

18  Intra-Aortic  Balloon  Pumping 

12  noon  — St.  Mary’s  Hospital.  Orange 
(AMNJ  and  A AFP) 

19  The  Psychodynamics  of  Dental  Practice 

9  a.m.-4  p.m.  — New  Jersey  Dental  School.  Newark 
(AMNJ  and  CMDNJ) 

19  Special  Problems  in  Neurology 

7-10  p.m.  — VA  Hospital,  East  Orange 
(VA  Hospital  and  AMNJ) 

20  Nevi  and  Melanoma 

6: 1 5 p.m.  — Bridgeton  Hospital 
(Bridgeton  Hospital) 

21  Management  of  Hepatitis 

12  noon  — Freehold  Area  Hospital 
(A  MNJ  and  A A FP) 

22  Seminar  in  Anesthesiology 

9 a.m.-3  p.m.  — Saint  Barnabas  Medical  Center,  Liv- 
ingston 

(Educational  Council  for  Anesthesiology  of  NJ  and 
AMNJ) 

25  Medical/ Legal  Aspects  of  Medicine  and  Surgery 

8 p.m.  — Warren  Hospital.  Phillipsburg 
(AMNJ  and  A AFP) 

28  Surgical  Management  of  Inflammatory  Bowel  Disease 

12:30  p.m.—  Hamilton  Hospital,  Trenton 
(AMNJ  and  A AFP) 

May 

1  Neuroscience  Conferences 

8 1 1:30  a. m. -12:30  p.m.—  Bergen  Pines  County  Hospital, 

15  Paramus 

22  (Bergen  Pines  County  Hospital  and  A MNJ) 

1 Arthritis 

8 p.m. — Community  Memorial  Hospital,  Toms  River 
(AMNJ  and  A AFP) 

1 Psychiatry 

17  1-3  p.m.  — Ancora  Psychiatric  Hospital,  Hammonton 

30  (Ancora  Psychiatric  Hospital  and  A MNJ) 

2 Thyroid  Disease 

1 1 a.m.  — Greystone  Park  Psychiatric  Hospital 
(AMNJ  and  A AFP) 


3  Advances  in  Medicine 

10  9:30-1 1 a.m.—  Bergen  Pines  County  Hospital, 

17  Paramus 

24  ( Bergen  Pines  County  Hospital  and  A MNJ) 

3 Cardiology  Conferences 

17  4-6  p.m.— Rutgers  Medical  School 
(CMDNJ  and  AMNJ) 

3 Medical  Humanism-Hospital  Ethics 

1 1 :30  a.m.  — Rahway  Hospital 
(A  MNJ  and  A A FP) 

3 Courses  for  Psychiatrists 

8-10  p.m.  — Hackensack  Hospital 
(NJ  Psychoanalytic  Society  and  A MNJ) 

4 Pediatric  Allergy  Course 

11  1 1 a.m.- 12  noon  — Children's  Hospital  of  Newark 

18  (Children' s Hospital  of  Newark  and  A MNJ) 

25 

4 Infectious  Diseases  Course 

8:30-9:30  a.m.  — Somerset  Hospital.  Somerville 
(Somerset  Hospital  of  Newark  and  AMNJ) 

5 Cerebral  Vascular  Disease 

8:30  a.m.  — United  Hospitals  of  Newark 
(A  MNJ  and  A A FP) 

6-  MSNJ  Annual  Meeting 

9 Holiday  Inn-Howard  Johnson’s  Regency,  Atlantic  City 

9 Fluid  and  Electrolyte  Imbalance 

9 p.m.—  Bayonne  Hospital 
( A M NJ  and  A A FP) 

10  Arthritis 

1:30  p.m.  — John  E.  Runnells  Hospital,  Berkeley 
Heights 

(AMNJ  and  A AFP) 

15  Endotoxic/ Hemorrhagic  Shock 

12  noon  — Hospital  Center  at  Orange 
(A  M NJ  and  A A FP) 

16  Kidney  Stones 

12  noon  — St.  Mary’s  Orange 
(AMNJ  and  A AFP) 

17  Special  Problems  in  Neurology 

7-10  p.m.  — VA  Hospital.  East  Orange 
( VA  Hospital  and  A MNJ) 

18  Advances  in  Pediatrics 

6: 1 5 p.m.  — Bridgeton  Hospital 
(Bridgeton  Hospital) 

18  Antithrombotic  Therapy 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A MNJ) 

19  Chronic  Renal  Failure 

12  noon  — Freehold  Area  Hospital 
(AM  NJ  and  A AFP) 

23  Common  Topical  Agents  in  Dermatological  Practice 

8:30-10  p.m.  — 645  Cambridge  Road.  Paramus 
(Bergen  Co.  Chapter.  American  Medical  Women's 
Association  and  AMNJ) 
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23  Cerebral  Vascular  Disease 

8 p.m.  — Warren  Hospital,  Phillipsburg 
(A  MNJ  and  A AFP) 

26  Ophthalmologic  Manifestations  in  Systemic  Disease 

12:30  p.m . — Hamilton  Hospital,  Trenton 
(A  MNJ  and  A A FP) 

31  Cardiac  Arrhythmias 

3 p.m.  — Ancora  Psychiatric  Hospital,  Hammonton 
(AMNJ  and  A AFP) 

June 

1 Infectious  Disease  Course 

8:30-9:30  a. m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A AFP) 

1 Current  Radiation  Therapy 

1 1 a.m.  — Greystone  Park  Psychiatric  Hospital 
(AMNJ  and  A AFP) 

2 Lipid  Metabolism 

8:30  a.m.  — United  Hospitals  of  Newark 
(AMNJ  and  A AFP) 

5 Neuroscience  Conferences 

12  1 1 :30  a.m. -12:30  p.m.  — Bergen  Pines  County  Hospital, 

19  Paramus 

26  (Bergen  Pines  County  Hospital  and  A MNJ) 

5 Thyroid  Diseases 

8 p.m.  — Community  Memorial  Hospital,  Toms  River 
(AMNJ  and  A AFP) 

7 Advances  in  Medicine 

14  9:30-1 1 a.m.  — Bergen  Pines  County  Hospital,  Paramus 

(Bergen  Pines  County  Hospital  and  AMNJ) 


OBITUARIES 


Dr.  Braulio  L.  Borlaza 

At  the  untimely  age  of  48,  Braulio  L.  Borlaza, 
M.D.,  died  on  August  22  after  a lengthy  illness. 
A native  of  the  Philippines  where  he  earned  his 
medical  degree  in  1957  from  the  College  of 
Medicine  of  the  University  of  Santo  Tomas, 
Dr.  Borlaza  came  to  New  Jersey  in  1960  to 
intern  at  the  Perth  Amboy  General  Hospital 
and  went  on  to  take  residencies  in  internal  medi- 
cine and  neurology  at  Goldwater  Memorial 
Hospital  in  New  York.  He  briefly  had  worked 
at  Trenton  and  Marlboro  Psychiatric  Hospitals 
before  establishing  a private  practice  in  1968  in 
Englishtown,  which  he  maintained  until 
illness  forced  his  inactive  status  in  early  1976. 
Dr.  Borlaza  was  a member  of  the  Monmouth 
County  Medical  Society  and  on  the  staff  at 


7 Cardiology  Conferences 

21  4-6  p.m.  — Rutgers  Medical  School,  Piscatawav 

(CMDNJ  and  AMNJ) 

7 Psychiatry 

14  1-3  p.m.  — Ancora  Psychiatric  Hospital,  Hammonton 
(Ancora  Psychiatric  Hospital  and  AMNJ) 

15  Beta-Adrenergic  Blocking  Agent  in  Cardiovascular 
Disease 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  AM NJ) 

16  Sports  Medicine 

12  noon  — Freehold  Area  Hospital 
(A  MNJ  and  A A FP) 

20  Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — Beth  Israel  Hospital,  Newark 
(New  Jersey  Thoracic  Society  and  AMNJ) 

20  Acute  and  Chronic  Leukemia 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AMNJ  and  A AFP) 

20  Shock 

8:30  p.m.  — Fair  Lawn  Memorial  Hospital— Marriott, 
Saddle  Brook 
(A  M NJ  and  A A FP) 

21  Special  Problems  in  Neurology 

7-10  p.m.  — VA  Hospital.  East  Orange 
( VA  Hospital  and  A MNJ) 

27  Current  Radiation  Therapy 

8 p.m.  — Warren  Hospital,  Phillipsburg 
(A  MNJ  and  A A FP) 


Marlboro  Psychiatric  Hospital  and  the  Free- 
hold Area  Hospital. 

Dr.  Sigmund  C.  Braunstein 

One  of  Hudson  County's  senior  members, 
Sigmund  C.  Braunstein,  M.D..  died  at  his  home 
on  July  9 after  a long  illness.  Born  just  before 
the  turn  of  the  century  (1898),  Dr.  Braunstein 
was  graduated  from  Tufts  Medical  College, 
class  of  1922,  and  practiced  general  medicine 
in  West  New  York  until  illness  forced  his 
retirement  in  1975.  He  had  been  on  the  staff  at 
North  Hudson  Hospital  in  Weehawken  and 
Christ  Hospital  in  Jersey  City,  and  had  served 
his  home  community  as  medical  director  for  the 
schools  of  West  New  York.  Dr.  Braunstein  was 
active  in  medical  society  affairs  and  had  served 
a term  as  president  of  his  county  medical 
society.  In  1972  he  was  a recipient  of  MSNJ's 
Golden  Merit  Award  indicating  fifty  years  of 
medical  practice. 
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Dr.  Filarginio  DePasquale 

Word  has  just  been  received  of  the  death  on 
July  11  in  Columbus  Hospital,  Newark,  of 
Filarginio  DePasquale,  M.D.  of  Newark.  Born 
in  Italy  in  1899  and  graduated  from  the  Royal 
University  of  Naples  College  of  Medicine  in 
1926,  Dr.  DePasquale  emigrated  to  the  United 
States  at  the  end  of  World  War  II  and  after 
licensure  in  1947  established  a general  practice 
in  Jersey  City.  He  subsequently  opened 
another  office  in  Newark  and  maintained  both 
until  retirement  in  1975.  He  was  a member  of 
the  Hudson  County  Medical  Society  and  had 
been  associated  with  the  Margaret  Hague 
Hospital  in  Jersey  City. 

Dr.  John  H.  Jentz 

John  H.  Jentz,  M.D.,  a member  of  our  Hudson 
County  component,  died  on  August  1 at  Cape 
Cod  Hospital,  Hyannis,  Massachusetts,  where 
he  had  been  living  in  retirement.  Born  in  Jersey 
City  at  the  turn  of  the  century  and  graduated 
from  New  York  Medical  College  in  1923,  Dr. 
Jentz  practiced  obstetrics  in  his  home  town 
until  illness  forced  retirement  in  1962.  He  had 
been  on  the  attending  staff  at  Christ  Hospital, 
Jersey  City. 

Dr.  John  E.  Longnecker,  Jr. 

Word  has  just  been  received  of  the  death  on 
July  22,  after  a long  illness,  of  John  E.  Long- 
necker, Jr.,  M.D.,  a member  of  our  Sussex 
County  Medical  Society.  Born  in  1906  and 
graduated  from  the  medical  school  at  Western 
Reserve  University,  class  of  1932,  Dr.  Long- 
necker practiced  general  medicine  in  Sparta 
for  many  years,  retiring  in  1972.  He  had  been 
associated  with  Newton  Memorial  Hospital, 
Newton  and  Alexander  Linn  Hospital,  Sussex. 

Dr.  Edward  G.  Osborn 

A well-known  Camden  County  surgeon, 
Edward  G.  Osborn,  M.D.,  formerly  chief  of 
surgery  at  Our  Lady  of  Lourdes  Hospital, 
Camden,  died  of  a heart  ailment  on  August  5 
at  the  hospital.  Born  in  1913  and  graduated 
from  Jefferson  Medical  College  in  1940,  Dr. 
Osborn  took  a residency  in  surgery  at  the 
University  of  Pennsylvania  Graduate  School  of 


Medicine  and  became  board  certified  in  that 
specialty.  He  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  New 
Jersey  Society  of  Surgeons.  In  addition  to  Our 
Lady  of  Lourdes,  he  had  been  affiliated  with  the 
Cooper  Medical  Center  and  the  Ancora  State 
Hospital  in  the  departments  of  surgery.  He  was 
active  in  medical  society  affairs,  having  served 
a term  as  president  of  the  Camden  County 
Medical  Society.  Upon  retirement  in  1975,  Dr. 
Osborn  donated  his  medical  facility  to  Our 
Lady  of  Lourdes  Hospital  for  use  as  a family 
health  center  and  it  bears  his  name.  During 
World  War  II,  he  served  for  three  years  in  the 
medical  department  of  the  Army  of  the  United 
States  in  Africa  and  Italy. 

Dr.  Ahmet  Samedov 

On  July  29,  in  Newcomb  Hospital,  Vineland, 
Ahmet  Samedov,  M.D.,  died  of  a heart  ailment. 
A native  of  Russia,  Dr.  Samedov  earned  his 
medical  degree  from  the  Askabad  Medical 
Institute  (Russia)  in  1937.  He  pursued  graduate 
work  in  psychiatry  and  emigrated  to  the  United 
States  in  the  early  1950’s.  He  had  been  a full- 
time staff  member  at  the  Ancora  State  Hospital 
until  establishing  private  practice  in  Vineland 
in  1959.  Dr.  Samedov  had  been  associated  with 
the  Vineland  State  School,  the  Newcomb 
Hospital  in  Vineland,  and  the  Salem  Memorial 
Hospital  in  Salem.  He  was  a member  of  the 
American  and  New  Jersey  Psychiatric  Associa- 
tions. Dr.  Samedov  was  64  years  old  at  the  time 
of  his  death. 

Dr.  Jacob  W.  Siegel 

One  of  Essex  County’s  senior  members,  Jacob 
W.  Siegel,  M.D.,  died  at  his  home  on  August 
20.  Born  in  1892  and  graduated  from  New  York 
University  Medical  School,  class  of  1915,  Dr. 
Siegel  was  a general  surgeon  with  special  in- 
terest in  industrial  medicine.  He  was  a Fellow 
of  the  American  College  of  Surgeons  and  had 
been  attending  surgeon  at  Presbyterian  Hos- 
pital, Newark  and  St.  Barnabas  Medical 
Center,  Livingston,  and  was  the  medical  direc- 
tor for  Crucible  Steel  Company  in  Harrison. 
Formerly  from  Newark,  Dr.  Siegel  retired  in 
1967  and  moved  to  Madison.  He  was  the  father 
of  Dr.  Robert  Siegel,  a surgeon  from  Scotch 
Plains,  who  died  in  1969. 
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CROMWELL  CONSULTANTS 
INC. 

advisors  for 

MEDICAL  OFFICE 
MANAGEMENT 

ALBERT  ABRAHAM,  M.D. 

1 1 Cromwell  Drive 
Convent  Station,  N.J. 
201-267-3030 


MOBILE  X-RAY  LABORATORY 
SALE  or  LEASE 

Excellent  condition.  22  foot,  air-conditioned  Winne- 
bago van,  condenser  discharge  x-ray  system  with 
tube-stand  and  table,  Dupont  daylight  film  loading 
system,  Kodak  automatic  cold  water  film  processor 
and  all  accessories.  For  care  of  nursing  home  pa- 
tients, industrial  screening  examinations,  athletic 
events,  or  disaster  work. 

Contact:  Drs.  Perilla,  Sindler 

3350  Wilkens  Avenue 
Baltimore,  Maryland  21229 


FAMILY  PRACTITIONERS 
NEEDED 

Growing  community  of  4000  + , needs  1-2  M.D.'s, 
2 family  practitioners  in  town  and  1 near  by.  Join 
existing  practice  or  solo  available.  Excellent  recrea- 
tion and  economy.  60  miles  from  metro-cities.  57 
bed  J.C.A.H.  hospital  in  community.  Trade  area  of 
12,000  + . U.S.  graduate  preferred. 

Contact:  L.  Wattier,  Administrator 
Memorial  Hospital,  Inc. 

1 04  W.  1 7th  Street 
Schuyler,  Nebraska  68661 
(402)352-2441 


INTERNAL  MEDICINE  RESIDENCIES 

Begin  July  1 978 

All  Levels:  Categorical,  Second  and  Third  Year, 
Fellowships  in  Gastro-enterology,  Cardiology, 
Hematology,  Endocrinology.  Fully  approved  pro- 
gram. Medical  School  Affiliation.  1040  bed  County 
Hospital  on  200  acre  wooded  campus  in  close  prox- 
imity to  New  York  City.  Maximum  opportunity  for 
house  staff  responsibility.  Enthusiastic  clinically 
oriented  teaching  faculty. 

Address  inquiries  to:  Office  of  Medical  Education 

Bergen  Pines  County  Hospital 
Paramus,  N.J.  07652 


NEEDED 

NEONATOLOGIST 

for  Community  Hospital  in  South  Jersey  with 
Boards  or  Board  Eligible. 

Please  Reply  to:  Box  No.  004 

c/oTHE  JOURNAL 


NEW  JERSEY—  ANCORA 

Immediate  openings  for  Staff  Psychiatrists  and 
Primary  Care  Physicians  in  1100  bed  JCAH  and 
AMA  Accredited  Psychiatric  Hospital  with  3 years 
approved  Residency  Training.  Affiliated  with 
Temple  University  Hospital,  Department  of  Psy- 
chiatry. Located  40  minutes  from  Atlantic  City  and 
Philadelphia.  Salary:  $28,777  to  $40,700  for  35 
Hour  Work  Week.  Private  Practice  after  duty  hours 
permitted.  Liberal  fringe  benefits  include  Profes- 
sional Liability,  Blue  Cross,  Blue  Shield,  and  Life 
Insurance. 

Write  Shao-Chi  Yu,  M.D.,  Medical  Director, 
Ancora  Psychiatric  Hospital,  Hammonton,  New 
Jersey  — 08037,  or  call  Area  609-561-1700,  Ext. 
203. 


STAFF  PHYSICIAN 

Full  time  position  available  in  Gerry  Hospital.  Prefer 
experience  in  internal  medicine  with  some  minor 
surgery.  Salary  commensurate  with  training  and 
experience.  Liberal  fringe  benefits,  housing  avail- 
able at  nominal  cost  if  desired. 

Contact  Medical  Director 
NEW  JERSEY  NEURO 
PSYCHIATRIC  INSTITUTE 
Box  1000,  Princeton,  NJ  08540 
(609)  466-0400 
Equal  Opportunity  Employer 




VACANCIES  AVAILABLE  IN  THE  U.S. 
ARMY  RESERVE  MEDICAL  CORPS 

The  U.S.  Army  Reserve  has  numerous  vacancies  for 
physicians,  male  and  female,  anywhere  within  New 
York  State,  but  especially  in  the  New  York  City  area. 
Positions  are  available  in  all  military  ranks  up  through 
lieutenant  colonel.  Female  physicians  are  particularly 
encouraged  to  apply  for  this  program. 

Those  individuals  unable  to  complete  20  years  service 
by  age  60  can  be  accepted  if  they  are  willing  to  waive 
their  pension  benefits.  Individuals  with  no  prior  military 
service  are  urged  to  apply  as  are  those  who  have 
previously  served  on  active  duty  (i.e.,  U.S.  Army,  Navy 
or  Air  Force). 

Active  part-time  participation  requires  attendance  at 
up  to  12  once-monthly  weekends  per  year  plus  two 
weeks  of  active  duty  during  the  same  year. 

The  pay  is  up  to  $4,000  annually  for  a lieutenant  colo- 
nel with  20  years  service  in  the  local  Medical  Army 
Reserve. 

For  additional  information  on  your  hometown  Medical 
Army  Reserve  unit,  all  sent  to  you  without  any  obliga- 
tion, please  write  to: 

Joseph  P.  Cillo,  M.D. 

8th  Medical  Brigade  USAR 
Bldg.  408,  Fort  Hamilton 
Brooklyn,  N.Y.  11252 

THE  MEDICAL  ARMY  RESERVE 
. . . PART  OF  WHAT  YOU  EARN  IS  PRIDE! 


’hy/kians; 


* low  malpractice  in- 
nO  _ o su ranee  rates, 

(SL)  ©[KSLIGBDS©  Qa)  * the  oppor- 

tunity  to  join  a group  or  part- 
per  or  establish  a new 
nfjjV^  practice  in  a rural  or 
urban  area,  * continuing 
medical  education  through  a system  of  Area 
Health  Education  Centers,  as  well  as  two  med 
ical  schools,  * lower  taxes,  * lower  cost 
of  living,  * access  to  both  mountains  and 
beaches,  and  * a mild  climate 


For  information  about  specific  practice  opportunities 
in  South  Carolina,  contact: 


FDDFaO  CD@®O03fl 


no 


Post  Office  Box  11188 
Columbia,  South  Carolina  29211 
(803)  779-7264 


If  you  don't  talk  to  us  when  you  have 
personnel  problems... whom  do  you  talk  to? 


Qualified  PERMANENT  and/or  TEMPORARY  help  is  just  a phone  call  away. 

Applicants  are  pre-tested,  evaluated  and  screened  prior  to  your  interview.  Thus  your  valuable  time 
is  not  wasted  on  unnecessary  interviewing  . . . Advertisement  costs  SSS  can  be  eliminated  com- 
pletely. 

Keep  our  name  and  phone  number  handy! 

Let  us  solve  your  personnel  problems. 


MEDICAL  ASSIST 

div.  of  Dental  Assist,  Inc. 

1474  Route  23  Wayne,  New  Jersey  07470 

(201)  696  9400 


CORRINE  B.  GROSS 


EILEEN  BERGER 


FLORHAM  PARK 
Choice  Corner  Acre 

For  Sale  or  Build  to  Suit 

IDEAL  LOCATION  AT  PROMINENT 
AND  HEAVILY  TRAVELED  INTER- 
SECTION. ZONED  FOR  PROFESSIONAL  USE. 

J.  I.  KISLAK  REALTY  CORP. 

581  Broad  St.,  Newark,  N.J.  07102 
(201)624-8000 
N.J.  Toll  Free  (800)  242-5880 


FOR  SALE 

Large  industrial  medicine  practice,  established 
over  45  years  in  Jersey  City.  Located  in  house  with 
rental  apartment  above  in  excellent  residential 
neighborhood.  Off  street  parking  for  12  cars.  Well 
trained  staff  will  stay  if  desired. 

Retiring  but  will  consider  staying  to  aid  in  transi- 
tion. This  is  an  active  practice  with  a large  volume 
and  gross.  Telephone  201-222-3315  or  201- 
542-4433. 


IDEAL  OFFICE  LOCATION 

TRENTON 

1600  sq.  ft.  modern,  fully  carpeted,  air-conditioned, 
parking,  in  clean  Polish-American  neighborhood  in 
need  of  a general  practitioner  due  to  recent  loss  of  2 
local  physicians.  Located  2 V2  blocks  north  of  Helen 
Fuld  Medical  Center. 

Information: 

Lillian  Simon 
918  Brunswick  Ave. 

Trenton,  N.J.  08618 
or:  (609)  883  2198 


OCEAN  COUNTY 

5 Miles  South  of  Toms  River 

NOW  RENTING  FOR  OCTOBER  1977 
NEW  MEDICAL  AND  DENTAL  ARTS  BUILDING 
GROUND  LEVEL,  1400  sq.  ft.  (may  subdivide) 

General  Dentist  located  in  building 
Excellent  for  Group  or  Solo  practice 

For  more  information 
CALL  (609)  693  6524 


THE  DIVISION  OF  OCCUPATIONAL 
AND  ENVIRONMENTAL  MEDICINE 
(Community  Medicine) 

and 

The  Page  and  William  Black 
Post-Graduate  School  of  Medicine 

of  the 

Mount  Sinai  School  of  Medicine 
(CUNY) 

Announce  Postgraduate  Courses 
in  Occupational  and  Environmental  Medicine 
Under  the  Direction  of 
IRVING  J.  SELIKOFF,  M.D. 

and  Faculty  of  Mount  Sinai  School  of  Medicine 
ESSENTIALS  OF  OCCUPATIONAL  MEDICINE  - November  29,  30,  1977, 
9:00  AM-5:00  PM,  fee:  $200.00 

RECENT  ADVANCES  IN  OCCUPATIONAL  MEDICINE- January  18,  19, 
20,  1978,  9:00  AM-5:00  PM,  fee:  $250.00 
OCCUPATIONAL  AND  ENVIRONMENTAL  LUNG  DISEASE  - March  1, 
2,  3,  1978,  9:00  AM-5:00  PM,  fee:  $250.00 
MINI-RESIDENCY  IN  OCCUPATIONAL  AND  ENVIRONMENTAL  MEDI- 
CINE—Two  physicians  each  month,  September  through  June,  fee: 
$600  (one  month). 

As  an  organization  accredited  for  continuing  medical  education,  The 
Page  and  William  Black  Post-Graduate  School  of  Medicine  of  the  Mount 
Sinai  School  of  Medicine  (CUNY)  certifies  that  these  continuing  medical 
education  offerings  meet  the  criteria  for  Category  I of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association,  provided  they 
are  used  and  completed  as  designed 

Apply  to:  Director,  The  Page  and  William  Black  Post- 
graduate School  of  Medicine,  Mount  Sinai  School  of 
Medicine,  One  Gustave  L.  Levy  Place,  New  York,  New 
York  10029.  Telephone:  (212)  650-6737. 


NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 
Problems  of  Human  Infertility 


The  Institute  provides  a complete  diagnostic 
and  consultation  service  for  infertile 
couples.  Investigations  are  conducted  by 
well-known  specialists  in  conjunction  with 
consultants  in  the  various  fields  of  medicine 
related  to  infertility. 


Patients  are  returned  to  the  referring  physi- 
cian after  appropriate  studies  have  been 
made,  together  with  a complete  detailed 
report  of  the  findings  of  the  Institute  and  its 
consultants  and  recommendations  for 
therapy.  Literature  on  request. 

123  East  89th  Street,  N.Y.,  N.Y.  10028 
Phone:  TR  6-9300 


CLASSIFIED  ADVERTISEMENTS 


OPHTHALMOLOGIST  — Seeks  partnership,  associate  or 
group.  Board  eligible,  28,  married.  Completing  university 
residency.  Available  July  1978.  Please  reply  to  Allan  S. 
Markowitz.  M.D.,  3535  Rochambeau  Avenue.  Bronx.  New 
York  10467.  (212)547-4599. 


PRACTICE  AVAILABLE  — New  Brunswick  area.  Home/ 
office  combination,  suited  for  all  practices.  Currently 
active  Family  Practice.  Five  minutes  to  local  hospitals, 
country  atmosphere.  Will  introduce.  Write  Box  No.  15, 
c/oTFIE  JOURNAL. 


PRIMARY  CARE  — Seeks  part-time  employment  in  clinic  or 
doctor’s  office.  Central  or  Northern  New  Jersey.  Hours 
flexible.  New  Jersey  license,  available  this  fall.  Write  Box 
No.  14,  c/oTHE  JOURNAL. 


WANTED— Family  Practitioner— Board  certified  or  eli- 
gible only.  To  take  over  solo  private  practice  for  one  year 
with  future  partnership  association.  Northern  New  Jersey. 
Call  R.  Ghanem.  M.D..  A.B.F.P.  (201)  523-5660. 

WANTED  — General  Practitioners— (Primary  Care)  to 
locate  in  private  practice  throughout  Ocean  County  (a 
rapidly  growing  County  in  Central  New  Jersey)  in  needed 
areas.  Excellent  place  to  live  and  practice.  Four  expanding 
Community  Hospitals  and  one  Rehabilitation  Hospital. 
Excellent  recreation  area.  For  information,  please  contact 
Ocean  County  Physician  Recruitment  Committee,  Admin- 
istration Building,  Hooper  Avenue,  Toms  River,  New 
Jersey  08753. 


AVAILABLE  — Atlantic  City  Suburb.  Gracious  home  in 
residential  Margate.  Four  bedrooms,  two  baths,  modern 
kitchen.  Separate  entrance  to  high  income  producing  office. 
Write  Box  No.  17,  c/oTHE  JOURNAL. 

OFFICE  SPACE  — North  Plainfield  — Custom  suites  renting 
now  in  new  medical  building.  Excellent  location,  Muhlen- 
berg and  Raritan  Valiev  hospitals.  Call  (201)  755-8145  or 
753-6424. 

OFFICE  SPACE— Ramsey  — Serving  population  area  of 
approximately  85,000.  Need  solo  medical  and  dental 
specialist  for  multi-specialty  building.  Near  all  cultural  and 
recreational  facilities.  30  minutes  to  New  York  City.  (201) 
529-3998. 

OFFICE  SPACE  — Teaneck— Rental  fully  equipped.  4 or  5 
rooms,  116  baths.  S550-600  monthly  with  utilities.  Also 
available  above,  studio  apartment,  $350  monthly.  Option  to 
buy.  Call  (201)  837-3312. 


PRACTICE  WANTED— Pediatrician  interested  in  buying 
Pediatric  Practice.  May  also  consider  associateship.  Has 
small  practice  of  his  own.  Bergen  County  preferred.  Write 
Box  No.  1 1,  c/o  THE  JOURNAL. 

PRACTICE  AVAILABLE  — Very  active  Family  Practice. 
Large,  gracious  home/office  in  Rahway.  Relocating.  Priced 
for  immediate  sale.  Will  introduce.  Write  Box  No.  16,  c/o 
THE  JOURNAL. 


OFFICE  SPACE  — Westfield— Medical  office,  centrally 
located.  8 rooms;  large  waiting  room  and  nurses’  station, 
3 exam,  consultation,  x-ray  in  shielded  room,  darkroom, 
2 baths.  Newly  furnished  and  decorated  Installed  music. 
On-premises  parking.  Call  (201)267-51 19. 

BASEBALL  CARDS  WANTED— I will  buy  any  amount.  J.  C. 
Eberhart.  M.D..  Box  364,  Yardley,  Pa.  19067  or  call  (215) 
493-4001. 


SEVENTH  ANNUAL  SEMINAR 
ADVANCES  IN  EMERGENCY  MEDICINE 


November  1-2,  1977 


HYATT  HOUSE  CHERRY  HILL,  NEW  JERSEY 

For  Information 


Write: 

ACEP/EDNA 
P.O.  Box  97 
Oaklyn,  NJ.  08107 


Call: 

John  P.  Salvo,  M.D. 
Program  Chairman 
(609)  757-3830 


! 


POSTGRADUATE  COURSE  IN 
ACUPUNCTURE 

by 

The  New  York  Society  of  Acupuncture  for  Physicians 
and  Dentists,  Inc.  The  Course  is  organized  to  meet 
the  new  curriculum  requirements  of  the  New  York 
State  Boards  for  Medicine  and  Dentistry  and 
approved  for  50  credit  hours.  Dec.  7-1 1,  1977 


BARBIZON  PLAZA  HOTEL,  58th  and  6th  Ave. 
NEW  YORK  CITY 


For  application,  please  write. 
Dr.  S.  J.  Yue 
1 1 5 East  61  st  Street 
New  York,  NY  10021 


(212)  870-6671 
Mon.  to  Fri. 

9 A.M.  to  3 P.M 
(212)838-7231 
Tues.  to  Fri. 

3 to  6 P.M. 


NEEDED 


PHYSIATRIST— U.S.  trained,  board  certified, 
no  outside  practice.  Need  credentials 
in  advance.  $50,000  plus.  Reply  in 
confidence  to  Box  No.  18,  c/o  THE 
JOURNAL. 


ASSOCIATE  PATHOLOGIST- U.S.  trained, 
board  certified,  no  outside  practice. 
Need  credentials  in  advance.  $50,000 
plus.  Reply  in  confidence  to  Box  No. 
20, 


c/oTHE  JOURNAL 
315  W.  State  St. 
Trenton,  N.J.  08618 


OCEAN  COUNTY  • LAKEWOOD  • NEW  JERSEY 


u@haf  Medical  Specialist  Office  Space 
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V0 

Of 


DIRECTLY  OPPOSITE 

Paul  Kimball 
Hospital 


If  you're  thinking 
about  expanding  or  re- 
locating your  practice, 
or  if  you're  just  begin- 
ning one,  you  should 
know  about  Ocean 
County's  new  Integrated 
Medical  Facility 


600  TO  3,600  I?; 

WILL  DIVIDE 


•ffiSSS 


In  addition  to  being  impressive  and  modern,  our  Medical-Professional  Center  is 
surrounded  by  three  large  nursing  homes,  two  housing  communities  totalling  over  3,000 
families  and  is  directly  opposite  one  of  Ocean  County's  major  hospitals 
We  offer  the  Medical  Specialist 

New,  modern  Pro-Med  facility  • Bounded  by  3 large  nursing  homes,  3,000  families  and 
Paul  Kimball  Hospital  • Self-service  elevator  • Special  amenities  for  disabled  patients  • Air- 
conditioning  equipment  • Special  improvements  installed  at  builder's  cost  • Exterior 
building  & grounds  maintenance  included  • Heat  to  second  floor  included  • Lighted 
outdoor  sign  directory  • Parking  for  120  vehicles  • Fully  landscaped  grounds  • Space 
availability  of  600  to  3,600  square  feet. 


Leasing  information  may 
be  acquired  and  a personal 
tour  of  the  facility  arranged 
by  writing  or  calling  Mr. 
Barry  Weshnak,  Barrymor 
Enterprises,  681  River  Ave- 
nue (Route  9)  Lakewood, 
New  Jersey  08701. 

201-367-2226 


6NRRYA10R  ENTERPRISES 


LAKEWOOD,  NEW  JERSEY  08701 


BEHIND  EVERY  CAPSULE  OF 

LIBRIUM  ® 

chlordiazepoxide  HCI/Roche 

ARE  THESE  AND  OTHER 
ROCHE  SERVICES: 


INFORMATION. 


RETRIEVE,  the  Roche 
computer  literature 
retrieval  system,  provides 
quick  access  to  more 
than  15,000  published 
papers  on  Librium  (chlordiazepoxide  HC1) 
and  other  Roche  products. 


CONSULTATION. 

An  active  Professional 
Services  Department  to 
answer  any  inquiries  on 
Librium  and  other  Roche 
products  and  services. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  in- 


EMERGENCY. 

Physicians  and  pharma- 
cists are  available 
24  hours  a day  to  assist 
you  in  the  event  of  a 
medical  emergency.  The 

number  to  call  is  201-235-2355. 

YOUR  ROCHE 
REPRESENTATIVE 

Is  always  ready  to 
help  you  get  the 
most  out  of  the  many 
benefits  offered  to 

you  by  Roche  Laboratories. 


5mg,10mg,  25mg  capsules 

Lihritabs®  (chlordiazepoxide) 
available  in  5 mg,  10  mg,  25  mg  tablets 

creasing  gradually  as  needed  and  tolerated. 
Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotro- 
pics seems  indicated,  carefully  consider  in- 
dividual pharmacologic  effects,  particularly 
in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagu- 
lation have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  £t 


the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregu- 
larities, nausea  and  constipation,  extrapy- 
ramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  con- 
trolled with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests  advis- 
able during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  max- 
imum beneficial  effects.  Oral— Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or 
10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10.  Libritabs® 
(chlordiazepoxide)  Tablets,  5 mg,  10  mg 
and  25  mg— bottles  of  100  and  500.  With 
respect  to  clinical  activity,  capsules  and 
tablets  are  indistinguishable. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 

Please  see  following  page. 


More  than  a decade  and  a 
half  of  effective  clinical  use 
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Osseous  Tuberculosis: 
Radiographic  Challenge 
R.  A.  Hurwitz.  M.D. 

Controversies  in  Managemen 
of  Breast  Cancer 

E.  J . Lazaro,  M.  D , el  al. 


Ambulance  Service — 1909-1977 


Trigger  Finger 
in  Diabetes 

Leroy  Strom . M.  D 

Trauma  Center 

R Adams  Cowley,  M.D. 

Complete  Table  of 
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Check  List 
For  Savings 

Under  The  Medical  Society  of  New  Jersey 

Endorsed  Insurance  Plans 


NEW  HIGHER 
LIMITS 

$4600  Monthly  Accident  and  Health 

TAX  DEDUCTIBLE 
PREMIUM 

$5,000  Professional  Overhead  Expense  Plan 

INCREASED 
FROM  $150,000 

$250,000  Term  Life  Insurance 

$250,000 

COVERAGE 

Quarter-Million-Dollar  Major  Expense  Plan 

HIGH  LIMITS— 

$200,000  Six  Point  High-Limit,  Accidental 

LOW  COSTS 

Death,  Dismemberment,  Total  Disability 

EXTRA  MONEY 
WHEN  HOSPITALIZED 

$60  a day  Hospital  Money-Indemnity  Plan 

$7500—15% 

$7500  Tax-deductible  KEOGH  Plan  and 
Corporate  Master  Plan 

CHECK  THIS  LIST  AGAINST  YOUR  COVERAGES  . . . ASK  FOR  FREE 
NO-OBLIGATION  INFORMATION  ABOUT  THE  NEW  MONEY-SAVING  PLAI' 


K. &W.  ItLAXKSTFKX  ACJEXCY,  IXC 


T 

V* 


E.  & W.  BLANKSTEEN 

75  MONTGOMERY  STREET  • JERSEY  CITY,  N.J.  07302 
(201)  333-4340 


ERISA 

Have 

You 

Down? 


• '•V.'W 


PRO’s  expert  planning  and  total  management 
can  save  you  time  and  money  and 
eliminate  your  liability  worries. 


^all  for  complete  information  today.  One  of  PRO's  ERISA  specialists 
will  be  glad  to  answer  your  questions. 

Vo  obligation.of  course. 


FREE  BOOKLET! 


Gives  you  an  easy-to-read  overview 
of  ERISA’s  complex  requirements  and 
noncompliance  penalties. 

Write  or  phone  for  your 
free  copy  today. 


FLOUR  TOWN  PENNSYLVANIA  19031 


[215)  836-1300  or  the  number  of  the  PRO  office  m your  area 
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anT  eliminate  ur-necessa.,  _ 

What  is  Blue  Shield^ 
Medical  Necessity 
Program? 

It’s  a program  worked  out  with  the  American 
College  of  Physicians,  the  American  College  of 
Radiology,  the  American  College  of  Surgery, 
and  other  medical  associations  to  improve 
the  quality  of  medical  care  and  possibly  aid  in 
cost  containment.  This  will  be  accomplished 
through  ending  routine  Blue  Shield 
payment  for  18  surgical  and  10  diagnostic 
procedures,  which  are  seldom  performed, 
unless  the  physician  can  justify  their  use. 
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A pharmacokinetic 
character  all  its  own 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states:  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local 


Q 

3-hydroxydiozepom 


P 

desmethyldiozepam 

Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 


pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
oxazepam  months  of  age  Acute 
narrow  angle  glaucoma; 

may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 


Valium^ 

(diazepam)  ^ 

2- mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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Signs  Certificate  of  Ratification 
at  His  Home  Without 
Women  Witnesses. 
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Social  Security  Bill  Is  Signet 
Gives  Pensions  to  Aged , Jo 

Roosevelt  Approves  Message  Intended  to  Benefit  30, 
Persons  When  States  Adopt  Cooperating  Laws-H 
the  Measure  ‘Cornerstone’of  His  Economic  Prog 


MUTANTS  VEXED  AT  PRIVACY. 


Wanted  Movies  of  Ceremony, 


But  Both  Factions  Are 


SENATE  APPROVES 
18-YEAR  OLDVOTE 
1NALL  ELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,  Aug. 
The  Social  Security  Bill, 
a broad  program  of  uner 
insurance  and  old  age 
and  counted  upon  to  be 
20,000,000  persons,  becai 
day  when  it  was  signed 
dent  Roosevelt  in  the  p 
those  chiefly  responsibl 
ting  it  through  < 

Mr.  Ro  sevelt  cal 
“the  co  erstone 
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TRUMAN  CLOSES 


WASHINGTON, March  10, 
1971— The  Senate  approve  ’ _ 

94  to  O nPd  set 
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ED  NATIONS  CONFEREE 
TH  PLEA  TO  TRANSLAT 
CHARTER  INTO  DEEDS 


NEW  WORLD  HOPE 


President  Hails  ‘Great 
Instrument  of  Peace,’ 
Insists  It  Be  Used 


HISTORIC  LANDMARK 


as  Executive 
s Peace  Gain 


"If  we  fail  to  use  it,"  he  declared 
to  the  solemn  final  meeting  of  the 
delegates,  ‘we  shall,  betray  all  of 
those  who  have  died  in  order  that 
we  might  meethere  in  freedom  and 
safety  to  create  it.’ 

"If  we  seek  to  use  it  selfishly— for 
the  advantage  of  any  one  nation  or 
any  small  group  of  nations— we 
shall  be  equally  guilty  of  that  be- 
trayal.” 

Fervent  Interpolation 
The  President,  speaking  in  the 
auditorium  of  the  War  Memorial 
Opera  House,  built  in  memory  of 
sons  of  the  Golden  Gate  city  who 
gave  their  lives  in  the  first  World. 
War,  in  which  he  himself  served, 
seemed  to  give  unconscious  expres- 
sion to  the  solemn  feeling  of  the 
Occasion  when,  at  the  outset  of  his 
speech,  he  Interpolated  the  words, 
half  a hope,  half  a prayer: 

"Oh,  what  a great  day  this  can' 
be  in  historv!  ” 


me  Dra 


Ends 


i WASHINGTON,  Jan.  27, 
973— “With  the  signing  of 
the  peace  agreement  in 
aris  today,  and  after  re- 


PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer’s  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient’s  right  to  know  more  about  his 
or  her  prescription  medications.  One 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated, they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone's  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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EDITORIALS 

Ambulance  Service 
1909-1977 

Our  cover  picture  tells  the  story  of  medical 
progress  over  the  past  seventy  years  more 
eloquently  than  one  could  with  the  traditional 
“thousand  words.”  According  to  the  authorities 
of  the  Helene  Fuld  Medical  Center,  Trenton 
(formerly  McKinley  Hospital),  the  ambulance 
driver  was  the  hospital  administrator  and  the 
intern  and  nurse  are  not  identified.  The  Life- 
mobile  of  Mercer  County,  also  administratively 
headquartered  in  the  same  institution,  is  staffed 
by  a trained  driver,  a paramedic,  and  a nurse. 

The  costs  of  the  two  ambulances  are  striking. 
It  is  estimated  that  the  horse  and  wagon  cost 
less  than  $100  at  that  time  (although  the 
Smithsonian  Information  Center  was  unable 
to  give  us  an  exact  figure).  The  basic  cost  for  an 
ambulance  such  as  the  Lifemobile  varies  from 
$20,000  to  $40,000,  depending  on  the  degree  of 
sophistication,  while  the  equipment  for  ad- 
vanced life  support  is  about  $ 1 5,000  additional. 

While  government  officials,  politicians,  and 
journalists  continue  to  rant  and  rave  at  the  costs 
of  medical  care  in  the  second  half  of  the 
twentieth  century,  one  must  shake  his  head  in 
“wonderment.”  Which  Congressman  would 
choose  the  horse  and  wagon  to  rattle  through 
the  streets  of  Washington  to  deliver  him  to  a 
hospital,  should  he  have  a coronary  occlusion? 
Would  he  want  a hospital  administrator  in 
attendance  or  a trained  paramedic  and  intensive 
care  nurse?  Would  he  prefer  his  vital  signs  to  be 
monitored  from  the  floor  of  the  halls  of  Con- 
gress and  antiarrhythmic  drugs  administered 
on  the  spot  — or  hope  the  horse  didn’t  have  to 
stop  to  answer  the  call  of  nature  enroute  to  the 
closest  hospital.  Would  he  select  telemetering 
of  vital  signs  via  electronic  devices— an  ex- 
pensive tool  — or  extrasensory  perception,  which 
is  free? 

Modern  health  care  costs  money.  It  is  expen- 


sive to  train  paramedics  and  I.C.U.  nurses, 
trauma  surgeons,  and  emergency  department 
personnel.  Equipment  of  modern  vintage  is 
costly.  Helicopters  and  Lifemobiles  don't  grow 
on  trees. 

Most  of  all,  the  government  officials  should 
not  take  too  much  credit  for  the  Lifemobile 
program  for  it  was  a community  project  with 
major  contributions  by  the  American  Heart 
Association,  the  area  rescue  squads,  industry 
and  the  business  world,  interested  individuals 
and  civic  and  community  groups,  physicians, 
nurses,  and  hospital  administrators. 

The  American  health  care  system  works  be- 
cause a lot  of  people  outside  of  government 
participate.  Let’s  keep  it  that  way!  A.K. 


Life  Month 


November  is  the  twentieth  “Life  Month”  for 
our  original  Life  Plan  with  the  Nationwide  Life 
Insurance  Company.  Over  $3,200,000  has  been 
paid  to  beneficiaries  under  this  plan.  Since  each 
unit  of  insurance  provides  $10,000  of  death 
protection  with  double  indemnity  in  case  of 
accidental  death,  as  well  as  a guaranteed  con- 
version provision  and  a waiver  of  premium 
provision  without  extra  charge,  this  represents 
over  320  units  of  insurance  that  have  provided 
funds  to  beneficiaries. 

Inflation  has  made  increased  insurance  pro- 
tection a necessity.  Our  low-cost,  non-cancel- 
able plan  makes  it  easier  for  members  to  pro- 
vide adequately  for  their  families,  especially 
since  issuance  has  been  simplified  and  in  many 
cases  applicants  no  longer  need  physical 
examinations. 

A special  “Life  Month”  mailing  is  being  sent 
this  month  by  our  administrator,  who  will  be 
happy  to  provide  help  and  information  as  to  the 
best  uses  of  the  total  program  for  your  cir- 
cumstances. Look  for  your  application  in  the 
mail.  David  Blanksteen 


VOL.  74-NUMBER  1 1 -NOVEMBER  1977 


931 


Laughing  Gas  No 
Laughing  Matter 

While  visiting  London  recently,  your  editor  was 
chagrined  to  read  about  an  unfortunate  lady, 
Elizabeth  Shewan,  whose  brain  was  irreparably 
damaged  by  the  inadvertent  administration  of 
nitrous  oxide  instead  of  oxygen.  After  a review 
of  the  case,  a British  Area  Health  Authority 
committee  exonerated  the  doctors  involved  and 
labeled  the  mishap  an  unfortunate  accident.  It 
seems  the  hoses  carrying  the  gases  were  not 
color-coded,  the  connectors  were  interchange- 
able, and  there  were  no  other  fail-safe  tech- 
niques. 

My  American  smugness,  which  believed  that 
this  never  could  happen  here,  was  dispelled 
immediately  by  the  case  at  the  Southmore 
Medical  Center,  Pasadena,  Texas.  This  was 
followed  soon  thereafter  by  the  Suburban 
General  Hospital,  Norristown,  Pennsylvania 
report.  In  the  Texas  case,  Carolyn  Ann  Lord 
died  in  1974  after  delivery  of  a living  child  when 
she  was  given  nitrous  oxide  instead  of  oxygen. 
Investigation  disclosed  that  the  plumbing  con- 
tractor who  installed  the  internal  oxygen, 
nitrous  oxide,  air,  and  vacuum  pipeline  systems 
in  the  hospital  crossed  the  gas  pipes  so  that 
oxygen  flowed  into  the  line  marked  nitrous 
oxide  and  nitrous  oxide  Bowed  into  the  line 
marked  oxygen.  A jury  did  not  find  this  a 
laughing  matter  and  awarded  seven  million 
dollars  in  damages  to  the  family  of  Mrs.  Lord. 

The  Norristown,  Pennsylvania  case  may  have 
been  worse  in  terms  of  the  potential  number  of 
patients  involved  over  a six-month  period  in  the 
Suburban  General  Hospital's  emergency  room. 
The  problem  was  said  to  be  the  same,  i.e.,  a 
built-in  gas  system  with  oxygen  being  fed  into 
outlets  labeled  nitrous  oxide  and  nitrous  oxide 
into  outlets  labeled  oxygen. 

What  are  the  precautions  that  normally  are 
considered  protective?  Inspection  of  one  hos- 
pital disclosed  the  following: 

I.  Storage  nitrous  oxide  tanks  are  color-coded  and  kept  in 
a separate  room  from  oxygen  storage  tanks,  which  also  are 
color-coded. 


2.  The  hoses  in  the  operating  room  carrying  nitrous  oxide 
and  oxygen  are  color-coded. 

3.  The  small  (portable)  cylinders  of  nitrous  oxide  and 
oxygen  are  color-coded. 

4.  The  connecting  tips  of  the  external  nitrous  oxide  and 
oxygen  hoses  differ  so  they  do  not  fit  if  inadvertently 
reversed,  thus  preventing  incorrect  connections. 

5.  The  connecting  tips  of  the  portable  nitrous  oxide  and 
oxygen  cylinders  are  unique  so  they  cannot  be  reversed 
accidentally  in  location  on  the  anesthesia  machine. 

Where  are  the  potential  problems?  At  least  the 
following  exist: 

1.  The  manufacturer  may  insert  the  wrong  gas  in  the 
cylinder  in  its  plant,  thus  color-coding  will  not  protect  from 
error. 

2.  The  installation  of  internal  gas  lines  may  be  incorrect,  so 
that  the  wrong  gas  may  be  delivered  unknowingly  (as  in  the 
Shewan  and  Lord  cases). 

3.  A human  error  may  occur  — administration  of  pure 
nitrous  oxide  without  oxygen  from  the  correct  sources. 

It  would  appear  that  some  fail-safe  systems  are 
needed,  in  addition  to  all  those  factors  noted 
above.  The  simplest  way,  it  seems,  is  for  the 
anesthesiologist  or  anesthetist  to  smell  the  gas 
coming  out  of  the  mask  before  it  is  admin- 
istered to  the  patient.  If  the  present  odor  is  not 
characteristic  enough,  perhaps  a distinctive 
additive  should  be  considered  to  make  nitrous 
oxide  easily  distinguishable.  A signal  (visible  or 
audible)  should  be  apparent  to  the  anesthesiolo- 
gist or  anesthetist  where  100  percent  nitrous 
oxide  is  being  administered.  This  is  even  more 
important  in  dental  offices  or  offices  of  phy- 
sicians who  use  general  anesthesia  for  minor 
office  procedures. 

Obviously,  a fail-safe  technique  of  checking 
internal  gas  lines  in  new  hospital  construction 
is  an  absolute  essential.  Hospital  authorities 
cannot  rely  on  the  contractor’s  “check  list” 
after  new  construction  to  be  convinced  that 
pipes  are  installed  and  labeled  correctly.  They 
should  insist  upon  a gas  analysis  test  to  verify 
the  integrity  of  the  system. 

In  the  final  analysis,  this  is  not  a situation  where 
anesthesiologists,  dentists,  nurse  anesthetists, 
hospital  administrators,  and  building  con- 
tractors can  play  “pass  the  buck.”  As  Mrs. 
Shewan.  Mrs.  Lord,  and  others  have  learned, 
laughing  gas  is  no  laughing  matter.  A.K. 
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Emergencies  by 
Appointment 

The  Maryland  Institute  for  Emergency  Medi- 
cine, as  described  in  this  issue  (page  979)  by 
R Adams  Cowley,  M.D.,  is  a remarkable 
example  of  a modern  trauma  center.  It  is  quite 
clear  that  New  Jersey  needs  one  or  perhaps  two 
such  centers  now.  Costly  though  they  may  be, 
the  saving  of  lives,  the  application  of  known 
concepts,  and  the  development  of  new  ones 
for  the  preservation  of  the  trauma  victim  make 
such  center  a bargain. 

Cowley’s  lecture,  presented  before  the  Section 
on  Emergency  Medicine  at  our  annual  meeting 
last  Spring,  was  even  more  stimulating  than  his 
paper.  He  used  descriptive  terms  which  made 
the  image  quite  lucid. 

— The  Golden  Hour  — “The  first  60  minutes 
following  an  accident  often  determine  whether 
a patient  will  live  or  die.’’ 

— Emergencies  by  appointment  — The  Mary- 
land statewide  communications  center 
(SYSCOM)  coordinates  the  helicopter  trans- 
ports and  “forewarns  the  trauma  center  of  a 
patient’s  arrival,  patient’s  status,  and  extent  of 
injury,”  thus  the  emergency  patient  arrives  “by 
appointment.” 

— Preassigned  tasks  — Each  team  member 
knows  exactly  what  to  do  before  the  patient 
arrives. 


— Treatment  by  protocol  (algorithm)  — Every 
detail  of  the  treatments  to  preserve  life  and  limb 
is  spelled  out  in  advance. 

— Rehabilitation  begins  at  the  time  of  injury. 

The  philosophy  of  the  developers  of  the  trauma 
center  is  laudatory: 

"The  trauma  center  must  exist  to  provide  the  best  treat- 
ment science  can  offer  to  the  worst  critically  ill  and  injured 
patient.” 

Such  an  institution,  manned  by  super-specialists 
in  trauma  science,  is  the  only  hope  we  have  to 
reduce  the  appalling  statistics  which  reflect  the 
loss  of  lives  and  dollars  from  highway  accidents, 
air  crashes,  explosions  and  fires,  industrial 
accidents,  and  the  like. 

— Accidental  injury  is  the  leading  cause  of  death 
among  all  persons  aged  one  to  38  years. 

— 60  million  persons  injured  each  year. 

— 1 1 5,000  die  each  year  from  injuries. 

— 14  million  persons  require  bed  care. 

— 400,000  persons  suffer  lasting  impairment. 

— $13  billion  in  lost  wages  each  year. 

The  Medical  Society  of  New  Jersey  and  the 
leaders  in  the  field  of  traumatology  in  this  state 
should  use  their  knowledge  and  energy  to 
develop  one  or  more  New  Jersey  Institutes  for 
Emergency  Medicine  as  soon  as  possible.  A.K. 


Cover  Photos 
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THE  LOWER  G.I.  TRACT: 
ORGANICALLY  SOUND 


Celiac  angiography  is  one  of  a number 
of  highly  specialized  diagnostic  techniques 
sometimes  necessary  to  rule  out  organic 
causes  of  abdominal  pain. 


. . . BUT  OVERSENSITIVE 
TO  EMOTIONAL  STRESS 


IN  IRRITABLE  BOWEL 
SYNDROME  LIBRAX 
PROVIDES  DISTINCTIVE 
ADVANTAGES 


■ the  specific  antianxiety  action  of 
Libnunr(chlordiazepoxide  HCl) 

the  potent  antispasmodic  action 
of  Quarzarr(cliainium  Br) 


Adiunctive/Dual-Action 

LIBRAX 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl  and  2.5  mg  clidinium  Br. 

A dear  treatment  advantage 
for  patients  with 
irritable  bowel  syndrome 


*This  drug  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


A CLEAR  TREATMENT 
ADVANTAGE  FOR  PATIENTS 
WITH  IRRITABLE  BOWEL 
SYNDROME  , ' 


Adjunctive/Dual-Action 

LIBRAX 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg  clidinium  Br 

ONLY  LIBRAX  PROVIDES  THE  SPECIFIC 
ANTI  ANXIETY  ACTION  OF 
LIBRIUM9  (chlordiazepoxide  HCl)  PLUS  THE  POTENT 
A NTISPASMODIC  ACTION  OF  QUARZAN9  (clidinium  Bi 


Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as 
follows: 

"Possibly"  effective:  as  adjunctive  therapy  in  the  treatment 
of  peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 


Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Though  phys- 
ical and  psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  Librium®  (chlor- 
diazepoxide hydrochloride)  to  known  addiction-prone  individuals  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  increase 
gradually  as  needed  and  tolerated).  Though  generally  not  recom- 
mended, if  combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  pharmacologic  effects  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors  and 


phenothiazines.  Observe  usual  precautions  in  presence  of  impaireq 
renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  pa- 
tients. Employ  usual  precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Variable  effects  on 
blood  coagulation  have  been  reported  very  rarely  in  patients  receiv 
ing  the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  avoidable  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido — all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  the  mouth,  blurring  of  vision,  urinary  hesitancy  and  consti- 
pation. Constipation  has  occurred  most  often  when  Librax  therapy 
is  combined  with  other  spasmolytics  and/or  low  residue  diets. 
Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients — see  Precautions. 

How  Supplied:  Librax  is  available  in  green  capsules,  each  contain- 
ing 5 mg  chlordiazepoxide  hydrochloride  (Librium®)  and  2 5 mg 
clidinium  bromide  (Quarzan®)— bottles  of  100  and  500.  Tel-E-Dose®1 
packages  of  100;  Prescription  Paks  of  50.  available  singly  and  in 
trays  of  10 
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ORIGINAL  ARTICLES 


Inflammatory  and  neoplastic  bone  lesions  often  vie  for  the  complete  attention  of  the 
radiologist  while  there  is  an  attempt  to  make  an  accurate  x-ray  film  diagnosis. 
Tuberculosis  of  bone  and  joint  is  one  of  those  challenging  entities  whose  radiographic 
appearance  seems  to  present  consternation  to  many  observers.  The  purpose  of  this 
paper  is  to  acquaint  the  younger  generation  of  physicians  with  the  radiographic 
picture  of  this  old  entity  as  it  attacks  bones  and  joints. 

Osseous  Tuberculosis:  A 
Radiographic  Challenge* 


Richard  A.  Hurwitz,  M.D.,  Jersey  City 

In  the  more  endemic  areas  of  the  world,  many 
patients  with  tuberculosis  of  bone  may  be 
encountered.  In  some  of  the  older,  venerated 
textbooks  of  radiology  descriptions  of  tubercu- 
lous lesions  have  been  well  documented/  but 
this  is  not  true  in  recent  publications. 

Case  Material 

The  cases  presented  in  this  paper  were  obtained 
from  the  general  population  in  the  Republic  of 
South  Korea.  In  all  patients,  chest  films  were 
included  as  part  of  the  clinical  workup.  In  half 
the  cases  with  osseous  tuberculosis  the  lungs 
appeared  to  be  free  of  both  acute  and  chronic 
pulmonary  parenchymal  lesions.  The  hilar 
areas  were  free  of  nodal  changes.  The  majority 
of  patients  x-rayed  were  in  the  pediatric  and 
adolescent  group.  All  patients  with  a suspicious 
chest  x-ray  had  sputum  studies,  while  those 
patients  who  had  surgery  had  tissue  sent  to  the 
laboratory  for  culture  and  histologic  study.  In 
some  of  the  cases  acid-fast  organisms  and 
granulomatous  lesions  compatible  with  tubercu- 
losis were  not  demonstrated,  but  the  histologic 
picture  was  reported  as  representing  non- 
specific inflammation. 

The  most  commonly  noted  site  of  involvement 
was  the  lumbar  vertebral  column,  followed 
closely  by  involvement  of  the  hip  joint.  Cystic 
bony  tuberculous  lesions  were  demonstrated  in 
the  proximal  and  distal  tibia  and  the  humerus. 
Other  sites  containing  bone  and  joint  changes 
were  the  knee,  wrist,  and  ankle  regions,  cervical 
and  thoracic  vertebral  column,  and  pelvic  area 
including  the  pubic  and  ischial  bones.  Tuber- 
culous inflammation  of  the  sacroiliac  joints  and 


a case  of  tuberculosis  of  the  mandible  with 
sequestra  formation  also  was  obtained  in  this 
series. 

X-ray  Appearance 

In  most  cases,  there  was  a definite  lack  of  any 
reactive  bony  process.  This  included  lack  of 
periosteal  reaction  and  lack  of  bony  sclerosis 
surrounding  the  inflammatory  destructive  site. 
In  an  occasional  case,  buttrous  formation  of 
the  periosteal  variety  was  present  in  the  long 
bones.  In  one  cystic  lesion,  a thin  indistinct 
border  of  sclerosis  was  present.  This  occurred 
in  the  adult  case  of  tuberculosis  of  the  proximal 
humerus  (Figure  1 ). 


Initial  joint  manifestations,  particularly  in  the 
hip,  revealed  a peculiar  propensity  to  spare  the 
articulating  cartilage  along  the  significant 


Figure  / —Tuberculosis  cystica.  A fuzzy  cortical  sclerotic 
rim  surrounds  the  lytic  defect  in  the  medial  humeral  head. 
Note  the  lack  of  cortical  rim  directly  in  contact  with  the 
glenoid  fossa. 


’From  the  Department  of  Radiology,  Christ  Hospital, 
Jersey  City. 
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Figure  2— Medial  hip  joint  fusion  is  present.  The  superior 
and  lateral  portions  of  the  hip  joint  are  distinctly  intact  and 
preserved. 


weight-bearing  surface  (Figure  2).  However, 
over  a considerable  period  of  time,  eventual 
cartilaginous  destruction  does  take  place  and 
fusion  of  the  joint  is  the  inevitable  result. 
Other  lesions  produced  lucent  destructive 
changes  in  both  the  femur  and  acetabulum, 
resulting  in  a bizarre  pattern  (Figure  3).  Ace- 
tabular protrusion  also  was  seen  in  chronically 
diseased  hips.  With  longstanding  disease,  a 
prominent  loss  of  bone  minerals  takes  place 
which  results  in  a washed-out  appearance.  This 
is  another  commonly  seen  radiographic  feature. 

After  the  destruction  of  the  articulating  carti- 
lage, ankylosis  was  noted.  This  occurred  in  the 
wrist,  hip.  ankle,  and  particularly  in  the  verte- 
bral column  where  the  disease  is  commonly 
manifested.  A peculiar  resistance  to  tuberculous 
infection  is  seen  in  the  pedicle  of  the  vertebral 
body.  In  many  instances,  preservation  of  the 
pedicle  in  the  presence  of  an  extensive  lytic 
process  of  the  body  is  noted.  (Figure  4)  If  both 
the  pedicle  and  the  body  are  involved,  a neo- 
plastic process  becomes  a distinct  probable 
cause. 


Figure  J — A lytic  defect  has  totally  deformed  the  ace- 
tabulum and  the  femoral  head  and  neck. 


Figure  4 - The  pedicle  is  intact.  An  extensive  lytic  process  is 
present  in  the  vertebral  body. 
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Discussion 

Bovine  tuberculosis  has  been  connected  with 
tuberculous  involvement  in  humans  in  bone 
and  joint  structures.  However,  in  the  Republic 
of  South  Korea,  bovine  tuberculosis  is  not  a 
factor  as  cow  milk  is  not  universally  consumed. 
Pulmonary  tuberculosis  is  the  prevalent  form. 
Thus,  it  was  most  unusual  to  note  that  in  50 
percent  of  the  cases,  the  lungs  were  free  of  any 
manifestations  of  tuberculous  disease  on  chest 
x-ray  examination.  There  was  no  direct  rela- 
tionship between  normal  and  abnormal  chest 
x-ray  findings  and  the  tuberculous  involvement 
of  the  patient’s  bone  and  joint  structures. 
Skeletal  tuberculosis  appears  to  result  from 
secondary  hematogenous  dissemination  from  a 
pulmonary  lesion.  This  pulmonary  lesion  may 
be  recognized  on  a conventional  chest  radio- 
graph as  a granulomatous  process.  Yet  the 
absence  of  chest  x-ray  findings  may  indicate 
only  that  these  lesions  are  not  recognized 
roentgenographically  or  that  the  host  response 
to  the  invading  organism  is  such  that  the 
common  x-ray  signs  that  one  is  accustomed  to 
see  are  not  produced. 

Campos-  noted  that  his  series  of  cases  of 
tuberculous  bony  disease  had  a high  percentage 
of  patients  with  normal  lungs  by  x-ray. 
Paradoxically,  serious  types  of  bone  and  joint 
tuberculosis  were  observed  in  practically  all 
patients  despite  normal  lungs.  Campos  there- 
fore suggested  that  it  was  reasonable  to  admit 
that  in  such  cases,  the  infecting  bacilli  just 
passed  through  the  lungs  almost  unchecked 
because  of  the  particular  lack  of  resistance  on 
the  part  of  the  infected  host  causing  an  im- 
mediate generalized  dissemination  with 
skeletal  localization. 

In  this  series  it  was  customary  for  a patient  to 
have  a single  disseminated  site  of  involvement 
away  from  the  lungs;  there  was  not  one  instance 
of  multiple  separated  sites  of  skeletal  involve- 
ment. This  observation  has  not  been  recognized 
universally.  Cases  have  been  reported  in  which 
hematologic  dissemination  may  result  also  in 
multiple  sites  in  a single  individual  patient.7-9 


The  Radiographic  Appearance:  The  Joint 
Space  — Tuberculosis  vs.  Bacterial  Infection 

In  1924,  Phemister  recorded  some  of  the 
principal  distinguishing  characteristics  between 
tuberculous  and  nontuberculous  arthritidies.1" 
In  bacterial  infections  with  proteolytic  enzyme 
involvement,  articulating  cartilage  is  destroyed 
and  broken  down  first  at  the  point  of  contact 
and  pressure  at  the  site  of  weight  bearing.  The 
reverse  is  noted  in  tuberculous  arthritis  where 
the  tubercular  disease  seems  to  spare  the 
articulating  cartilage  at  the  weight-bearing 
point.  Therefore,  joint  cartilage  destruction  will 
occur  peripherally  where  tuberculous  granula- 
tion tissue  can  grow  freely.  The  central  or 
weight-bearing  cartilage  areas  will  show  an 
initial  sparing  effect. 

On  radiologic  examination,  one  sees  that  there 
is  loss  of  the  bony  cortical  shadow  peripherally 
about  the  margins  of  the  weight-bearing  por- 
tions of  the  articulating  surfaces.  Reduction 
occurs  in  the  depth  of  the  joint  space  at  a 
characteristically  late  period  when  comparison 
is  made  with  the  enzymatic  destructive  change 
of  the  bacterially  involved  joint  space.  Depend- 
ing on  the  time  of  the  initial  roentgen  examina- 
tion, it  is  obvious  that  the  lesion  may  present 
itself  in  varying  stages  of  development. 

The  change  in  the  knee  and  wrist  areas  may  be 
difficult  to  interpret  radiographically  following 
the  initial  insult.  This  distinct  paucity  of 
radiologic  signs  at  the  initial  stage  of  the 
disease  presents  a challenge  to  the  radiologist.-' 
The  later  stages  of  involvement  in  the  knee 
and  wrist  may  show  a lytic  destructive  process 
of  the  articulating  area.  Eventually,  the  usual 
complete  erosion  of  the  articulating  surface 
becomes  manifest.  This  may  be  followed  by 
erosive  subchondral  bone  changes  which  will 
then  result  in  the  total  fusion  of  the  joint  (Figure 
6). 

Long  Bone  Changes 

In  children,  there  was  a propensity  for  cystic 
bony  involvement  in  the  long  bones.  These 
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Figure  5 — A clear  round  “hole"  is  present  in  the  proximal 
tibial  metaphysis.  No  sclerosis  is  noted. 


cystic  bony  lesions,  which  were  metaphyseal  in 
location,  were  not  noted  to  be  circumscribed  by 
any  particular  bony  sclerosis  (Figure  5).  In  one 
adult,  in  which  a cystic  lesion  of  the  humerus 
was  present,  a hazy  border  of  sclerosis  was 
noted  to  surround  the  lateral  aspect  of  the 
cystic  change.  The  failure  to  detect  bony 
sclerosis  in  the  adolescent  is  contrary  to  the 
finding  of  Karlen,  who  described  well-bor- 
dered cystic  lesions  with  a sclerotic  zone  in  the 
young  children  among  his  cases.5  He  felt  cystic 
tuberculosis  represents  a high  resistance 
already  present,  where  the  lesion  is  walled  off 
early,  or  resistance  rapidly  acquired  after  a 
period  of  spread  of  the  disease. 

Vertebral  Column  Changes 

Three  main  radiologic  patterns  are  encountered 
in  tuberculosis  of  the  vertebral  column:  inter- 
vertebral, central,  and  anterior  types. * With  the 
first  type,  the  disease  is  primarily  within  the 
disc  and  results  in  its  destruction  early.  There  is 
associated  body  disease,  but  the  predominant 
change  is  seen  in  the  disc  space  (Figure  8)  The 
least  common  type  is  the  central  type  in  which 


Figure  6 — Total  carpal  bone  fusion  with  loss  of  intercarpal 
and  radiocarpal  joint  space  is  present.  Soft  tissue  nodules 
are  noted.  Save  for  normal  pip  joints  and  normal  first  finger 
jpints,  a differential  diagnosis  of  rheumatoid  arthritis 
cannot  be  made  with  certainty. 

the  body  alone  is  involved.  When  involvement 
produces  destruction,  the  body  which  shows 
greatest  change  anteriorly  will  collapse 
anteriorly,  producing  the  gibbus  deformity  so 
characteristically  seen  with  tuberculous  disease. 
The  anterior  type  of  involvement  causes  an 
irregular  erosion  of  the  anterior  aspect  of  the 
vertebral  body  and  it  produces  a fuzzy  margin 
with  a concave  defect.  (Figure  9)  The  infection 
may  then  spread  to  other  vertebral  bodies 
underneath  the  anterior  longitudinal  ligament, 
which  at  best  seems  to  provide  the  pathway  of 
least  resistence  for  the  tubercle  bacillus.  It 
should  be  noted  that  acute  staphylococcal  in- 
fections of  the  vertebral  bodies  may  produce  a 
purely  lytic  radiographic  picture  by  itself.  It 
certainly  would  be  necessary  to  include  this 
particular  entity  in  any  differential  diagnosis 
of  lytic  processes  involving  the  vertebral 
column. 

Sparing  of  the  pedicle  or  neural  arch  from 
tuberculous  disease  in  the  face  of  complete 
lysis  of  the  vertebral  body  is  a striking  finding. 
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Figure  7 — The  cold  abscess  is  outlined  fully  with  contrast 
media.  The  lateral  femoral  exit  point  is  filled. 


This  can  be  considered  to  be  a distinguishing 
characteristic  of  tuberculous  involvement  of 
the  vertebral  column;  and  this  sign  may  be 
utilized  when  the  differential  diagnosis  includes 
neoplastic  processes. 

It  was  not  uncommon  to  find  draining  sinuses 
far  from  the  sites  of  initial  bony  involvement. 
The  cold  abscess  formation  usually  described  in 
the  old  literature  and  text  books  manifested 
itself  in  several  patients1*.  One  patient  illustrated 
this  problem  in  which  there  was  bony  fusion  of 
the  lumbar  vertebral  column  with  a draining 
sinus  occurring  along  the  lateral  aspect  of  the 
proximal  femur.  Contrast  injection  demon- 
strated a sinus  tract  which  extended  from  the 
L5  vertebral  body  to  the  lateral  aspect  of  the 
proximal  femoral  diaphysis.  (Figure  7) 

Conclusion 

The  distinct  radiologic  change  of  osseous  tuber- 
culosis is  a purely  lytic  destructive  process 
occurring  within  the  bone  and  joint  region.  In 
joint  areas  where  weight  bearing  is  a factor,  the 
cartilage  and  subchondral  bony  structures  are 


Figure  8—  A combination  disc  defect  and  body  lytic  change 
is  present.  The  pedicle  on  the  involved  side  is  still  intact. 


Figure  9 — A fuzzy  concave  anterior  vertebral  body  defect  is 
present.  Anterior  osteophyte  bony  bridging,  which  is  a 
reaction  to  the  tuberculous  spread  beneath  the  anterior 
longitudinal  ligament,  is  present  between  L3  and  L4. 

initially  preserved  while  the  peripheral  regions 
are  destroyed.  Following  bony  and  joint  de- 
struction, it  is  not  unusual  for  fusion  to  occur. 

A distinct  lack  of  bony  sclerosis  generally  is 
seen  in  most  cases.  When  bony  sclerosis  occurs 
it  is  minimal  and  may  reflect  some  periosteal 
reaction.  One  may  postulate  that  where  sig- 
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nificant  reactive  bony  sclerosis  exists  a secon- 
dary inflammatory  process  of  a proteolytic 
nature  may  be  superimposed  on  the  initial 
tuberculous  lesion.  The  cystic  lesions  of  tuber- 
culosis noted  in  both  adults  and  children  show 
little  or  no  reactive  sclerosis.  A distinctive 
sparing  of  the  pedicle  and  neural  arch  may  be 
considered  diagnostic  of  tuberculosis  in  the 
face  of  severe  disc  and  body  lesions.  Chest 
x-rays  may  be  found  to  be  free  of  tuberculous 
involvement  in  50  percent  of  the  patients  in 
whom  positive  tuberculous  joint  and  bony 
defects  have  been  diagnosed. 
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Pediatric  Brief* 

Does  Diagnosis  of  Innocent  Murmurs  Need  Reconsideration.  Baum,  D.  el  al.  Abstracts,  Ambula- 
tory Pediatric  Association,  1977,  p.  39. 

Seventy-two  children  with  systolic  murmurs  of  grade  3/6  intensity  or  less  were  examined  by  1 of  6 
“highly  regarded"  pediatricians  who  were  asked  to  judge  only  if  the  murmur  was  “innocent"  or 
“organic."  Definitive  diagnoses  were  then  made  by  pediatric  cardiologists  with  the  aid  of  labora- 
tory tests.  Of  25  children  with  cardiac  disorders,  13  (52%)  were  diagnosed  as  having  innocent 
murmurs.  Of  47  children  without  heart  disease,  21  (45%)  were  considered  to  have  organic  mur- 
murs. Echocardiography  was  abnormal  in  70  percent  of  patients  with  heart  disease  and  chest  x-rays 
were  abnormal  in  60  percent  of  children  with  heart  disease.  The  authors  conclude  that  general  pedi- 
atricians do  not  reliably  separate  innocent  from  organic  murmurs  and  that  chest  x-rays  and  echo- 
cardiography would  improve  diagnostic  accuracy. 

Comment:  l find  this  level  of  diagnostic  mistake  a bit  hard  to  believe.  1 wonder  how  much  more 
accurate  pediatric  cardiologists  would  be!  In  any  case,  it  is  my  experience  that  chest  films  and 
other  tests  (often  interpreted  in  a clinical  vacuum  by  those  whose  major  experience  is  with  adults) 
frequently  add  confusion  rather  than  clarification.  Trying  to  minimize  any  self-interested  bias,  1 
believe  that  direct  referral  to  a pediatric  cardiologist,  in  situations  where  the  interpretation  of 
murmurs  is  unclear,  is  most  to  the  patient’s  benefit.  N.  J.  Sissman,  M.D. 


•Excerpted  from  CMDNJ  Rutgers  Medical  School  Pediatric  Newsletter  (Vol.  1.  No.  8,  June  1977),  Richard  H.  Rapkin. 
M.D  , Editor,  Dr.  Rapkin  has  given  The  Journal  permission  to  reprint  this  material  from  time  to  time. 
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The  responses  on  the  Questionnaire  Course  entitled  "Controversies  in  the  Manage- 
ment of  Cancer  of  the  Breast"  are  reported  Major  changes  that  have  taken  place 
in  the  treatment  of  breast  cancer  are  emphasized 


Controversies  in  the  Management  of 
Cancer  of  the  Breast: 

A Questionnaire  Course* 


E.J.  Lazaro,  M.D.,  B.F.  Rush,  Jr.,  M.D., 

J.  Landor,  M.D.,  and  E.L.  Grimes,  M.D., 
Newark 

The  Questionnaire  Course  has  become  an 
established  component  of  the  annual  scientific 
meeting  of  the  Section  of  Surgery  of  the 
Medical  Society  of  New  Jersey.  Details  of  the 
objectives,  the  format,  and  the  implications  of 
this  learning  experience  have  been  described  in 
detail  in  previous  communications. '-2-3  Pre- 
sentation of  the  responses  received  from  174 
surgeons  practicing  in  New  Jersey  to  a question- 
naire on  “Controversies  in  the  Management  of 
Cancer  of  the  Breast,”  and  documentation  of 
the  approach  of  most  of  these  surgeons  to  a 
variety  of  clinical  situations  in  patients  with 
breast  cancer  constitute  the  basis  of  this  report. 

The  preferences  to  the  various  alternatives 
indicated  in  the  questionnaire  are  contained  in 
the  following  tabulation. 

Preferred  Answers 

Questions  of  Respondents  (%) 

1 .  Y our  patients  have  been  made  aware  of 


a breast  lesion  more  frequently  by 

(1)  discovering  the  lesion  themselves  81 

(2)  a physician  17 

(3)  another  individual  who  is  not 

a physician  0 

(4)  mammography  1 

(5)  some  other  means  or  you  have 

no  opinion  1 


2.  You  have  employed  needle  aspiration  of 
breast  masses 


(1)  never  5 

(2)  rarely  29 

(3)  often  54 

(4)  always,  or  almost  always  12 

(5)  no  opinion  0 


Preferred  Answers 

Questions  of  Respondents  (%) 

3.  You  employ  mammography  in  breast 
disease 

(1)  routinely  20 

(2)  never  1 

(3)  only  in  symptomatic  cases  where  no 
mass  is  palpable  or  if  ill-defined  lesions 
are  present,  and/or,  as  a follow-up 
procedure  in  observing  the  contralateral 
breast  for  the  detection  of  malignant 

disease  72 

(4)  only  in  the  form  of  contrast  mammography 

to  study  the  ductal  system  when  nipple 
discharge  is  present  0 

(5)  for  another  reason,  or  you  have 

no  opinion  7 

4.  The  benign  breast  disease  you  consider  to 
be  most  commonly  related  to  the 


development  of  breast  cancer  is 

(1)  fibroadenoma  1 

(2)  mammary  dysplasia  (cystic 

hyperplasia)  56 

(3)  intraductal  papilloma  27 

(4)  fat  necrosis  1 

(5)  another  disease  or  you  have 

no  opinion  15 


5.  In  a patient  with  a bloody  nipple  discharge 
and  no  palpable  mass,  you  usually  localize  the 


responsible  duct  system  by 

(1)  non-contrast  mammography  4 

(2)  contrast  mammography 

(3)  cytology  2 

(4)  segmental  “milking”  of  the  breast  86 

(5)  another  method,  or  you  have  no  opinion  1 


6.  On  how  many  occasions  have  you  received 
a false  positive  frozen  section  diagnosis  of 


•Presented  in  part  before  the  joint  meeting  of  the  Sections 
on  Obstetrics-Gynecology,  Pathology  and  Surgery,  211th 
Annual  Meeting  of  the  Medical  Society  of  New  Jersey, 
Atlantic  City,  New  Jersey,  May  16,  1977.  Dr.  Lazaro  is 
Professor  of  Surgery  CMDNJ,  New  Jersey  Medical  School; 
Dr.  Rush  is  Johnson  and  Johnson  Professor  and  Chairman, 
Department  of  Surgery,  CMDNJ,  New  Jersey  Medical 
School;  Dr.  Landor  is  Professor  of  Surgery,  CMDNJ, 
Rutgers  Medical  School;  and  Dr.  Grimes  is  Chief  of 
Surgery,  Our  Lady  of  Lourdes  Hospital,  Camden. 
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Questions 


Preferred  Answers 
of  Respondents  (%) 


Questions 


Preferred  Answers 
of  Respondents  (%) 


cancer  in  a benign  breast  lesion  resulting 
in  unnecessary  mastectomy? 

(1)  Never 

(2)  Once 

(3)  Twice 

(4)  Three  or  more  times 

(5)  No  opinion 

In  a 50-year-old,  good-risk  female  with  a 
two  cm  mass  in  the  upper  outer  quadrant  of 
a breast  which  is  reported  as  malignant 
on  a frozen  section  you  will  preferably 
advise 

(1 ) total  mastectomy  alone 

(2)  total  mastectomy  with  postoperative 
irradiation 

(3)  a modified  radical  mastectomy 

(4)  conventional  radical  mastectomy 

(5)  other  advice  or  no  opinion 

Your  preferred  initial  treatment  for  a 
post  menopausal  good-risk  patient  who  has 
an  ulcerating  cancer  of  the  breast  fixed  to 
the  chest  wall  with  small  axillary  metastases 
and  no  demonstrable  distant  spread  is 


87 


(3) 

never  employ  the  “bovie” 

12 

(4) 

use  the  “bovie”  only  for  hemostasis 

but  not  for  raising  the  flaps 

49 

(5) 

have  another  or  no  opinion 

I 

12. 


1 

60 

37 


13. 


In  your  opinion  the  most  appropriate  initial 
treatment  for  a good  risk  patient  with  a 
one  cm  carcinoma  in  the  upper  inner 
quadrant  of  a breast,  and  no  demonstrable 
spread  is 

(1)  extended  radical  mastectomy 

(2)  radical  or  modified  radical  mastectomy 

(3)  total  mastectomy  plus  radiotherapy 

(4)  total  mastectomy  alone 

(5)  other  procedure  or  no  opinion 

Biopsy  of  the  apparently  normal 
contralateral  breast  in  patients  with  breast 
cancer  should  be 


(1) 

radiotherapy 

39 

(2) 

hormonal  therapy  or  chemotherapy 

5 

(3) 

radical  mastectomy  with  or  without 

radiotherapy 

24 

(4) 

total  mastectomy  with  or  without 

radiotherapy 

29 

(5) 

other  therapy  or  you  have  no  opinion 

3 

14. 


Internal  mammary  node  dissection  in 
patients  with  breast  cancer 


In  patients  with  carcinoma  of  the  breast, 
simultaneous  bilateral  mastectomy  is 
indicated 

(1)  never 

(2)  with  biopsy  proof  of  bilateral  lesions 
in  an  otherwise  healthy  patient 


85 


(1) 

(2) 

(3) 


(4) 

(5) 


has  no  place  at  all  in  the  therapy 
should  be  routinely  employed 
should  be  recommended  only  for  those 
patients  with  lesions  in  the  inner  half 
of  the  breast 

should  be  recommended  when  the 
supraclavicular  nodes  are  positive 
other  option  or  no  opinion 


5 

61 

25 

4 

5 


(1) 

routinely  undertaken 

6 

(2) 

considered  unnecessary 

14 

(3) 

carried  out  only  in  patients  with  a 
strong  family  history  of  breast  cancer 

20 

(4) 

recommended  only  for  specific  histologic 
type(s)  of  breast  cancer 

55 

(5) 

no  opinion 

5 

48 


38 

2 

11 


(3) 

with  histologic  proof  of  a lesion  in  one 

breast  and  mammographic  evidence 

15.  For  complete  closure  of  the  “defect" 

of  a lesion  in  the  other  breast 

6 

following  mastectomy  you 

(4) 

for  proven  carcinoma  in  one  breast 

(1)  always  employ  a split  thickness  skin 

and  a strong  family  history  of  breast 

graft 

9 

carcinoma 

0 

(2)  frequently  employ  a split  thickness 

(5) 

for  other  option  or  you  have  no  opinion 

1 

skin  graft 

10 

(3)  sometimes  employ  a split  thickness 

10.  Your  concept  of  a “modified  radical 

skin  graft 

41 

mastectomy”  is 

(4)  rarely  or  never  employ  a split  thickness 

(1) 

total  (simple)  mastectomy  with  axillary 

skin  graft 

40 

node  dissection 

50 

(5)  have  no  opinion 

0 

(2) 

removal  of  the  breast,  pectoralis  major 

muscle  and  axillary  nodes 

5 

16.  A 35-year-old  female  who  had  a radical 

(3) 

removal  of  the  breast  and  both  pectoral 

mastectomy  two  years  previously  for 

muscles  without  axillary  dissection 

1 

carcinoma  now  has  proven  metastatic 

(4) 

total  mastectomy  with  removal  of  the 

disease  involving  the  supraclavicular  nodes 

pectoralis  minor  muscle  and  axillary 

and  multiple  osteolytic  lesions  of  the  bones. 

dissection 

43 

The  patient  is  premenopausal.  You  would 

(5) 

o(her  procedure  or  no  opinion 

1 

initially  recommend 

11.  When  performing  mastectomy  you 

(1)  adrenalectomy 

(2)  hypophysectomy 

4 

1 

(1) 

frequently  use  the  “bovie"  for  dissection 

(3)  oophorectomy 

93 

and/or  hemostasis 

27 

(4)  estrogen  therapy 

0 

(2) 

use  the  “bovie”  only  occasionally 

1 1 

(5)  other  therapy  or  no  opinion 

2 
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Questions 


Preferred  Answers 
of  Respondents  (%) 


Questions 


Preferred  Answers 
of  Respondents  (%) 


17.  A 70-year-old  female  presents  with  a four- 
by-four  cm  breast  mass  and  numerous  small 
metastatic  lesions  to  skin  and  bone.  Initially, 
in  this  case,  you  would  employ 


(1) 

radiotherapy 

19 

(2) 

hormonal  therapy 

31 

(3) 

total  mastectomy 

24 

(4) 

chemotherapy 

23 

(5) 

other  therapy  or  you  have  no  opinion 

3 

18.  In  your  opinion,  oophorectomy  in  patients 
with  breast  cancer 

(1)  should  be  employed  routinely  in 
premenopausal  patients  at  the  time 

of  initial  breast  surgery  2 

(2)  has  no  place  in  breast  cancer  therapy  0 

(3)  is  of  value  in  selected  premenopausal  or 

paramenopausal  patients  92 

(4)  though  previously  recommended, 

is  now  considered  of  negligible  value  5 

(5)  other  or  no  opinion  1 

19.  The  number  of  patients  you  have  treated 
by  adrenalectomy  for  advanced  breast 
cancer  in  the  past  10  years  is 


(1) 

0 

44 

(2) 

less  than  5 

37 

(3) 

5 to  10 

8 

(4) 

10  or  more 

10 

(5) 

no  opinion 

1 

20.  For  a 44-year-old  woman  who  has  achieved 
palliation  after  oophorectomy  and  again 
after  adrenalectomy  but  now  has  advancing 
metastatic  systemic  cancer  you  would 


recommend 

(1)  hypophysectomy  28 

(2)  hormonal  therapy  10 

(3)  chemotherapy  59 

(4)  irradiation  to  metastatic  sites  1 

(5)  other  or  no  opinion  2 


21.  A woman  develops  a painful  metastatic 
lesion  of  the  femur  one  year  after  previous 
radical  mastectomy.  The  preferred  initial 


treatment  is 

(1)  radiotherapy  83 

(2)  chemotherapy  10 

(3)  hormonal  therapy  7 

(4)  cordotomy  0 

(5)  other  therapy  or  no  opinion  0 


22.  A 34-year-old  woman  who  is  nine  weeks 
pregnant,  presents  with  a firm  irregular 
two-by-four  cm  nodule  in  the  upper  outer 
quadrant  of  the  left  breast.  You  would 
preferably 

(1)  follow  the  patient,  and  biopsy  the  mass 

if  it  is  present  after  delivery  2 

(2)  perform  mammography,  and  if  negative 

for  malignancy,  follow  the  patient  until 
delivery  and  then  biopsy  the  lesion  8 


(3)  aspirate  the  mass,  and  if  it  is  solid 
proceed  directly  with  biopsy  and  if 
malignant  proceed  with  radical 

(modified)  mastectomy  78 

(4)  as  in  #(3)  but  if  malignant  perform 

total  mastectomy  5 

(5)  follow  another  option  or  you  have 

no  opinion  7 

23.  In  a patient  suspected  of  having  carcinoma 
of  the  breast  with  ipsilateral,  palpable, 
movable,  axillary  nodes,  the  proper  first 


operative  step  is 

( 1 ) biopsy  of  axillary  nodes  1 5 

(2)  biopsy  of  supraclavicular  nodes  0 

(3)  biopsy  of  primary  lesion  83 

(4)  biopsy  of  internal  mammary  nodes  1 

(5)  other  step,  or  no  opinion  1 


24.  In  your  experience,  how  many  cases  of 
occult  cancer  of  the  breast  have  you 
encountered?  (An  occult  lesion  may  be  de- 
fined as  one  in  which  there  is  a small, 
non-palpable  tumor  associated  with 
axillary  or  distant  metastases.) 


(I) 

None 

20 

(2) 

Less  than  5 

66 

(3) 

5 to  10 

9 

(4) 

10  to  20 

4 

(5) 

Over  20 

1 

25.  Following  mastectomy  for  carcinoma, 
reconstruction  of  the  breast  with  sub- 
cutaneous implants  has  been 
recommended.  You 


(1) 

are  opposed  to  this  modality  of  therapy 

41 

(2) 

would  like  to  employ  it  but  have  had  no 

opportunity  thus  far 

30 

(3) 

have  tried  it  and  subsequently 

abandoned  the  procedure 

0 

(4) 

were  initially  opposed  to  the  idea. 

but  now  are  not 

19 

(5) 

have  no  opinion 

10 

26.  A 53-year-old  woman  has  a three-by-four 
cm  firm  mass  in  the  upper  outer  quadrant  of 
the  right  breast.  There  are  some  large  firm 
axillary  nodes.  She  is  recovering  from  an 
anteroseptal  myocardial  infarction  that 
occurred  six  weeks  prior.  Metastatic  surveys 
are  negative.  If  the  lesion  is  malignant  you 
would  recommend 


(1)  radical  or  modified  radical  mastectomy  31 

(2)  total  mastectomy,  followed  by  x-ray 
treatment  to  the  axilla,  chest  wall, 
supraclavicular  and  internal  mammary 

chain  10 

(3)  irradiation  therapy  9 

(4)  irradiation  therapy,  followed  four-to-six 
weeks  later  by  modified  radical  or 

total  mastectomy  43 

(5)  another  modality  of  therapy  or  you 

have  no  opinion  7 


VOL  74-NUMBER  11  -NOVEMBER  1977 


945 


Preferred  Answers 

Questions  of  Respondents  (%) 

27.  A 38-year-old  woman  has  a three-by-four  cm 
mass  in  the  upper  inner  quadrant  of  the  right 


breast  with  overlying  skin  fixation.  There 
are  no  palpable  axillary  nodes  and  no  other 
metastases  are  present.  Biopsy  confirms 
that  it  is  malignant.  Your  treatment  is 
preferably 

(1)  “lumpectomy”  and  x-ray  therapy  2 

(2)  total  mastectomy  and  x-ray  therapy  38 

(3)  modified  radical  mastectomy  followed 
by  x-ray  treatment  only  if  nodes  are 

positive  32 

(4)  extended  radical  mastectomy  1 1 

(5)  other  procedure  or  no  opinion  1 7 


28.  Biopsy  of  a two  cm  breast  nodule  in  a 
34-year-old  woman  reveals  lobular 
carcinoma  in  situ.  In  addition  to  biopsy  of 


the  opposite  breast,  you  would  preferably 
recommend 

(1)  radical  mastectomy  8 

(2)  total  mastectomy  40 

(3)  “lumpectomy”  8 

(4)  modified  radical  mastectomy  40 

(5)  other  therapy  or  you  have  no  opinion  4 


29.  Following  mastectomy  you  discover  that 
the  patient  has  10  out  of  18  involved 
axillary  nodes.  You  would  therefore 
initially  recommend 


(1)  irradiation  therapy  34 

(2)  hormonal  therapy  1 

(3)  chemotherapy  with  a single  drug  3 

(4)  chemotherapy  with  several  drugs  58 

(5)  other  therapy  or  you  have  no  opinion  4 


Comment 

The  responses  to  this  questionnaire  have 
brought  into  focus  the  following  conclusions 
pertaining  to  important  aspects  in  the  current 
management  of  cancer  of  the  breast.  (1) 
Physicians  and  the  utilization  of  mam- 
mography play  minor  roles  in  the  discovery 
of  breast  cancer;  the  majority  of  lesions  are 
initially  found  by  the  patients  themselves. 

(2)  Most  surgeons  restrict  the  use  of  mam- 
mography to  selected  cases  of  breast  disease. 

(3)  Modified  radical  mastectomy  is  at  present 
the  most  commonly  employed  “curative” 
procedure  for  breast  cancer.  (4)  When  per- 
forming a modified  radical  mastectomy,  50 


percent  of  surgeons  combine  total  mastectomy 
with  axillary  dissection,  while  43  percent  will, 
in  addition,  remove  the  pectoralis  minor 
muscle.  (5)  Only  two  percent  of  surgeons 
recommend  routine  oophorectomy  at  the  time 
of  mastectomy  in  premenopausal  patients, 
while  92  percent  apparently  reserve  this 
procedure  for  those  who  have  already  devel- 
oped distant  spread.  (6)  For  the  management 
of  metastatic  disease  following  previous 
mastectomy  in  the  premenopausal  patient, 
93  percent  of  respondents  agree  that  oophorec- 
tomy is  the  initial  therapy  of  choice.  (7)  That 
adrenalectomy  does  not  occupy  a prominent 
place  among  the  various  modalities  available 
for  the  management  of  advanced  breast  cancer 
is  made  evident  by  the  fact  that  44  percent  of 
surgeons  have  not  utilized  this  therapeutic 
approach  in  the  past  10  years,  and  37  percent 
have  employed  it  on  less  than  5 occasions  during 
this  time.  (8)  Breast  reconstruction  following 
removal  of  the  breast  for  cancer  has  the 
approval  of  49  percent  of  the  respondents 
though  41  percent  are  opposed  to  this  tech- 
nical consideration.  (9)  For  lobular  carcinoma 
in  situ,  40  percent  prefer  total  mastectomy 
and  another  40  percent  would  opt  for  a modified 
radical  procedure.  (10)  Following  mastectomy 
in  a patient  who  is  found  to  have  significant 
axillary  nodal  spread,  chemotherapy  is  pre- 
ferred over  radiotherapy  in  the  initial  post- 
operative treatment. 
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Patients  who  abuse  alcohol  undergo  a characteristic  abstinence  syndrome  upon 
cessation  of  drinking,  of  which  seizures  ("rum  fits")  are  a feature.  Effective  drug 
therapy  lessens  the  risk  of  abstinence  convulsions  but  extends  the  period  during  which 
the  patient  is  at  risk  of  having  such  fits.  Since  long-term  anticonvulsant  therapy 
should  not  be  given  to  such  patients,  physicians  should  be  aware  that  these  fits  may 
present  well  beyond  the  forty-eight  hours  during  which  they  occur  in  untreated 
patients. 

Alcoholic  Epilepsy 

Effects  of  Treatment  on  Convulsions  following  the  Cessation  of  Drinking 


Matthew  Menken,  M.D.,  Nancy 
Buonpane,  R.N.,  and  Rhoda  Perly,  R.N., 
New  Brunswick 

Effective  drug  therapy  can  modify  considerably 
the  abstinence  syndrome  that  occurs  when 
alcohol  ingestion  stops  after  a prolonged  period 
of  abuse.  In  particular,  the  incidence  of  con- 
vulsions (“rum  fits”)  and  delirium  tremens  is 
remarkably  reduced.1  Because  alcohol  abuse 
also  increases  the  frequency  of  seizures  among 
patients  with  convulsive  disorders2,  it  is  of 
paramount  therapeutic  importance  to  deter- 
mine whether  patients  who  have  convulsions 
while  under  treatment  for  alcohol  withdrawal 
have  a persistently  lowered  seizure  threshold. 
We  wish,  therefore,  to  report  a prospective 
series  of  patients  treated  for  alcohol  withdrawal 
symptoms  in  a private  psychiatric  hospital  and 
to  record  that  the  temporal  profile  of  abstinence 
convulsions  is  modified  considerably  by  vig- 
orous drug  treatment. 

Patient  Studies 

Included  in  this  prospective  study  were  all 
patients  admitted  to  the  ho-spital  with  a history 
of  alcohol  abuse  during  the  sixteen-month 
period  between  October  1974  and  January 
1976.  Because  of  the  history  of  multiple  drug 
abuse  the  total  number  of  pure  alcohol  abuse 
cases  is  difficult  to  delineate  precisely  but 
approximates  1135  patients.  Sixty-five  percent 
were  males  and  the  ages  ranged  from  fifteen  to 
eighty  in  the  entire  series. 

Thirteen  patients  of  this  group  had  convulsions 
while  in  the  clinic.  One  patient  was  eliminated 
from  the  series  because  he  had  a long  history  of 


epilepsy,  his  convulsions  were  focal,  and  none 
occurred  during  his  first  month  in  the  hospital. 
Of  the  remaining  twelve,  one  had  a history  of  a 
subdural  hematoma  and  one  had  had  seizures 
in  earlier  life  unrelated  to  alcohol  ingestion. 
These  two  patients  were  included  in  the  study 
because  they  had  been  under  excellent  seizure 
control  and  the  convulsions  that  occurred  in 
response  to  alcohol  withdrawal  were  typical  of 
the  group  as  a whole. 

Patients  were  treated  with  chlordiazepoxide 
(Librium")  150  mg.  daily  for  twenty-four 
hours,  100  mg.  daily  for  the  next  two  days,  with 
subsequent  reductions,  so  that  the  medication 
was  generally  discontinued  at  the  end  of  ten  to 
fourteen  days.  The  patients  also  received 
nocturnal  sedation  and.  in  some  instances, 
diphenylhydantoin  and/or  phenobarbital.  No 
effort  was  made  to  standardize  or  control 
medications  administered,  the  nature  and 
dosages  in  each  case  being  determined  by 
clinicians  experienced  in  treating  abstinence 
syndromes.  The  purpose  of  treatment  in  each 
case  was  to  control  abstinence  symptoms, 
including  convulsions  and  delirium  tremens. 

Three  of  the  patients  had  seizures  within 
minutes  of  arrival  at  the  hospital.  As  outlined 
in  Table  1,  the  remaining  nine  patients  had 
seizures  occurring  between  nine  and  fifteen 
days  after  cessation  of  drinking.  In  each  in- 
stance, the  convulsions  were  brief,  generalized 
major  motor  convulsions;  occasionally,  several 
such  convulsions  occurred  within  a period  of  a 
few  hours.  Each  patient  had  at  least  one  electro- 

*This  study  is  from  The  Carrier  Clinic  Foundation.  Belle 
Mead.  New  Jersey,  and  Department  of  Medicine  (Neurol- 
ogy), CMDNJ,  Rutgers  Medical  School,  Piscataway. 
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encephalogram  while  in  the  hospital.  In  each 
instance,  the  record  was  normal  or  showed 
non-specific  increases  in  slow  and  sharp  activity. 
No  patient  showed  specific  paroxysmal  poten- 
tials during  the  recording.  Every  patient  had  a 
normal  neurologic  examination.  No  convulsion 
occurred  longer  than  forty-eight  hours  after 
discontinuing  the  withdrawal  regimen. 


Table  1 

Interval  Between 

Last  Drink  and  First 

P atient 

Age 

Sex 

Fit  (Days) 

1. 

37 

M 

11 

2. 

50 

M 

8 

3. 

58 

F 

12 

4. 

24 

M 

7 

5. 

15 

F 

15 

6. 

43 

F 

8 

7. 

49 

F 

13 

8. 

62 

M 

5 

9. 

31 

M 

5 

Comment 

A relationship  between  alcohol  abuse  and 
convulsive  seizures  is  well  established  in  the 
literature.’  in  general,  patients  who  abuse 
alcohol  and  have  fits  fall  into  two  groups.  The 
first  group  consists  of  those  with  convulsive 
disorders  who  have  an  increased  frequency  of 
seizures  after  a sustained  period  of  heavy 
drinking.  A second  group  consists  of  patients 
who  only  have  convulsions  as  part  of  an  ab- 
stinence syndrome  (so-called  “rum  fits”).  The 
available  evidence  suggests  that  patients  in  the 
latter  group  have  a normal  seizure  threshold 
except  during  the  period  of  alcohol  withdrawal. 

The  differentiation  of  patients  in  these  two 
groups  is  of  considerable  practical  importance. 
Individuals  who  simultaneously  have  a con- 
vulsive disorder,  whether  post-traumatic  or  of 
other  etiology,  and  a history  of  alcohol  abuse 
should  receive  long-term  anticonvulsant  therapy 
to  protect  them  from  the  harmful  effects  of 
seizures  that  occur  independent  of  alcohol 
ingestion.  On  the  other  hand,  it  appears  un- 
necessary, and  perhaps  hazardous,  to  admin- 
ister long-term  anticonvulsant  therapy  to 
patients  whose  only  seizures  are  abstinence 
convulsions.  The  experience  of  most  clinicians 
is  that  such  patients  are  likely  to  discontinue 
their  medications  precisely  when  they  need 


protection  the  most,  and  thus  may  precipitate 
an  attack  of  status  epilepticus,  with  its  atten- 
dant risks.1 

In  a classic  study  of  alcoholics,  Victor4  demon- 
strated that  in  more  than  ninety  percent  of 
cases  abstinence  seizures  began  between  seven 
and  forty-eight  hours  after  cessation  of  drink- 
ing, were  almost  always  generalized  major 
motor  convulsions  without  focal  signature,  and 
where  more  than  one  seizure  occurred  the 
period  of  time  between  the  first  and  last  fit  was 
usually  less  than  six  hours.  Victor’s  series 
consisted  of  a retrospective  analysis  of  241 
alcoholic  patients  who  presented  with  con- 
vulsive seizures. 

When  chlordiazepoxide  medication  is  admin- 
istered to  patients  within  a few  hours  of  the 
most  recent  alcoholic  intake  the  effect  is  two- 
fold. The  most  significant  effect  is  a marked 
reduction  in  the  number  of  patients  who  have 
convulsions  during  the  period  of  abstinence.1 
Thus,  during  a fifteen-month  period,  1135 
patients  were  admitted  to  the  hospital  with  a 
history  of  recent  alcohol  abuse,  yet  only  twelve 
patients  had  convulsions,  and  three  of  these 
were  within  minutes  of  arrival,  before  a 
therapeutic  blood  level  of  medication  could  be 
achieved.  A precise  comparison  between  the 
frequency  of  seizures  in  treated  and  untreated 
patients  is  not  possible  because  no  prospective 
study  has  been  done  (or  would  be  ethically 
desirable)  of  untreated  alcoholics  during  ab- 
stinence. 

A second  effect  of  treatment,  however,  is  that 
seizures  among  this  group  occurred  with  a very 
different  temporal  profile  from  that  described 
in  the  literature.  Thus,  of  the  twelve  patients, 
only  three  had  fits  within  the  first  forty-eight 
hours  after  the  last  drink,  in  contrast  to  the 
cases  in  Victor's  series.  Of  the  remaining  nine 
individuals,  however,  seizures  first  occurred 
between  five  and  fifteen  days  after  entering  the 
hospital. 

It  appears  likely  that  the  administration  of 
medication  serves  to  disseminate  the  period  of 
abstinence  over  several  days.  This  effect  makes 
it  much  less  likely  for  a convulsion  to  occur 
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because  the  noxious  substance  (or  a congener) 
is  eliminated  more  gradually  from  the  diet.  At 
the  same  time  the  patient  remains  at  low  risk 
of  a seizure  throughout  the  period  of  abstinence. 
Hence,  the  difference  in  the  temporal  profile  of 
convulsions  between  treated  and  untreated 
patients  is  more  apparent  than  real,  in  the 
sense  that  the  first  real  day  of  abstinence  is 
deferred  for  ten  to  fourteen  days  by  treatment. 

Conclusion 

The  data,  therefore,  indicates  that  when  an 
alcoholic  withdrawal  medication  regimen  is 
prescribed,  although  the  overall  incidence  of 
seizures  is  reduced  sharply,  the  period  during 
which  the  patient  has  an  increased  risk  of 
convulsion  is  extended  to  include  the  entire 
period  of  alcohol  detoxification,  and  perhaps  a 
few  days  thereafter.  We  suggest,  therefore,  that 
among  alcoholic  patients  on  a withdrawal  drug 
regimen,  a convulsion  occurring  during  the  two 
week  period  of  time  following  the  cessation  of 
drinking  should  be  regarded  as  a “rum  fit” 


(abstinence  convulsion).  It  appears  that  this 
small  sub-group  of  patients  need  not  be  treated 
with  long-term  anticonvulsant  medication  if 
the  convulsions  are  brief  and  generalized,  if 
there  is  no  history  of  convulsions  occurring 
other  than  during  abstinence,  if  the  neurologic 
examination  is  normal,  and  if  the  electro- 
encephalogram fails  to  provide  evidence  of  a 
lowered  seizure  threshold. 
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Wanted:  Referrals  of  Premature  Coronary  Artery  Disease 


The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  with  premature  coro- 
nary artery  disease  for  studies  conducted  by  the 
Cardiology  Branch  of  the  National  Heart, 
Lung,  and  Blood  Institute  at  the  Clinical 
Center,  National  Institutes  of  Health,  Bethesda, 
Maryland.  Patients  under  65  years  of  age  with 
angina  pectoris  or  a history  of  myocardial 
infarction  are  sought  for  a prospective  natural 
history  study  to  determine  whether  high-risk 
and  low-risk  subgroups  can  be  identified.  Of 
particular  interest  are  patients  under  45  years 
of  age  who  have  no  known  risk  factors.  Study 
techniques  will  include  exercise  testing  with 


radionuclide  cineangiography,  24-hour  ECG 
tapes,  clinical  evaluation,  and  coronary  arteri- 
ography. Additional  screening  studies  will  be 
carried  out  for  multiple  genetic  and  metabolic 
risk  factors  predisposing  to  early  development 
of  atherosclerosis.  A complete  summary  of  the 
work-up  findings  and  recommendations  will  be 
sent  to  the  referring  physician.  Physicians 
interested  in  further  details  or  in  having  their 
patients  considered  for  admission  may  write  or 
telephone  Dr.  Robert  M.  Stark  or  Dr.  Kenneth 
M.  Kent,  Cardiology  Branch,  National  Heart, 
Lung,  and  Blood  Institute,  Building  10,  Room 
7B-15,  Bethesda,  Maryland  20014  (301). 
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When  impotence  due  to 


androgenic  deficiency 

‘“"T" 


Android*- 5 
Android*- 10 
Android -25 


Oral 


Methyltestosterone  U.S.P.  - 5,  10,  25  mg. 


New  Double-Blind  Study 
ANDROID-25  vs.  Placebo* 


* WRITE  FOR  REPRINT:  R B Greenblatt,  M D.;  R Witherington,  M D , I.  B 
Sipahioglu.  M D Hormones  for  Improved  Sexuality  in  the  Male  and  Female 
Climacteric  Drug  Therapy,  Sept  1976. 

Is  there  a true  aphrodisiac7  How  effective  are  androgens  in  the  management  of  the 
male  climacteric  and  male  impotence7  Article  discusses  the  psychophysiological  and 
hormonal  changes  in  the  elderly  male  and  female  and  therapeutic  considerations 
The  effectiveness  of  methyltestosterone  in  the  management  of  male  impotence  was 
confirmed  by  a cross-over,  double-blind  study  using  a placebo  and  Android-25 

DESCRIPTION:  Methyltestosterone  is  1 7/i-Hydroxy- 
17-Methylandrost-4-en-3-one  ACTIONS:  Methyltesto- 
sterone is  an  oil  soluble  androgenic  hormone 
INDICATIONS:  In  the  male:  1 Eunuchoidism  and 
eumchism  2 Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency  3 Impotence  due  to 
androgenic  deficiency  4.  Post-puberal  cryptochidism 
with  evidence  of  hypogonadism  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SGOT  levels,  have 
been  reported  after  Methyltestosterone  These  changes 
appear  to  be  related  to  dosage  of  the  drug  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention.  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease  In  treating  males  for  symptoms  of  climacteric. 


(methyltestosterone  25  mg),  on  20  males.  50  years  of  age  or  older  who  complained  of 
secondary  impotence  Patients  received  a series  of  placebo  then  Android-25,  or 
Android-25  then  placebo  as  follows  1 tablet/30  days.  2 tablets/30  days:  3 tablets/30 
days  Sexual  response  was  evaluated  0 no  change.  - 25%  improvement;  - - = 

50%  improvement;  + + + = 75%  improvement.  Placebo  effectiveness  was  + or  + + in 
12  7%  of  trials  Android-25  elicited  a-  ++  or  - + + response  in  47  2%  of  trials 
There  was  often  a dose  related  response  not  observed  with  the  placebo  This  effect 
was  not  observed  in  younger  patients  (age  28-45  years). 

REACTIONS:  Cholestatic  |aundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma 
This  usually  indicates  progression  of  bone  mefastases  • 
Sodium  and  water  retention  • Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
requirements  Daily  requirements  are  best  administered 
in  divided  doses  The  following  is  suggested  as  an 
average  daily  dosage  guide  In  the  male:  Eunuchoidism 
and  eunuchism.  10  to  40  mg  Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency,  10  to  40  mg.: 
Postpuberal  cryptorchism  30  mg  REFERENCE:  Robert 
B Greenblatt.  M.D.,  and  D.  H.  Perez,  M D.:  The 
Menopausal  Syndrome  Problems  ol  Libido  in  the 
Elderly  pp  95-101  Medcom  Press  NY  1974  HOW 
SUPPLIED:  5.  10.  25  mg  in  bottles  of  60.  250  Rx  only. 


avoid  stimulation  to  the  point  of  increasing  the  nervous, 
mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast  Contraindicated  in  the  presence  of  severe  liver 
damage  WARNINGS:  If  priapism  or  other  signs  of 
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"Trigger  finger"  was  found  in  17.2  percent  of  64  diabetics  while  the  control  popula- 
tion had  a frequency  of  2.6  percent.  This  statistically  significant  (p<.05 ) increase  of 
"trigger  finger"  in  diabetics  has  not  been  documented  previously.  We  believe  that 
"trigger  finger"  is  a manifestation  of  the  " diabetic  hand  syndrome ” and  that  all 
patients  with  this  problem  should  be  screened  for  diabetes. 

Trigger  Finger  in  Diabetes 


Leroy  Strom,  M.D.,  Cresskill 

“Trigger  Finger”  (trigger  thumb,  snapping 
finger,  snapping  thumb)  is  a stenosing  teno- 
vaginitis,  in  which  there  is  a constriction  of  the 
annular  sheath  associated  with  a nodule  in  the 
digital  flexor  tendon.  “Triggering”  or  “snap- 
ping” occurs  as  a result  of  the  catching  of  this 
nodule  in  the  constricted  tendon  sheath  during 
extension,  with  an  abrupt  release  following  the 
increased  force  required  to  pass  the  obstruc- 
tion.1 “Trigger  finger”  in  adults  is  usually 
ascribed  to  trauma  or  rheumatoid  disease-', 
although  an  association  with  diabetes  mellitus 
has  been  suggested.  ' 4 When  an  unusual  number 
of  diabetic  patients  with  “trigger  finger”  was 
observed  and  a review  of  the  literature  showed 
that  an  association  between  diabetes  and 
“trigger  finger”  was  virtually  unrecognized,  this 
study  was  undertaken. 

Method 

The  patients  were  drawn  from  a suburban  pri- 
vate practice  consisting  of  both  primary  care 
internal  medicine  and  diabetology.  Patients 
under  30  and  those  for  whom  insufficient  data 
were  available  to  determine  the  adequacy  of 
glucose  tolerance  (at  least  two  blood  glucose 


determinations  or  a glucose  tolerance  test) 
were  excluded.  The  diagnosis  of  diabetes  was 
reserved  for  those  patients  with  clear  clinical 
evidence  of  the  disease  preceding  the  finding  of 
a “trigger  finger.”  Patients  with  asymptomatic 
glucose  intolerance  were  labeled  “chemical 
diabetes.”  In  the  final  tabulation  chemical 
diabetes  was  included  with  clinical  diabetes. 
Standard  criteria  for  interpretation  of  glucose 
tolerance  were  used.  Each  patient  was  examined 
by  the  author  and  questioned  about  present  or 
past  symptoms  involving  the  fingers.  Only  those 
patients  in  whom  there  was  a palpable  tendon 
nodule,  with  demonstrable  “snapping”  on 
extension,  were  labeled  as  having  “trigger 
finger."  In  some  cases  a documented  history  of 
previous  surgery  for  “trigger  finger”  was 
accepted. 

Results 

Of  220  patients  studied,  64  were  diabetic.  Eleven 
of  15  patients  with  “trigger  finger”  were 
diabetic,  (table  1).  The  increased  frequency  of 
“trigger  finger”  in  the  entire  diabetic  group  was 
significant  with  a p value  of  < .05  (chi  square 
test);  when  insulin-dependent  diabetics  were 
compared  to  other  diabetics  the  results  were  less 
significant  (p  < 0.10).  The  frequency  of  “trigger 


Table  1 

Prevalence  of  Trigger  Finger 

Total 

With  trigger  finger 
No. 

% 

Non-diabetic 

156 

4 

2.6 

Di  abet  ic  s 

64 

11 

17.2* 

Insul  in-dependent 
diabetics 

21 

6 

28.5** 

Chemical  diabetics 

9 

1 

11.1 

Clinical  diabetics 
not  insulin-dependent 

34 

4 

11.8 

( * P <0.05) 
(**P<0.1) 
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T able  2 

Age  of  Study  Populat ion 

Non- ‘ ‘ Tr i gger  Finger”  Group 

Number 

Age  range 
(years) 

Average 

Non-  Di  abetic: 
Female 

96 

30  to  92 

55.6 

Male 

56 

30  to  80 

52.0 

Diabetic: 

Insulin  Dep. 
Female 

8 

33  to  71 

50.25 

Male 

7 

31  to  71 

53.28 

Non-  Insulin  Dep. 
Female 

23 

39  to  84 

63.0 

Mai  e 

15 

44  to  92 

66.3 

“Trigger  Finger”  Group: 
Female 

10 

35  to  79 

62.8 

Male 

5 

38  to  65 

54.0 

T able  3 

Duration  of  Diabetes 

(years) 

Number 

Range 

Average 

Insul  in  dependent 

a)  without  TF 

15 

5-33 

16.0 

b)  with  TF 

6 

3-25 

17.6 

Non-insulin  dependent 

a)  without  TF 

34 

1-20 

7 

b)  with  T F 

4 

2-22 

10.5 

Chemical  diabetes 

a)  without  TF 

9 

1-10 

3.9 

b)  with  TF 

1 

1 

— 

(TF  = Trigger  finger) 


finger”  did  not  correlate  with  age  (table  2)  or 
with  duration  of  diabetes  (table  3).  Of  the  four 
non-diabetics  with  “trigger  finger,”  one  had 
carpal  tunnel  syndrome,  one  was  a butcher  and 
two  were  over  age  75  with  prominent  Heber- 
den’s  nodes  (table  4).  Of  the  six  insulin-depen- 
dent diabetics  with  “trigger  finger,”  only  one 
was  over  70  at  the  time  “trigger  finger”  became 
manifest  and  each  had  clinical  evidence  of 
neuropathy  (table  5).  The  five  non-insulin- 
dependent  diabetics  with  “trigger  finger” 
showed  no  discernible  unifying  pattern  (table  6), 
other  than  the  mild  symptoms  produced  by  the 
“trigger  fingers.”  None  of  this  group  required 
treatment.  Ten  of  the  15  patients  with  “trigger 
finger”  were  female  (table  2).  This  apparent 
female  preponderance  appears  less  significant 
when  compared  with  the  sex  ratio  of  the  entire 
group  (62  percent  female)  or  of  the  diabetic 
group  (59  percent  female). 

Discussion 

The  high  prevalence  of  “trigger  finger”  in  this 


study  group  is  probably  not  a true  representa- 
tion of  this  phenomenon,  since  the  study  was 
initiated  by  the  chance  observation  of  an  un- 
usual number  of  diabetics  with  "trigger  fingers” 
observed  in  a short  period  of  time.  The  in- 
creased frequency  of  “trigger  finger”  in  dia- 
betic patients  as  compared  to  non-diabetics, 
although  statistically  significant,  does  not 
necessarily  suggest  an  etiologic  relationship 
between  diabetes  and  “trigger  finger.”  How- 
ever, when  it  is  noted  that  each  of  the  non- 
diabetic patients  with  “trigger  finger"  had 
either  carpal  tunnel  syndrome,  Heberden's 
nodes,  or  a history  of  repeated  trauma,  while 
most  of  the  diabetic  patients  had  none  of  these 
predisposing  factors,  a causal  as  well  as 
statistical  relationship  between  diabetes  and 
“trigger  finger"  becomes  an  attractive  hy- 
pothesis. 

In  a study  comparing  the  effects  of  surgical 
and  injection  treatment  of  “trigger  fingers,” 
Kolind-Sorenses'  used  the  term  “primary 
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trigger  finger”  for  cases  occurring  in  otherwise 
normal  persons,  and  “secondary  trigger  finger” 
for  cases  occurring  in  patients  with  rheumatoid 
arthritis,  diabetes  mellitus,  or  osteoarthritis 
with  prominent  Heberden  nodes.  No  informa- 
tion was  given  on  the  number  of  diabetics  in 
this  group,  or  the  relative  prevalence  of  “trigger 
finger”  in  diabetics. 

Hueston,  el  al2  postulates  that  the  initial  change 
which  eventuates  in  the  phenomenon  of  “trig- 
gering” is  thickening  and  narrowing  of  the 
tendon  sheath.  The  constricting  ring  thus 
formed  near  the  metacarpophalangeal  joint 


causes  “bunching  up”  of  the  tendon  as  it  slides 
through  and  eventually  leads  to  the  formation 
of  a nodule  on  the  tendon.  The  nodule  then  may 
be  caught  by  the  constriction  and,  on  forceful 
release,  a “snap”  occurs.  He  refers  to  carpal 
tunnel  syndrome  and  Dupuytren’s  contracture 
as  associated  stenosing  conditions.  The  in- 
creased frequency  of  Dupuytren’s  contracture 
in  diabetics  was  reconfirmed  by  Spring,  el  al.h 
who  noted  that  median  and  ulnar  nerve  con- 
duction velocities  were  abnormal  in  both 
diabetic  and  non-diabetic  subjects  with  Dupuy- 
tren’s contracture.  This  led  to  the  conclusion 
that  the  neuropathy  of  diabetes  is  responsible 


Tabl e 4 

Trigger  Finger  in  Non-Diabetics 

Sex 

Age 

Finger 
1 nvol ved 

T reatment 

Comments 

M 

50 

right  thumb 

local  injection  with 
relief  of  symptoms 

(1)  treated  acromegaly 

(2)  occupation  butcher 

(3)  treated  2 months 
before  study 

F 

78 

left  3rd 

local  injection  with 
rel  ief  symptoms 

Heberden’s  nodes 

F 

50 

bil  ateral 
thumb 

no  therapy 

carpal  tunnel  syndrome 

F 

79 

right  3rd 

no  therapy 

Heberden's  nodes 

T able  5 

Trigger  Finger  in  Diabetes 
Insulin  Dependent 

Sex 

Age 

Duration 

of 

Di  abetes 

Description 
of  Diabetes 

Occupation 

F inger 
Invol ved 

Therapy 

Comments 

F 

75 

8 years 

Insulin  dependent  since 
onset,  associated  with 
myocardial  infarction, 
not  obese  Heberden’s 
nodes  interosseous 
muscle  atrophy 

housewife 

right 

thumb 

local  injection 
with  rel  ief  of 
symptoms 

treated  3 
months  before 
study 

F 

35 

25  years 

juvenile  onset  retino- 
pathy atrophy  of  first 
interosseous  space 

house  wi  fe 

both  3rd 
fingers 

none 

F 

42 

23  years 

juvenile  onset,  retino- 
pathy and  neuropathy 

housewife 

right  3rd 
finger 

none 

M 

38 

23  years 

juvenile  onset,  atrophy 
of  first  interosseous 
space 

business 

executive 

right  2,  3 
and  4th 
left  3,  4 

surgical  treat- 
ment in  past, 
no  therapy 
currentl  y 
symptomati  c 

F 

79 

24  years 

obese,  ketosis  resistant, 
insulin  therapy  past  10 
years  because  of  sympto- 
matic hyperglycemia 

none 

right  3rd 

surgical 
treatment  10 
years  ago 

F 

55 

3 years 

presentation  in  keto- 
acidosis; disabling 
neuropathy  and  amyo- 
trophy 

housewife 

bil  ateral 
thumbs 

none 
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Table  6 

Trigger  Finger  in  Diabetes 
Non-I nsul i n Dependent 

Sex 

Age 

Duration 

of 

Di abetes 

De  scription 
of  Diabetes 

Occupation 

F i nger 
Invol ved 

Therapy 

Comments 

M 

57 

2 years 

obese,  type  IV  hyper- 
lipidemia, diet  con- 
trolled after  brief  course 
of  sulfonylurea  therapy 

retired  of- 
fice work- 
er 

right 

3rd 

none 

hypertension 
gl  aucoma, 
COPD,  on  mul- 
tiple medica- 
tions 

F 

70 

10  years 

obese,  aglycosuric, 
sulfonylurea  treatment 

retired 

school 

teacher 

ri  ght 
3rd 

none 

hypertension 

M 

65 

1 year 

chemical  diabetes, 
abnormal  GTT  1 year 
ago,  normal  FBS  on 
diet  therapy 

retired 

officer 

both  5th 
fingers 

none 

none 

F 

65 

22  years 

asymptomatic  hyper- 
glycemia diet  therapy 

housewife 

right 

thumb 

none 

none 

M 

60 

3 years 

obese;  poorly  controlled 
on  sul fonyl ureas 

business- 

man 

right 

thumb 

none 

none 

for  the  high  incidence  of  Dupuytren’s  con- 
tracture in  diabetics.  Neuropathy  is  not  a 
requirement  for  hand  abnormalities  in  diabetes. 
Examining  children  with  diabetes,  Grgic,  el  al. 
found  a strikingly  high  frequency  of  finger 
joint  stiffness  and  contractures.  The  fifth 
fingers  were  most  frequently  involved  with 
symmetrical  spread  to  other  fingers  occurring 
over  a two-year  period.  There  was  a positive 
correlation  between  severity  of  joint  stiffness 
and  duration  of  diabetes.  No  clinical  evidence  of 
neuropathy  was  noted  in  these  children,  and  it 
was  suggested  that  finger  stiffness  and  con- 
tractures might  be  a manifestation  of  accel- 
erated aging  resulting  in  decreased  elasticity 
and  toughening  of  connective  tissue. 

Jung,  et  al f used  the  term  “diabetic  hand 
syndrome”  to  describe  the  hands  of  adult 
diabetics  with  atrophy  of  intrinsic  hand  muscles 
(interossei,  thenar,  and  hypothenar),  atrophy  of 
palmar  tissue,  and  neuropathy  of  the  median 
and  ulnar  nerves  documented  by  slowed  nerve 
conduction  velocity  across  the  wrist.  Flexion 
contractures  of  the  interphalangeal  and 
metacarpal-phalangeal  joints  were  frequently 
present  with  multiple  joints  usually  being 
involved  in  a symmetrical  manner.  The  severity 
of  this  joint  involvement  correlated  with  the 
severity  of  neuropathy  and  with  the  duration  of 
diabetes,  but  not  with  the  presence  of  Dupuy- 
tren’s contracture  of  carpal  tunnel  syndrome. 


Thus  it  is  apparent  that  a variety  of  manifesta- 
tions of  connective  tissue  thickening  may  be 
associated  with  the  diabetic  hand,  and  diabetic 
neuropathy  may  be  an  underlying  cause.  Al- 
though some  of  the  patients  in  this  study  had 
clinical  evidence  of  neuropathy,  a conclusion 
cannot  yet  be  drawn  on  the  relationship  be- 
tween “trigger  finger”  and  neuropathy.  A 
study  correlating  electromyographic  measure- 
ments with  “trigger  finger”  is  in  progress. 
It  may  be  inferred,  however,  that  “trigger 
finger,”  like  Dupuytren's  contracture  and 
finger  joint  stiffness,  is  an  additional  expression 
of  the  “diabetic  hand  syndrome.” 
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Annual  figures  on  lead  levels  among  five-year-old  school  children  suggest  that 
progress  has  been  made  in  Newark's  battle  against  pediatric  lead  poisoning.  Over 
the  three  years  sampled,  there  was  a consistent  increase  in  the  proportion  of  children 
with  lead  levels  below  iOug/dl  for  all  ethnic  groups.  Furthermore,  the  figures  for  the 
school  years  1974-1975  and  1975-1976  ( which  are  more  comparable  because  of 
changes  in  testing  methods  after  the  first  year)  show  that  the  percentage  of  children 
with  lead  levels  less  than  30ug/dl  rose  from  49  percent  to  71  percent  among  blacks, 
the  largest  ethnic  group  examined. 

Reduction  in  Lead  Levels  Among 
Children  in  Newark* 


D.  Gause,  D.P.H.,  W.  Chase,  M.D., 

J.  Foster,  B.S.,  and  D.  B.  Louria,  M.D., 
Newark 

In  1972,  an  article  in  this  journal  indicated  that 
Newark’s  pediatric  lead  poisoning  problem  was 
more  serious  than  anywhere  else  in  the  United 
States.1  It  was  estimated  that  34  percent  of 
Newark’s  children  had  lead  levels  of  50ug/dl 
and  above,  exceeding  figures  cited  from  studies 
in  Baltimore,  Cleveland,  Chicago,  and  New 
York.2 

Most  lead  poisoning  is  due  to  eating  paint  chips, 
which  often  easily  are  accessible  in  the  old  de- 
teriorated housing  especially  prevalent  in  poor, 
non-white  ghetto  areas.  Since  World  War  II, 
legislation  has  restricted  the  amounts  of  lead 
in  interior  paints.  However,  a 1970  Newark 
block  study  of  77  apartments  housing  children 
in  a deprived  area  found  that  94  percent  of  the 
households  had  lead  levels  exceeding  the  legal 
one  percent.4 

The  problem  of  lead  poisoning  in  Newark  has 
been  recognized  well  by  public  health  officials; 
for  almost  six  years  organized  lead  screening 
among  children  has  been  conducted  as  a col- 
laborative venture  of  the  Newark  Department 
of  Health  and  the  Department  of  Preventive 
Medicine  and  Community  Health  of  the  New 
Jersey  Medical  School.  Efforts  at  control  and 
prevention  have  been  combined  with  screening. 
Treatment  centers  have  been  established  and 
multimedia  educational  programs  have  been 
aimed  at  parents  and  physicians.  Since  commu- 
nity awareness  of  the  lead  poisoning  problem  is 
useless  without  a system  to  control  the  sources 


of  exposure,  the  Newark  Health  Department 
inspects  the  housing  of  children  found  to  have 
elevated  blood  levels  (50ug/dl  or  above),  and 
notifies  the  owners  of  such  buildings  of  code 
violations  when  lead  contamination  exceeds  the 
legal  limit. 

This  report  aims  to  demonstrate  progress  in  the 
attack  on  Newark’s  lead  poisoning  problem. 
The  only  other  attempts  to  evaluate  efforts  at 
controlling  lead  poisoning  in  Newark  have  been 
limited  to  studies  of  trends  in  hospital  admis- 
sions of  children  with  lead  poisoning.  ' An  alter- 
native approach  taken  here  is  to  measure  trends 
in  lead  levels  among  a defined  stable  homo- 
geneous group  over  time.  Such  a group  has  been 
provided  by  the  Newark  Board  of  Education, 
which  has  been  testing  school  children  (mostly 
five  and  six  year  olds)  for  lead  levels  since  1973. 
Trends  for  this  group  are  much  more  likely  to 
reflect  representative  changes  in  lead  levels  for 
Newark  than  are  figures  on  screening  tests  for 
the  entire  city,  since  city-wide  screening  efforts 
varied  geographically  from  year  to  year  in  a 
manner  likely  to  reflect  different  pockets  of 
lead  concentration.  Although  the  data  do  not 
include  information  on  children  aged  one  to 
three,  among  whom  lead  poisoning  is  most 
prevalent,  there  is  little  reason  to  suspect  that 
the  trends  for  five  and  six-year  olds  are  much 
different. 

Methods 

Lead  screening  was  performed  under  the  super- 

*This  study  is  from  the  College  of  Medicine  and  Dentistry 
of  New  Jersey,  Department  of  Preventive  Medicine  and 
Community  Health.  New-  Jersey  Medical  School  and  the 
Board  of  Education  of  the  City  of  New  ark.  New  Jersey. 
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vision  of  the  Newark  Board  of  Education.  Per- 
mission for  testing  was  requested  from  parents 
of  prekindergarten  and  kindergarten  students 
during  the  school  years  1973-74,  1974-75,  and 
1975-76.  During  the  three  academic  years,  34, 
33,  and  37  percent  respectively  of  the  prekinder- 
garten and  first  grade  students  were  studied.  All 
Newark  schools  were  involved,  and  sampling 
patterns  were  relatively  similar  during  each  of 
the  three  years. 

After  cleansing  and  lancing  the  middle  finger  on 
each  child,  trained  school  nurses  collected 
drops  of  blood  on  filter  paper  for  micro-method 
analysis.  All  samples  were  analyzed  for  lead 
levels  by  the  Environmental  Toxicology  Divi- 
sion, Department  of  Preventive  Medicine  and 
Community  Health,  New  Jersey  Medical 
School,  using  atomic  absorption  spectropho- 
tometry. 

When  collecting  blood  samples  on  filter  paper 
by  the  micro  method,  a certain  degree  of  con- 
tamination is  unavoidable.  Contaminated  sam- 
ples usually  yield  lead  levels  above  50ug/dl; 
thus,  to  distinguish  between  false  positives  and 
true  positives,  an  additional  erythrocyte  pro- 
toporphyrin (EP)  test  was  done  on  all  results 
above  50ug/dl.  This  EP  test,  however,  was  not 
performed  prior  to  1974,  so  that  tests  above 
50ug/dl  for  1973-74  contain  proportionately 
more  false  positives  than  in  the  following  two 
years. 

Results 

Figure  1 and  Table  1 show  a definite  lowering 
trend  in  lead  levels  in  recent  years  among  black, 


71 


f#0r  1973-1974  1974-1975  1975-1976 

Figure  I — Relative  frequency  of  lead  levels  among  five- 
year-old  children  tested  by  the  Newark  Board  of  Education 
by  year 

white,  and  Hispanic  children.  Data  on  six-year 
olds,  which  are  not  shown  because  of  smaller 
sample  sizes,  demonstrate  the  same  pattern  as 
that  seen  among  five  year  olds. 

Because  of  the  likelihood  of  more  false  positives 
above  49ug/dl  in  1973-74,  the  changes  between 
the  second  and  third  years  are  more  valid.  How- 
ever, since  less  than  10  percent  of  the  tests  in 
1973-74  were  above  49ug/dl,  adjusting  for  the 
inflation  among  this  group  would  alter  only 


Table  1 

Relative  Frequency  of  Lead  Levels  Among  5 Year  Old 
Children  Tested  for  the  First  Time  by  the  Newark 
Board  of  Education 


Year 

Ethnicity 

Number 

<30 

Percent 

30-39 

of  Tests 

40-49 

>49 

73-74 

Bl  ack 

806 

42 

37 

12 

9 

74-75 

Bl  ack 

769 

49 

40 

7 

4 

75-76 

Black 

874 

71 

25 

3 

1 

73-74 

White 

134 

56 

35 

3 

6 

74-75 

White 

185 

71 

25 

3 

1 

75-76 

White 

192 

85 

13 

1 

1 

73-74 

Hispanic 

138 

45 

44 

7 

4 

74-75 

Hispanic 

171 

64 

31 

3 

2 

75-76 

Hispanic 

273 

77 

19 

3 

1 
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slightly  the  lowering  trend  in  the  lead  levels 
over  the  three-year  period. 

Discussion 

Although  the  three-year  test  results  on  five- 
year-old  school  children  represent  only  a small 
fraction  of  the  at-risk  children  in  Newark,  the 
substantial  increase  in  the  proportion  of  the  five 
year  olds  with  blood  concentrations  below 
30ug/dl  suggests  that  considerable  progress 
has  been  made  in  Newark's  battle  against  pedi- 
atric lead  poisoning.  (City-wide  lead-screening 
figures,  comprising  mainly  pre-school  children, 
also  indicate  a decline  in  lead  levels  in  recent 
years  but,  as  explained  earlier,  these  data  may 
be  less  representative  than  the  data  for  school 
children). 

However,  despite  this  overall  lowering  of  lead 
levels,  494  asymptomatic  school  children  (10 
percent  of  the  4,939  tested)  were  identified  with 
lead  levels  above  39ug/dl.  Of  these,  85  percent 
were  black,  6 percent  white  and  9 percent  His- 
panic. Those  children  obviously  merit  careful 
assessment,  and  this  is  being  done  presently. 

This  raises  a critical  question.  Can  increased 
lead  burdens  in  asymptomatic  children  be  re- 
lated to  educational  underachievement  or  devi- 
ant social  behavior  in  school?  There  are  some 
data  suggesting  that  lead  intoxication  in  the 
absence  of  clinical  encephalopathy  can  lead  to 
intellectual  impairment.5  6 7 Other  studies  have 
related  asymptomatic  lead  poisoning  to  im- 
paired fine  coordination,  and,  in  one  study,  to 


aberrant  behavior.7  8 As  a means  of  exploring 
this  question  we  shall  undertake  a follow-up 
study  matching  those  with  blood  concentrations 
over  30ug/dl  to  those  with  levels  under  20ug/dl. 
There  are  obvious  difficulties  in  attempting  to 
have  the  cases  and  controls  truly  comparable, 
but  it  seems  imperative  to  determine  whether 
some  of  the  educational  and  behavioral  prob- 
lems indigenous  to  many  inner-city  populations 
may  be  due,  in  part,  to  the  brain-damaging 
effects  of  subtle  lead  intoxication. 
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CASE  REPORTS 

A further  case  of  complete  urethral  duplication  is  presented.  Salient  features  of  the 
anatomy,  symptomatology,  diagnosis,  and  therapeutic  management  of  the  anomaly 
are  considered.  The  ease  with  which  this  lesion  can  be  overlooked  is  emphasized. 

Duplication  of  the  Urethra* 


Bernard  D.  Pinck,  M.D.  and 
Perry  Cohn,  M.D.,  Passaic 

Duplication  of  the  urethra  within  a single 
penile  shaft  is  a rare  anomaly.  To  date,  less 
than  40  cases  have  been  recorded  in  the  litera- 
ture in  which  two  urethrae  emerge  separately 
from  the  bladder  and  extend  independently 
through  the  penis  to  terminate  on  the  glans  with 
two  discrete  apertures.  Forgaard  and  Ansel1 
have  described  an  instance  of  trifurcation  of  the 
anterior  urethra,  the  only  publication  of  such  an 
anomaly. 

Anatomic  Features 

Accessory  urethral  canals  are  generally  situ- 
ated dorsal  to  the  true  urethra  although  the 
ventral  position  has  been  recorded.  The  dupli- 
cation may  be  complete  or  incomplete,  and  it 
is  well  known  that  short  accessory  channels  are 
occasionally  seen  in  association  with  hypo- 
spadias. The  false  urethral  ducts  may  be  rudi- 
mentary or  well  developed,  but  the  true 
urethra  is  essentially  normal.  Complete  double 
urethra  is  collateral  of  reduplicated  penis,  and 
may  occur  with  partial  diphallus  and/or  a 
double  bladder.  The  accessory  urethra  can  also 
be  present  as  an  epispadias  with  dorsal  bladder 
opening  and  dorsal  gutter.  Ravitch2  has  re- 
ported duplication  of  the  urethra  in  conjunction 
with  congenital  doubling  of  the  colon*. 

As  the  length  of  the  accessory  canal  may  vary, 
so  also  does  the  site  of  the  external  aperture, 
inconstantly  appearing  on  the  coronal  sulcus, 
the  penile  shaft,  the  penoscrotal  junction,  as 
well  as  on  the  glans. 

Urethral  reduplication,  therefore,  may  be 
divided  into  four  categories: 

1.  A blind  accessory  urethra  with  meatus  opening  external- 

ly on  the  skin  or  internally  into  the  urethra.  The  latter  easily 


can  be  confused  with  urethral  diverticulum. 

2.  A “Y”  shaped  deformity  in  which  one  end  communi- 
cates with  the  surface  of  the  penis  and  the  other  joins  the 
urethra  at  varying  points  proximal  to  the  external  meatus. 

3.  Complete  duplication  of  the  urethra  wherein  the  acces- 
sory channel  lies  parallel  to  the  normal  urethra  and  both 
channels  communicate  at  one  end  with  the  glans  and  at  the 
other  end  with  the  urinary  bladder. 

4.  An  accessory  canal  which  conveys  seminal  fluid  and  is 
independent  of  the  urethra.  This  may  represent  an  ectopic 
ejaculatory  duct  emptying  at  various  sites  along  the  shaft 
of  the  penis. 

Although  a consensus  has  not  been  reached  on 
the  embryologic  basis  for  these  anomalies,  the 
most  acceptable  explanation  is  that  the  condi- 
tion results  from  a continuation  of  the  splitting 
process  of  the  urorectal  septum  with  a conse- 
quent bifurcation  of  the  urethral  anlage  into  a 
dorsal  and  ventral  portion,  partially  or  com- 
plete. Other  etiologic  explanations  are  bifurca- 
tion of  the  urethral  gutter,  or  fusion,  too  far 
posteriorly  and  too  late  in  time,  of  the  paired 
buds  forming  the  genital  tubercle. 

Symptomatology 

Double  urethra  is  generally  an  asymptomatic 
anomaly  and  certain  cases  must  pass  unnoticed 
because  there  is  no  apparent  visible  abnormal- 
ity, or  because  no  particular  symptom  has 
arisen  requiring  treatment.  The  common  clini- 
cal disturbances  which  draw  attention  to  the 
condition  are  abnormal  penile  appearance, 
double  urinary  stream,  infection,  or  incon- 
tinence. Where  incontinence  is  the  presenting 
feature,  it  is  usually  minimal  in  degree  and 
occurs  briefly  on  stress.  Incontinence  is  refera- 
ble to  extension  of  the  accessory  canal  into  the 
bladder  in  the  absence  of  a capable  sphincter. 
Infection  is  the  more  common  symptom  in  in- 
complete reduplication  and  appears  as  persist- 


*From  the  Department  of  Pediatrics  and  Urology.  Beth 
Israel  Hospital,  New  Jersey 
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ing  discharge,  often  resistant  to  therapy  and 
necessitating  surgical  excision.  Occasionally 
there  may  be  obstruction  at  the  communication 
of  the  accessory  canal  with  the  urethra,  pro- 
vocative of  cyst  or  abscess  formation.  Unless 
a concurrent  penile  defect  contravenes,  sexual 
function  is  undisturbed  by  urethral  duplication. 

Diagnosis 

The  external  observation  of  two  urethral 
openings  at  once  points  to  the  diagnosis,  and 
the  expulsion  of  urine  through  both  apertures 
in  a double  stream  confirms  the  initial  im- 
pression. The  investigative  modalities  of  urolo- 
gic  search  will  provide  corroborative  evidence. 
A voiding  cystourethrogram  or  a retrograde 
urethrogram  with  injection  of  contrast  mate- 
rial into  both  channels  may  be  sufficient. 
Urethroscopy  does  not  ordinarily  visualize  the 
communication  between  the  two  tracts  because 
the  accessory  opening  is  immediately  above  the 
bladder  neck  and  defies  detection.  However,  if 
a catheter  or  filiform  stent  has  been  passed 
through  the  supplementary  canal,  this  may  be 
observed  cystoscopically  entering  the  bladder 
through  a separate  opening. 

Management 

Therapy  often  is  dependent  on  the  degree  of 
symptomatic  discomfort.  In  the  absence  of  in- 
fection, discharge,  double  stream,  or  incon- 
tinence, the  condition  may  be  ignored  as  an 
interesting  but  innocuous  anomaly.  Surgical 
excision  is  called  upon  when  clinical  distur- 
bance is  significant  or  in  association  with  cor- 
rection of  other  penile  defect.  Slotkin  and  Mer- 
cer3 and  Casselman  and  Williams4  report 
total  extirpation  of  the  accessory  urethra  where 
epispadias  and  hypospadias  with  chordee  were 
attendant  defects.  Campbell"  has  recommended 
obliteration  of  the  secondary  chajinel  with  the 
injection  of  sclerosing  substances.  To  ac- 
complish the  same  purpose,  fulguration  and 
curettement  of  the  epithelium  lining  have  been 
performed  with  questionable  effectiveness. 
Gross  and  Mooreh  favor  removal  of  the  dis- 
turbing supplementary  tunnel  when  sympto- 
matic and  have  expressed  dissatisfaction  with 
attempts  to  create  a union  between  the  urethra 
by  disruption  or  ablation  of  the  intervening 


septum.  Atherton,  Atherton,  and  Sexton7  re- 
late a successful  case  where  the  septum  was 
severed  by  electrocautery. 

Case  Report 

A one-year-old  boy  was  first  seen  in  February,  1966  because 
of  presumed  hypospadias  detected  at  three  months.  The 
appearance  of  double  urinary  stream  not  previously  ob- 
served prompted  urologic  consultation.  The  child’s  birth 
history  and  early  development  were  uneventful  and  no  evi- 
dence of  other  congenital  irregularity  was  disclosed.  Exam- 
ination revealed  two  urethral  openings;  a large  aperture 
situated  just  above  the  frenum  and  a smaller,  somewhat 
constricted  meatus  on  the  dorsum  of  the  glans  slightly 
proximal  to  the  tip.  A broad  flow  of  urine  emerged  from 
the  lower  opening  and  a forceful,  but  narrower  stream  from 
the  dorsal  orifice.  Probing  disclosed  patency  of  both  chan- 
nels. The  penis  in  all  other  respects  appeared  normal. 

Excretory  urography  demonstrated  normal  kidneys  and 
ureters  with  satisfactory  function.  Two  small  catheters 
introduced  into  both  channels  passed  easily  into  the  bladder 
(Figure  1).  The  upper,  narrower  urethra  would  not  admit  a 
#12F  panendoscope,  but  the  lower  tube  permitted  easy  pas- 
sage of  this  instrument  into  the  bladder.  Cystoscopic  exam- 
ination revealed  that  the  stent  in  the  dorsal  urethra  emerged 
in  the  bladder  from  a slit-like  orifice  on  the  anterior  wall  of 
the  vesical  neck.  Cystography  demonstrated  the  bladder  to 
be  of  normal  appearance  and  contour  with  no  evidence  of 
ureteral  reflux.  The  child  had  no  dysuria  and  urine  cultures 
were  sterile.  Consequently  it  was  deemed  that  corrective 
measures  were  not  feasible  or  expedient  at  this  time. 

The  patient  was  reexamined  at  age  two  and  it  was  noted  that 
the  supplementary  channel  no  longer  expelled  urine  al- 
though it  was  totally  patent.  Physical  and  mental  develop- 


Figure  I —Catheters  entering  bladder  through  two  urethrae 
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ment  had  been  normally  progressive.  There  were  neither 
subjective  nor  clinical  complaints  of  urinary  dysfunction. 

In  March,  1970  urological  reevaluation  was  again  per- 
formed. The  tiny  accessory  meatus  situated  just  behind  the 
tip  of  the  glans  at  its  dorsal  aspect  permitted  introduction 
and  passage  of  a #4F  ureteral  catheter.  The  normal  urethral 
aperture  was  in  a position  of  balanitic  hypospadias.  A void- 
ing cystourethrogram  revealed  the  discharge  of  dye  through 
only  the  lower  urethra  in  a single  forceful  stream.  Urine  cul- 
tures failed  to  produce  bacterial  growth. 

The  patient  has  been  followed  at  intervals  since.  There  has 
been  no  evidence  of  urinary  disturbance  or  infection,  and  in 
the  absence  of  disability  associated  with  the  anomaly,  sur- 
gical intervention  has  not  been  regarded  as  indicated. 
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Blacks  and  Orientals  Seek  Surgical  Nose  Changes 


The  “nose  job”  — plastic  surgery  in  which  a 
nose  is  reduced  and  reshaped  — is  becoming 
more  popular  among  Americans  of  black  or 
Oriental  heritage,  says  a report  in  the  August 
issue  of  the  AMA’s/lrc/i/vw  of  Otolaryngology. 

“In  this  era  of  ethnic  and  racial  pride,  it  is 
somewhat  surprising  that  a large  percentage  of 
non-Caucasians  undergo  rhinoplastic  surgery,” 
says  Sheldon  S.  Kabaker,  M.D.,  of  the  Uni- 
versity of  California  Medical  School  at  San 
Francisco.  Sometimes  the  objective  is  to  gain  a 
more  normal  ethnic  appearance,  but  the 
majority  of  the  patients  seek  a more  Caucasian 
appearance.  Dr.  Kabaker  says. 

“The  performing  arts  and  the  advertising 
media  still  emphasize  Caucasian  standards  of 
beauty,  even  when  catering  to  black  and 
Oriental  consumers.  The  Caucasian  prototype 


of  beauty  goes  beyond  the  United  States. 
Glamor  magazines  in  the  Orient  feature 
Caucasian  models  in  some  of  their  advertise- 
ments.” These  influences  lead  these  people  to 
seek  nose  surgery,  he  says. 

Achieving  a thin,  finely  sculptured  nasal 
appearance  in  a non-Caucasian  usually  is  not 
possible,  and  even  if  it  were,  it  would  not  be  in 
harmony  with  the  rest  of  the  facial  features. 
Persons  with  a wide  and  fiat  nose  “will  be  con- 
tent with  a less  than  perfect  result  and  these 
persons  accept  the  visible  scarring  that  may 
occur  with  rhinoplastic  surgery.”  Dr.  Kabaker 
explains  the  intricate  surgery  used  on  the  nose, 
and  reports  on  a number  of  specific  cases.  “It 
must  be  emphasized  that  the  goal  of  this  type  of 
rhinoplasty  is  to  improve  the  harmony  of  the 
facial  features  and  can  never  produce  an  ideal 
Caucasian  nose,”  he  concludes. 
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If  you’ve  been  prescribing 
chloral  hydrate  or  glutethimkk 
for  insomnia,  there’s  good 
reason  to  reconsider. 


Before  prescribing  Dalmane  (flurazepam  HC1),  please 
consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Effective  in  all  tvpes  of  insomnia  characterized 
by  dillicultv  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  earlv  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Since  insomnia  is  often 
transient  anti  intermittent,  prolonged  administration  is  gener- 
ally not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam 
HC1. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness 
(eg.,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Several  studies  of  minor  tran- 
quilizers (chlordiazepoxide,  diazepam,  and  mepro- 
bamate) suggest  increased  risk  of  congenital 
malformations  during  the  first  trimester  of  preg- 
nancy. Dalmane,  a benzodiazepine,  lias  not  been 
studied  adequately  to  determine  whether  it  may  be 
associated  with  such  an  increased  risk.  Because  use 
of  these  drugs  is  rarely  a matter  of  urgency,  their 


use  during  this  period  should  almost  always  be 
avoided.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  ther- 
apy if  they  intend  to  or  do  become  pregnant. 

Not  recommended  for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering 
to  addiction-prone  individuals  or  those  who  might  increase 
dosage. 

Precautions:  In  elderly  and  debilitated,  limit  initial  dosage  to 
15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia.  Con- 
sider potential  additive  effects  with  other  hypnotics  or  CNS 
depressants.  Employ  usual  precautions  in  patients  who  are 
severely  depressed,  or  w ith  latent  depression  or  suicidal 
tendencies.  Periodic  blood  counts  and  liver  and  kidney  func- 
tion tests  ate  advised  during  repeated  therapy.  Observ  e usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative  ol  drug  intoler- 
ance or  overdosage,  have  been  reported.  Also  reported:  head- 
ache, heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea, 


objectively  proved  superior 
1 efficacy  to  chloral  hydrate...* 1 2'3 

parallel  sleep  laboratory  studies  among  insomniacs, 
iloral  hydrate  1 Gm  lost  most  of  its  effectiveness 
ithin  two  weeks,  while  Dalmane  (flurazepam  HC1) 

) mg  remained  effective  in  both  inducing  and  main- 
ining  sleep  throughout  the  treatment  period. 

ud  to  glutethimide,  demon- 
trated  in  the  sleep  laboratory...1'3 

rlutethimide  500  mg  lost  all  effect  on  sleep  induction 
id  maintenance  by  the  end  of  the  two-week  adminis- 
ation  period.  Dalmane  30  mg,  however,  was  still 
[fective— without  repeating  dosage  during  the  night. 


With  important  safety  benefits 
not  offered  by  other  sleep 
medications... 

Specifically,  Dalmane  (flurazepam  HC1)  may  be  used 
in  patients  on  chronic  warfarin  therapy;  no  unaccept- 
able fluctuation  in  prothrombin  time  has  been 
reported.4’5  Both  chloral  hydrate  and  glutethimide 
have  been  reported  to  decrease  prothrombin  time  in 
patients  receiving  coumarin-type  anticoagulants.6  And 
Dalmane  has  been  proved  not  to  interfere  chemically 
with  many  common  laboratory  tests.7-9  Alterations 
have  been  reported  due  to  pharmacological  effects. 
(See  Adverse  Reactions  section  of  complete  product 
information.) 


Dalmane 

(flurazepam  HCI ) (2 

30-mg  and  15-mg  capsules 

Unsurpassed  record  of 
efficacy  and  safety 


constipation,  GI  pain,  nervousness,  talkativeness,  apprehen- 
sion, irritability,  weakness,  palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath,  pruritus,  skin  rash, 
dry  mouth,  bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  paradoxical  reactions,  e.g.,  excitement,  stimula- 
tion and  hyperactivity,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
30  mg  usual  dosage;  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg  initially  until  response 
is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 

HCI. 
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A case  of  bilateral  conjunctival  lymphoma  in  a 37-year-old  man  is  reported  His 
presenting  symptom  in  early  1972  was  the  swelling  of  both  lower  eyelids  with  mini- 
mal conjunctivitis.  He  was  otherwise  in  good  health  and  showed  no  signs  of  systemic 
disease  at  his  initial  ophthalmological  examination.  An  orange-colored . firm . smooth 
mass  was  observed  in  each  lower  fornix.  After  surgical  removal  and  histological 
evaluation,  these  masses  proved  to  be  poorly  differentiated  lymphocytic  lymphoma 
and  the  patient  was  referred  to  an  oncology  service.  A full-blown  picture  of  systemic 
lymphomatous  disease  evolved  rapidly  in  the  next  few  months  and  a vigorous  chemo- 
therapeutic regimen  was  started.  At  present  the  patient  is  in  a stable  condition  and  is 
functioning  normally. 

Malignant  Lymphoma  Presenting  as 
Bilateral  Swelling  of  the  Eyelid 


N.  H.  Smith,  M.D.,  Ph  D., 

W.  T.  Rados,  M.D.,  F.  B.  Cohen,  M.D., 
and  A.  A.  Cinotti,  M.D.,  Newark 

Lymphoma  rarely  affects  the  eye  as  the  initial 
manifestation  of  systemic  disease.1  Of  all  pa- 
tients with  lymphoma,  one  to  six  percent  have 
involvement  of  the  globe,  orbit,  lacrimal  gland, 
eyelid,  or  brow  at  some  stage  in  the  disease.1'2 
Of  these,  however,  only  one  to  two  percent  pres- 
ent at  these  sites  initially;  the  remainder  spread 
by  direct  extension  from  adjacent  tissues  or  by 
dissemination  by  blood  or  lymph.1-2  The  num- 
ber of  cases  of  eyelid  and  conjunctival  lympho- 
mas is  very  small,  indeed.  ’ 

Among  the  few  specific  instances  of  eyelid  lym- 
phomas reported,  one  study  described  three 
cases  of  primary  lymphoma  of  the  eyelid;  an- 
other report  cited  a malignant  lymphoma  which 
presented  as  a unilateral  eyelid  lesion.2- 3 

General  descriptions  of  lymphomas  of  the  con- 
junctiva are  given  in  the  literature,  but  only 
three  cases  of  primary  conjunctival  lympho- 
sarcoma (malignant  lymphoma)  are  reported; 
one  involved  the  bulbar  conjunctiva  in  a 72- 
year-old  patient,  who  showed  a characteristi- 
cally good  response  to  local  radiation  ther- 
apy.3 4 Of  171  cases  of  ocular  lymphoma, 
Reese1  reported  three  cases  of  giant  follicular 
lymphoma  of  the  conjunctiva;  of  1269  ocular 
cases,  Rosenberg5  reported  two  conjunctival 
lymphomas  of  the  giant  follicular  type.  Giant 
follicular  lymphoma  is  a less  severe  form  of 
malignancy  which  may  be  present  in  an  inactive 


state  for  many  years  before  transformation  to  a 
less  differentiated  type.  In  a comprehensive 
series  of  review  articles  on  diseases  of  the  ocular 
adnexae  covering  1968-1972,  Boniuk  and  Sex- 
ton did  not  mention  lymphoma  of  the  eyelid  or 
conjunctiva,  either  primary  or  metastatic.6-9 

In  this  paper  we  describe  a patient  with  bilateral 
conjunctival  malignant  lymphoma. 

Case  Report 

In  January  1972,  a 37-year-old  male  was  referred  to  an 
ophthalmologist  because  of  swelling  of  both  lower  eyelids 
of  several  months’  duration.  During  this  time  he  was  treated 
for  an  allergic  condition.  The  patient  denied  any  other 
symptoms,  including  visual  problems,  fever,  night  sweats, 
or  weight  loss.  The  patient  assessed  his  health  as  excellent. 

Physical  examination  was  negative  except  for  marked  full- 
ness of  the  lower  eyelids  bilaterally.  When  the  lower  eyelids 
were  everted,  smooth,  orange-colored  masses  bulged  out 
from  the  fornices  (see  Figure  1).  These  masses  were  well 
demarcated,  firm,  non-tender,  and  fixed  to  the  underlying 
conjunctivae;  they  measured  approximately  1.5  x 0.5  x 0.5 
cm.  There  was  minimal  injection  of  the  surrounding  mem- 
branes. Excessive  tearing  or  discharge  was  not  observed. 
Visual  accuity  remained  unchanged  from  previous  examina- 
tions. Corneal  and  pupillary  reflexes  were  intact  and  equal. 
Extra-ocular  muscles  showed  full  range  of  action  and  the 
fundi  were  unremarkable. 

Blood  tests  were  normal.  X-rays  did  not  reveal  mediastinal 
or  hilar  lymphadenopathy  or  hepatosplenomegaly.  Exci- 
sion biopsy  of  the  lesions  was  performed  under  anesthesia. 


"From  the  Department  of  Ophthalmology.  New  Jersey- 
Medical  School  (CMDNJ).  Newark,  where  Dr.  Cinotti 
is  Professor  and  Acting  Chairman.  Drs.  Smith  and  Rados 
are  associates  in  that  Department  at  the  College.  Dr.  Cohen 
is  Director  of  the  Oncology  Service,  Newark  Beth  Israel 
Medical  Center  and  Assistant  Professor  of  Medicine,  De- 
partment of  Medicine  at  CMDNJ. 
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Figure  I — Right  eye  with  lower  lid  everted  showing  well 
demarcated  mass  occupying  most  of  the  lower  fornix.  Note 
the  swollen  appearance  of  the  left  lower  lid  (partially  shown). 


The  histology  of  the  conjunctival  lesions  was  interpreted  as 
diffuse  lymphoma,  lymphocytic  type,  poorly  differentiated. 
(Figures  2 and  3)  Two  months  later  the  patient  was  referred 
to  Newark  Beth  Israel  Oncology  Service.  At  this  time  phy- 
sical examination  revealed  enlarged  cervical,  axillary,  and 
inguinal  lymph  nodes.  Borderline  hepatosplenomegaly  was 
suggested  by  x-rays.  Laboratory  tests  showed  a normal 
hemogram,  urinalysis,  blood  chemistries,  and  a negative 
heterophile  antibody  test.  Bone  marrow  study  revealed 
myeloid  hyperplasia  and  needle  biopsy  of  an  inguinal  node 
disclosed  diffuse  lymphocytic  infiltration.  Both  of  these 
findings  were  consistent  with  the  diagnosis  of  lymphocytic 
lymphoma. 

Chemotherapy  was  started  with  good  initial  response.  The 
course  of  the  illness  was  punctuated  by  increasingly  severe 
flare-ups  of  nodal  involvement  and  splenomegaly  alter- 
nating with  periods  of  partial  remission.  In  December  1975 
rapid  recurrence  prompted  splenic  irradiation.  The  patient 
is  now  on  a regimen  of  Adriamycin*,  Bleomycin'  and 
Velban®  and  is  in  a stable  condition.  The  eyelid  swelling 
and  conjunctivitis  resolved  soon  after  the  original  surgery 
and  there  has  been  no  recurrence  of  ocular  disease. 


Figure  2 — Low-power  view  of  the  tissue  biopsy  of  one  of  the 
lesions.  Note  the  monotonous  sheets  of  cells  with  scanty 
cytoplasm  and  round  nuclei  completely  obliterating  the 
normal  architecture  of  the  conjunctival  membrane. 
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Figure  3 — High-power  view  of  the  same  tissue  as  in  Figure 
2 showing  many  atypical  lymphocytes,  some  with  prominent 
nucleoli  and  mitotic  figures.  This  picture  is  consistent  with 
poorly  differentiated  lymphocytic  lymphoma. 


Discussion 

The  striking  features  in  this  case  were  the  un- 
common site  of  origin  of  lymphoma,  the  bi- 
lateral presentation,  and  the  early  rapid  pro- 
gression of  disease  from  focal  to  systemic  in- 
volvement in  a young,  apparently  healthy  man. 
Although  the  conjunctiva  is  not  a common  site 
for  lymphoma,  it  has  an  adenoid  layer  which 
contains  diffuse  lymphoid  tissue  in  the  fornices 
and  bulbar  portions.  Thus,  there  is  an  anatomic 


basis  for  the  conjunctiva  as  a primary  site  for 
lymphoma,  which  is  believed  to  originate  in 
lymphoid  tissue.  The  most  common  sites  are  the 
cervical,  axillary,  inguinal,  mediastinal,  and 
hilar  lymph  nodes;  extranodal  sites  of  origin 
are  rare.  The  bilateral  presentation  of  the  dis- 
ease would  seem  to  favor  the  controversial  the- 
ory of  a multicentric  origin  of  lymphoma.  At 
any  rate,  it  would  appear  to  reduce  the  likeli- 
hood of  this  being  an  instance  of  metastatic 
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spread  from  a latent  primary  malignancy. 

The  rapid  progress  in  this  patient’s  early  course 
may  be  the  result  of  the  early  age  of  onset;  the 
peak  incidence  of  lymphoma  is  in  the  sixth 
decade.  His  over-all  response  to  chemotherapy 
was  quite  satisfactory  considering  the  relatively 
poor  prognosis  based  on  the  original  histology 
and  clinical  staging. 

The  appearance  of  the  conjunctival  lesions  in 
this  patient  conforms  quite  closely  to  the  clas- 
sical description  of  Reese.1  In  particular,  the 
orange  color,  well  demarcated  form,  and  the 
lack  of  dilated  blood  vessels  on  the  surface  of 
the  tumor  are  points  worth  emphasizing.  Eyelid 
swelling  is  not  a constant  feature  of  such  tumors 
since  it  is  possible  for  them  to  involve  the  bul- 
bar conjunctiva  as  well  as  the  fornix.  Since  a 
rapidly  growing  lymphoma  can  involve  adjacent 
tissue  whatever  its  primary  site,  it  can  give  rise 
to  a variety  of  ocular  symptoms  such  as  ex- 
cessive tearing,  proptosis,  or  sudden  loss  of 
vision.1' 3' 10 

Because  of  the  serious  nature  of  the  disease,  the 
differential  diagnosis  of  conjunctival  tumors 
should  always  include  lymphoma,  especially 
when  one  or  more  of  the  characteristic  features 
mentioned  previously  are  part  of  the  clinical 
picture.  The  usual  list  of  such  tumors  includes 
conjunctival  epithelial  cysts,  papillomas,  der- 
moids, nevi,  malignant  melanoma,  xanthoma 
(rarely  without  eyelid  involvement),  carcinoma 
in  situ  (Bowen's  disease),  and  lymphoma.6-9  It 
is  particularly  important  for  patients  with  his- 
tologically positive  lesions  to  receive  a thorough 
medical  evaluation  including  oncologic  and 
hematologic  consultation  since  the  histologic 
differentiation  of  lymphoma  from  benign  forms 
of  lymphoid  hyperplasia  is  often  difficult  and 
controversial.3- 1 1 


Malignant  lymphoma  involves  the  eye  in  one  to 
six  percent  of  cases,  the  vast  majority  being 
metastatic  in  origin.  Only  one  to  two  percent 
of  lymphomas  of  the  eye  and  its  adnexae  pres- 
ent as  the  primary  manifestation  of  the  disease. 
The  implications  of  this  case  for  the  ophthal- 
mologist are  clear  — to  maintain  a high  degree 
of  awareness  of  this  form  of  lymphoma  and  to 
appreciate  the  importance  of  early  biopsy  of 
suspicious  conjunctival  lesions  with  appropriate 
referral  to  an  oncology  service  for  definitive 
clinical  diagnosis  and  treatment. 
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Granular  cell  myoblastoma  of  the  stomach  is  exceedingly  rare;  only  nine  instances 
have  been  reported  in  the  English  literature  to  dale.  The  nature  oj  this  tumor  is 
reviewed  including  its  histogenesis,  pathology  and  diagnosis.  Although  potentially 
malignant,  its  benign  behavior  continues  to  suggest  conservative  management, 
based  on  unhurried  pathological  assessment. 

Granular  Cell  Myoblastoma 
of  the  Stomach* 


Claude  Abouchedid,  M.D.,  S.  S.  Philo, 
M.D.,  S.  H.  Shetty,  M.D.,  Trenton 

Forty-nine  years  after  its  original  description 
by  Abrikossof'  granular  cell  myoblastoma 
remains  a subject  of  controversy.  While  there  is 
little  agreement  as  to  its  cell  of  origin  and 
precise  histogenesis,  no  unanimity  exists  re- 
garding its  biochemical  character;  even  its 
truly  neoplastic  nature  has  been  questioned. 

Granular  cell  myoblastoma  is  one  of  the  rarest 
tumors  to  affect  the  stomach,  thus  it  presents  a 
therapeutic  challenge,  due  to  the  lack  of 
cumulative  data.  Although  Paskin,:i  estimated 
the  number  of  known  granular  cell  myoblas- 
tomas to  be  1000  in  1971,  only  nine  cases  in- 
volving the  stomach  have  been  reported/  - l5-24-25 
Our  patient  is  believed  to  be  the  tenth  case  and 
to  represent  the  First  such  occurrence  in  a 
Caucasian,  all  others  having  been  reported  in 
negroes. 

Case  Report 

A thirty-one  year-old  Caucasian  female  was  admitted  to 
St.  Francis  Medical  Center  on  August  16,  1975;  she  had  a 
one  year  history  of  epigastric  distress  and  nausea,  aggra- 
vated by  eating.  One  month  prior  to  admission  the  symp- 
toms had  become  more  marked  and  were  accompanied  by 
regurgitation  of  solid  and  liquid  foodstuffs.  An  upper 
gastrointestinal  series  prior  to  admission  had  shown  a 
polypoid  lesion  of  the  esophago-gastric  area  (Figure  I)  and 
a duodenal  ulcer  (Figure  2).  This  constituted  the  basis  for 
her  hospital  admission. 

The  patient  smoked  15  to  20  cigarettes  a day  since  age  12, 
but  gave  up  alcoholic  beverages  a year  prior  to  hospitaliza- 
tion because  it  caused  burning  pain  immediately  after 
ingestion.  Physical  examination  was  normal  save  for 
epigastric  tenderness.  Chest  x-rays  and  routine  laboratory 
studies  were  normal. 

Fiberoptic  endoscopy  revealed  a polypoid  lesion  of  the 
esophago-gastric  junction;  it  protruded  into  the  stomach 
and  measured  1.4  cm  is  diameter.  (Figure  3).  The  over- 


lying mucosa  was  slightly  congested  but  there  was  no 
peripheral  induration,  ulceration,  or  bleeding.  Biopsy 
specimen  showed  chronic  inflammatory  changes  of  the 
overlying  mucosa.  Six  days  later,  through  an  anterior 
esophago-gastrotomy,  a submucosal  tumor  was  demon- 
strated on  the  gastric  side  of  the  esophago-gastric  junction 
in  a postero-medial  location.  Local  excision,  including  the 
overlying  mucosa,  was  performed.  Frozen  section  diagnosis 
was  granular  cell  myoblastoma;  final  pathological  sections 
of  the  excised  tumor  confirmed  the  frozen  section  diagnosis 
(Figures  4,  5). 

Discussion 

Histogenesis:  Despite  extensive  clinical  and 
pathological  investigations,  including  electron 
microscopy  and  histo-chemical  and  biological 
studies,  the  histogenesis  of  granular  cell 
'myoblastoma  remains  uncertain.24  While 
Abrikossof  believed  it  to  be  related  to  the 
myoblast,  more  recent  theories  have  included  a 
variety  of  possible  origins.  Trauma  with 
degeneration  and  regeneration,"  metabolic 
or  storage  disorder,5-17  neoplasm  of  myogenic 
origin,20  neurological  origin, 3-12-13-15  fibro- 
blastic,6 mesenchymal,19  and  even  a multi- 
cellular origin,2-16  have  been  advanced. 

While  the  World  Health  Organization10  has 
classified  the  tumor  as  of  “uncertain  origin," 
most  pathologists  ascribe  it  a neural  deriva- 
tion,2 the  precursor  cell  being  the  Schwann  cells 
for  some,  and  the  peri-neural  fibroblast  or  the 
histiocyte  for  others. 

Pathology:  Gastric  granular  cell  myoblastoma 
presents  as  small,  encapsulated  submucosal 
nodules  of  firm  uniform  consistency,  well 
demarcated  from  peripheral  tissues,  and 
located  anywhere  in  the  gastric  wall.  They 
have  ranged  from  0.8  cm  to  2.5  cm  in  diameter. 
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Figure  / — Upper  gastrointestinal  study  showing  a polypoid 
lesion  of  the  esophago-gastric  junction. 

They  are  usually  single,  although  one  patient 
with  five  granular  cell  myoblastomas  involving 
the  gastric  fundus  and  pars  media  was  re- 
ported.17 Multi-organ  involvement  was  de- 
scribed by  Paskin11  in  a patient  who  presented 
with  separate  tumor  nodules  in  the  trachea 
and  esophagus.  This  occasional  predilection  of 
granular  cell  myoblastoma  for  multiple  tissues 
raises  the  possibility  of  a “specific  provoking 
agent,”  of  infectious  or  metabolic  nature,  being 
released  by  the  tumor.24  In  support  of  this  view, 
virus-like  particles  have  been  identified  on 
electron  microscopy.  Microscopically  the 
tumor  is  made  of  irregular,  polyhedral  cells, 
arranged  in  bundles,  cords,  or  sheets.  The 
cytoplasm  varies  from  pale  to  intensively 
eosinophilic  and  granular,  with  a loose  fibrous 
stroma  (Figures  4 and  5). 

Abrikossof1  distinguished  four  varieties  based 
on  microscopic  appearance: 

Type  One:  Characterized  by  the  presence  of  myoblasts 
without  striation. 

Type  Two:  Characterized  by  myoblasts  with  longitudinal  or 
cross  striations  imperfectly  developed  in  the  margin  of  the 
cell. 

Type  Three:  Characterized  by  markedly  hypertrophic  myo- 
blasts, multi-nuclear  and  often  syncitial  with  possible 
striation. 

Type  Four:  Characterized  by  atypical  myoblastic  sarcoma 
cells,  with  marked  pleomorphism.  quoted  by  Abrikossof 
after  von  Meyenburg's  case.  Most  reviewers  have  felt  that 
the  type  should  be  classified  as  rhabdomyosarcoma.  In 
fact,  it  has  helped  create  much  confusion  on  the  issue  of  the 
potential  for  malignancy  of  granular  cell  myoblastoma. 


Figure  2 — Duodenal  ulcer  visible  on  same  upper  gastro- 
intestinal study. 


Figure  3 — Endoscopic  view  of  submucosal  tumor  at  the 
esophago-gastric  junction. 


Malignant  transformation  which  is  rare,  occurs 
in  one  to  two  percent  for  types  one,  two,  and 
three.21  Ross,22  in  1951,  following  a review  of 
the  literature,  identified  only  four  unequivocal 
cases  of  malignancy,  none  of  which  affected  the 
stomach.  Four  years  later  Gamboa,14  found  ten 
nongastric  malignant  granular  cell  myo- 
blastomas and  divided  them  into  clinically 
malignant  — histologically  benign  and  clinically 
malignant  — histologically  malignant.  Colbey,7 
in  1963  reviewed  400  cases,  to  find  only  four- 
teen malignancies;  the  subcutaneous  tissue  was 
the  primary  site  in  nine,  and  the  breast,  eyelid. 
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bladder,  biceps,  and  colon  each  were  the  site  of 
one  of  the  remainders. 

If  malignant,  the  tumor  has  more  tendency  to 
lymphatic  spread,  but  can  metastasize  also  by 
way  of  the  blood  stream.  When  metastatic,  it 
has  a tendency  to  be  very  invasive.8  No  hormon- 
al activity  has  been  demonstrated  so  far  in  any 
of  the  reported  tumors. 

Not  one  of  the  known  cases  of  gastric  granular 
cell  myoblastoma  has  been  malignant.4  Caution 
should  therefore  be  exercised  in  the  selection  of 
the  surgical  procedure.  Because  the  tumor  cells 
may  extend  between  muscle  bundles,5  and 
because  of  the  tendency  of  the  tumor  to  produce 
a pseudoepitheliomatous  hyperplasia  of  the 
overlying  epitheliums,18  a diagnosis  of  carci- 
noma associated  with  granular  cell  myo- 
blastoma should  be  weighed  very  carefully 
before  institution  of  cancer  therapy. 


Diagnosis:  The  diagnosis  of  granular  cell 
myoblastoma  of  the  stomach  is  made  at 
laparotomy  or  autopsy.  Symptoms  include 


Figure  4 — Microscopic  section  of  cardia  with  neoplasm 
in  submucosal  location. 


intermittent  or  continuous  epigastric  pain, 
anorexia,  nausea,  and  vomiting.  Four  of  the 
nine  previously  reported  patients  had  peptic 
ulcer  symptoms.5  (Our  patient  also  had  a duo- 
denal ulcer.)  Roentgenograms  of  the  stomach, 
reveal  a polypoid  lesion  compatible  with 
adenomatous  polyp,  lymphoma,  leiomyoma, 
lipoma,  melanoma,  leiomyoblastoma,  leiomyo- 
sarcoma, metastatic  carcinoma,  angioma, 
fibroma,  neurofibroma,  and  others.  Fiberoptic 
endoscopy  aids  the  diagnosis  by  revealing  the 
characteristics  of  a submucosal  tumor,  usually 
spherical  with  a broad  base  and  a diffuse 
transition  to  normal  mucosa;  “bridging  folds” 
are  sometimes  visible.  Differentiation  between 
each  variety  of  submucosal  tumor  is  usually 
difficult,  except  for  those  presenting  particular 
characteristics,  e.g.,  umbilication  in  the  case  of 
aberrant  pancreas.  Endoscopic  biopsy  is  fre- 
quently unsuccessful  since  it  is  difficult  to  obtain 
tumor  tissue  for  a sample;  caution  should  be 
exercised  as  severe  bleeding  may  ensue. 


Management:  When  the  diagnosis  of  gastric 
granular  cell  myoblastoma  is  made  at  surgery 


Figure  5 — High  power  view  showing  “granular"  cytoplas- 
mic appearance  of  tumor  cells. 
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by  frozen  section,  management  decision  con- 
fronts the  operator.  The  choice  of  the  procedure 
depends  on  present  knowledge  of  the  behavior 
of  this  potentially  malignant  tumor.  Conserva- 
tive management  is  advisable  since  none  of  the 
nine  previously  reported  cases  showed  evidence 
of  carcinomatous  degeneration.  While  five  of 
the  patients  were  treated  by  local  excisions,  four 
received  partial  gastrectomies. 

We  subscribe  to  the  view  of  Aston,4  that  the 
immediate  approach  should  be  based  on  the 
gross  appearance  of  the  tumor.  Unless  it 
appears  grossly  to  invade  adjacent  structures, 
wide  local  excision  is  sufficient.  The  margins  of 
resection  must  be  clear,  however,  because  of  the 
possibility  of  local  recurrence.  One  should  keep 
in  mind  the  tendency  of  this  tumor  to  form 
syncitial  cords  and  sheets  and  to  stimulate 
epithelial  hyperplasia,  which  may  prompt  a 
misleading  diagnosis  of  malignancy  at  frozen 
section.  Permanent  sections  showing  atypical 
cells,  mitoses,  disorganized  patterns,  or  other 
evidence  of  malignancy  should  be  a pre- 
requisite to  radical  surgery.  Wide-spread  lymph 
node  metastases  attests  to  the  potential  of  this 
tumor  for  rapid  dissemination.  Judging  from 
the  usual  behavior  of  malignant  granular  cell 
myoblastoma,  the  presence  of  positive  nodes, 
portends  death  within  five  years  of  diagnosis.14 
Surgery  is  presently  the  only  therapeutic 
avenue;  radical  resection,  with  en  bloc  lymph 
node  dissection,  must  be  made  whenever 
possible.  Radiation  therapy  has  been  used,  but 
to  no  avail  in  the  treatment  of  this  tumor;  the 
value  of  chemotherapy  is  presently  unknown.9 
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pain,  however,  can  be  relieved,  and 
its  recurrence  mitigated 

CardilateR  (erythrityl 
tetranitrate)  increases  exercise 
tolerance. 

Cardilate  relieves  anginal  pain  and 
prevents  its  recurrence,  thereby 
allowing  increased  activity. 
Commencing  to  work  in  as  little  as 
2 to  5 minutes.  Cardilate  protects 
against  recurrence  of  angina  for  at 
least  2 hours 

Available  in  both  sublingual  and 
chewable  forms.  Cardilate  is  a versa- 
tile. convenient  agent  to  help  make 
the  angina  patient's  life  more  livable. 


JV:  Cardilate 


Pre-orgasm  sex  D Peaks  at  orgasm 
activity  (about  (120  beats/mi n) 

90  beats/min) 


(erythrityl  tetranitrate) 


i energy  cost  of  sex  to  the 
irt  is  relatively  modest. 

>r  80%  of  post-coronary  patients 
ultimately  resume  sexual  activity 
lout  serious  risk  Hellerstein  and 
edman  demonstrate  that  mean 
ximal  heart  rate  during  orgasm 
i spouse  (as  opposed  to  extra- 
rital  sex)  in  14  post-infarct  pa- 
its  is  lower  than  that  during  usual 
;upational  activity. 


presentations  below  of  actual 
G readings  of  an  attorney,  post 
illustrate  the  point: 
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tablets 
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Special  Article 


It  is  now  possible  to  provide  total  care  to  the  multiply  injured  trauma  victim.  This 
care  is  based  in  a trauma  center,  the  hub  of  a system  of  EMS  care,  which  also  in- 
cludes transportation,  communications,  other  specialty  referral  centers,  research, 
and  education.  The  trauma  center  must  include  certain  unique  features,  and  its  staff 
must  be  specially  trained. 


Trauma  Center 

A New  Concept  for  the  Delivery  of  Critical  Care 

R Adams  Cowley,  M.D.,  Baltimore 


The  knowledge  and  equipment  now  are  avail- 
able to  provide  excellent  care  for  trauma 
victims,  who  have  a right  to  the  best  medical 
care,  according  to  the  state  of  the  art  and  not 
according  to  location,  extent,  or  severity  of 
injury.  Our  task  is  to  pull  together  the  avail- 
able resources  in  organized,  integrated  systems 
of  care  for  the  country’s  most  critically  ill  and 
injured. 

In  Maryland,  we  have  been  involved  for  years 
in  doing  just  that.  Our  experiences  at  the  Mary- 
land Institute  for  Emergency  Medicine  support 
the  need  to  develop  a new  concept  of  trauma 
centers. 

Goals 

The  goals  of  a trauma  center  are  to  provide 
excellent  care  at  all  levels,  to  develop  standards 
of  therapy  through  research  and  education,  to 
disseminate  new  knowledge  in  trauma  care,  and 
to  provide  care  systems  for  the  community. 

The  Need 

Accidental  injury  is  the  leading  cause  of  death 
among  all  persons  aged  one  to  38  years.  Each 
year  more  than  60  million  people  are  injured. 
Of  these,  more  than  115,000  die,  14  million 
require  bed  care  for  a day  or  more,  and  400,000 
suffer  lasting  impairment  at  a cost  of  $5.4 
million  in  medical  fees  and  hospital  expenses 
and  over  $13  billion  in  lost  wages.1  One  of 
every  eight  beds  in  a general  hospital  is  occu- 
pied by  an  accident  victim.2  Furthermore, 
accidents  take  the  lives  of  young,  healthy 


individuals  who  otherwise  could  expect  to  enjoy 
long  and  productive  lives.  In  addition  to  the 
human  loss,  the  cost  to  society  is  over  $41.5 
billion  a year.1 

Many  of  these  lives  could  be  saved  with  prompt, 
aggressive  emergency  medical  care  provided 
through  a pre-planned,  well-organized  system. 
The  cooperation  and  participation  of  many 
people  and  resources  in  the  community  must  be 
focused  on  the  emergency  victim,  so  we  can 
offer  all  citizens  the  best  emergency  care 
science  can  provide,  and  consequently  decrease 
death  and  disability  due  to  life-threatening 
medical  emergencies.  ’ 

Deficiencies 

Major  deficiencies  exist  in  current  emergency 
medical  care.4  Despite  increasing  support  for 
the  categorization  of  hospitals,  it  is  still  com- 
mon practice  throughout  the  country  to  trans- 
port the  trauma  victim  to  the  nearest  hospital, 
regardless  of  its  capability  to  manage  severe 
injury.  The  patient  is  either  insufficiently 
treated  or  the  hospital  decides  to  transfer  the 
patient  to  another  hospital,  resulting  in  a loss 
of  precious  time. 

Geographic  factors  compound  this  delay. 
Emergency  medical  services  are  the  least 
available  in  rural  areas  where  most  motor 


•Read  before  the  Section  on  Emergency  Medicine,  211th 
Annual  Meeting,  the  Medical  Society  of  New  Jersey,  May- 
15,  1977,  Atlantic  City.  Dr.  Cowley  is  Director,  Maryland 
Institute  for  Emergency  Medicine,  Baltimore. 
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vehicle  accident  deaths  occur.4  The  wait  for  an 
ambulance  is  longer  because  of  greater  dis- 
tances, and  the  nearby  medical  facilities  are 
likely  to  be  small  and  less  sophisticated.  Most 
rural  and  urban  hospitals  are  not  prepared 
with  facilities,  staffing,  or  therapeutic  philoso- 
phy to  manage  the  critically  injured  patient.  In 
many  teaching  hospitals,  the  trauma  victim  is 
met  by  the  least-experienced  house  staff  phy- 
sician, the  intern,  who  is  inadequately  pre- 
pared to  make  the  first,  aggressive  decisions 
that  may  be  life-saving.  In  many  community  or 
rural  hospitals  the  patient  may  be  met  only  by  a 
nurse,  who  then  must  search  for  proper 
assistance. 

Treatment  is  further  compromised  by  inade- 
quate facilities,  by  harassment  and  pressure  of 
a busy  emergency  room  at  times  accidents  most 
frequently  occur,  and  by  unavailability  of  senior 
staff.5  The  critically  ill  patient  frankly  is  unwel- 
come in  many  hospitals  because  of  the  ensuing 
disruption.  These  problems  in  current  care 
reinforce  the  need  for  trauma  centers  geared  to 
these  patients. 

The  Trauma  Center 

The  trauma  center  must  exist  to  provide  the  best 
treatment  science  can  offer  to  the  worst  criti- 
cally ill  and  injured  patient.  At  the  Maryland 
Institute  for  Emergency  Medicine  these  include 
those  with: 

— severe  injuries  to  two  or  more  body  systems 

— head  and  spinal  cord  injuries 

— cardiac  and  major  vessel  injuries 

— uncontrolled  shock  from  any  cause 

— multiple  injuries  with  complications  such  as  shock,  sepsis, 
respiratory,  cardiac  and  liver  failure,  alcohol  and  drug 
overdose 

— severe  facial  and  eye  injuries 

— burns 

— gas  gangrene;  carbon  monoxide  and  other.poisoning 

A trauma  center  must  be  a first  contact,  com- 
bined emergency  room  and  intensive  care  unit, 
with  its  own  operating  rooms  always  prepared 
on  minimal  notice  to  admit  and  immediately  to 
treat  the  critically  injured  emergency  patient. 
There  is  no  waiting.  The  patient  on  arrival  is 
usually  undiagnosed  and  untreated,  with  his 
survival  at  stake.  Experienced  personnel  must 
be  able  to  provide  resuscitation,  diagnostic 
and  therapeutic  measures  for  the  most  acute 


situation  and  continue  such  care  until  the 
patient's  condition  is  stabilized.  The  patient 
cannot  wait  for  this  care  nor  can  he  be  moved. 
All  necessary  services,  including  blood  bank, 
radiology,  and  laboratory,  must  revolve  around 
him. 

Systems  of  Care 

A trauma  center  cannot  exist  in  a vacuum.  It 
must  serve  as  the  hub  of  a system  of  stratified 
care,  in  order  to  overcome  the  current  deficien- 
cies in  the  delivery  of  emergency  medical  care. 

In  Maryland,  a statewide  emergency  medical 
services  was  established  in  1973  with  the  crea- 
tion of  the  Division  of  Emergency  Medical 
Services  (DEMS),  a service  organization,  and 
the  Maryland  Institute  for  Emergency  Medi- 
cine (MIEM),  formerly  the  Center  for  the  Study 
of  Trauma,  which  is  the  trauma  center.  DEMS 
works  with  the  providers  of  emergency  care 
throughout  the  state,  and  MIEM  serves  as 
resource  center,  developing  and  disseminating 
new  concepts  in  therapy,  teaching,  research, 
management  and  systems  engineering  applied 
to  EMS  problems. 

Regionalization 

Maryland  established  five  regions,  based  on 
jurisdictional  patient-flow  patterns,  medical 
capability  and  availability  of  resources,  and 
geographic  factors.  In  each  region,  a council 
composed  of  consumers,  professionals,  pro- 
vider institutions,  and  government  representa- 
tives determines  needs  and  resources  and  does 
initial  planning.  The  councils  ensure  the  com- 
patability  of  equipment,  standards,  and  proce- 
dures within  the  system  and  between  adjacent 
systems.3  Improvement  of  local  hospital 
capabilities  is  also  the  responsibility  of  regional 
councils.  This  ensures  that  patients  from  the 
region  will  be  directed  to  the  facility  that  can 
provide  appropriate  care. 

Relationships  with  the  Trauma  Center 

Through  the  statewide  EMS  system  and  the 
regional  councils,  the  trauma  center,  MIEM. 
has  links  with  the  public,  physicians,  hospitals, 
and  communities  throughout  the  state.  DEMS 
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conducts  public  information  and  education 
programs  for  citizens  to  explain  how  the  system 
and  its  components,  including  MIEM,  relate 
to  them,  and  how  to  access  the  system.  The 
medical  community  is  involved  through  the 
regional  and  other  councils.  MIEM  also  con- 
tacts physicians  directly,  to  explain  its  function, 
the  type  of  patient  appropriate  for  referral,  the 
method  of  interhospital  transfer  and  available 
consultation.  Continuing  education  programs 
for  physicians  in  the  state  further  reinforce  the 
relationship.  Interhospital  transfer  agreements 
also  are  worked  out  through  the  EMS  councils. 
Through  government  representation  on  these 
councils  jurisdictional  obstacles  are  overcome. 

Specialty  Referral  Centers 

To  assure  that  the  patient  arrives  at  a facility 
most  able  to  treat  his  injuries,  a system  of 
specialty  referral  centers  has  been  established 
in  Maryland.  In  addition  to  the  hub  trauma 
center,  MIEM,  other  centers  with  further 
specializations  participate  in  the  system.  The 
Johns  Hopkins  Hospital  Pediatric  Emergency 
Trauma  Center  provides  services  for  children 
similar  to  those  for  adults  at  MIEM,  but 
tailored  to  meet  the  specific  and  different 
needsof  children.  The  Baltimore  City  Hospitals’ 
Kiwanis  Burn  Unit  and  the  Washington  Hospi- 
tal Center  Burn  Unit  provide  the  medical 
personnel,  facilities,  and  rehabilitation  required 
by  burn  victims.  A State  Intensive  Care  Neo- 
natal Program  at  Baltimore  City  Hospitals, 
University  of  Maryland  Hospital,  and  Johns 
Hopkins  Hospital  manages  critically  ill  and 
premature  newborns  referred  from  all  over  the 
state.  A Hand  Unit  at  Union  Memorial  Hos- 
pital has  special  microsurgical  facilities  and 
personnel  for  repair  and  reimplantation  of 
severely  injured  and  severed  hands  and  arms. 
Because  of  the  frequency  and  severity  of  central 
nervous  system  injuries,  the  necessary  specific 
resources  are  being  assembled  to  form  an 
Acute  CNS  Injury  Unit  at  MIEM  to  deal  with 
these  difficult  cases. 

Transportation 

A rapid,  effective  system  must  exist  to  bring  the 
most  critically  ill  and  injured  patients,  who 
cannot  be  managed  adequately  in  the  regions. 


to  the  trauma  and  specialty  referral  centers. 
The  first  60  minutes  (the  “Golden  Hour”) 
following  an  accident  often  determine  whether 
a patient  will  live  or  die.  On-site  resuscitation, 
triage,  communication  and  transportation  with 
care  enroute  must  be  available  to  complement 
definitive  care  at  the  trauma  center.6  Indeed, 
the  trauma  center’s  program  begins  at  the 
scene  of  an  accident  and  during  transportation 
to  the  center. 

Maryland's  volunteer  and  paid  ambulance  and 
rescue  squad  system  and  the  Maryland  State 
Police  Med-Evac  Helicopter  system  cooperate 
to  provide  initial  triage  and  rapid  transportation 
to  the  appropriate  care  facility.  The  helicopter 
system  has  proved  very  effective  in  transporting 
patients  from  all  over  the  state  to  the  trauma 
center  within  the  “Golden  Hour.”  Local  ambu- 
lance teams,  who  usually  reach  the  scene  first, 
initiate  resuscitation  and  request  a helicopter 
transfer  when  it  is  determined  the  patient  re- 
quires the  care  of  the  trauma  or  a specialty 
center.  The  use  of  the  helicopter  system  pre- 
cludes extensive  treatment  at  the  scene  or  en 
route.  We  have  found  that  the  time  gained  in 
getting  the  patient  to  the  definitive  care  of  the 
trauma  center  is  more  valuable  than  com- 
plicated resuscitation  at  the  scene.4 

Communications 

A statewide  communicationscenter  (SYSCOM) 
coordinates  Med-Evac  helicopter  transports, 
forewarning  the  trauma  center  of  a patient’s 
arrival,  patient  status,  and  extent  of  injury. 
Thus,  the  emergency  patient  arrives  “by 
appointment.”  This  assures  that  the  appro- 
priate personnel  and  equipment  will  be  assem- 
bled and  waiting  when  the  patient  arrrives. 
Through  SYSCOM,  consultation  with  trau- 
matologists at  MIEM  is  available  to  physicians 
throughout  the  state. 

A newly  established  communications  system 
will  link  the  scene  of  an  emergency,  ambu- 
lances, hospitals,  specialty  referral  centers, 
central  alarms,  and  Med-Evac  helicopters  with- 
out disturbing  present  ambulance  dispatch 
methods  and  equipment.  Services  began  this 
July. 
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Operation  of  a Trauma  Center 

Embedded  in  this  system  of  emergency  care 
delivery,  MIEM,  as  the  trauma  center,  retains 
the  major  responsibility  for  care  of  the  critically 
injured  patients  from  the  whole  state,  in 
addition  to  its  education,  research,  and  re- 
source functions. 

Basic  Philosophy  of  Treatment  — The  basic 
philosophy  is  total  preparedness  for  any  life- 
threatening  injury.  All  patients  are  assumed  to 
be  dying  and  much  of  the  “Golden  Hour”  for 
total  stabilization  has  passed.  Thus  the  fight 
for  survival  in  the  Institute  begins  on  direct 
admission.  Treatment  begins  before  diagnosis  — 
a necessary  break  with  tradition.  Resuscitation 
and  stabilization  have  priority.  If  one  awaits 
an  accurate  diagnosis,  many  of  these  victims 
will  die.6 

Standard,  established  treatment  protocols  — 
rapid  body  assessment,  endotracheal  intuba- 
tion, continuous  positive  pressure  ventilation, 
circulatory  support,  and  early,  aggressive 
surgery  — provide  a planned  approach  to  re- 
suscitation. Each  team  member  has  pre- 
assigned tasks.  The  use  of  blood  component 
therapy  and  uncrossmatched  blood,7  upright 
chest  x-ray,  carotid  angiogram/  and  abdominal 
lavage9  are  standard. 

Trauma  Center  Requirements 

Components  of  MIEM  include: 

Separate  Admitting  Area—  Patients  are  ad- 
mitted directly  to  our  admitting  area,  by- 
passing the  already  overburdened  emergency 
room.  The  patient  is  seen  and  treated  im- 
mediately by  the  trauma  staff.  Initial  examina- 
tion, establishment  of  an  airway,  and  drawing 
blood  samples  are  done  as  needed.  Emergency 
maneuvers  and  penetrations  for  monitoring 
are  made,  clothing  removed,  x-rays  taken, 
casts  applied,  minor  surgery  performed,  and 
burns  cleaned  and  dressed.10 

The  whole  area  has  the  facilities  to  admit  five 
patients  simultaneously.  Each  subarea  is  a 
small  operating  room.  The  area  contains  a 
blood  bank  refrigerator,  which  stores  uncross- 


matched blood  and  blood  substitutes;  outlets 
for  oxygen,  air,  suction,  and  nitrous  oxide  for 
anesthesia;  electrical  and  emergency  power 
outlets;  electrocardiography;  a ventilator;  in- 
tubation equipment;  a Steadman  pin  set;  crash 
cart;  defibrillator;  Ambu  bag;  minor  surgery 
set;  and  an  orthopedic  cart.  A teleprinter 
connected  to  the  clinical  laboratory  and  an 
intercom  system  allow  communication  with  the 
lab.  A portable  x-ray  unit  and  darkroom 
complete  the  area. 

Operating  Rooms  — Most  trauma  victims  with 
multiple  injuries  cannot  survive  without  im- 
mediate surgery.  A delay  of  minutes  or  hours 
while  the  operating  room  is  prepared  and  the 
personnel  assembled  can  be  fatal.  Therefore, 
24-hour,  immediate  access  to  a fully  staffed  and 
fully  equipped  operating  room  is  essential.  Two 
rooms  are  best  — one  reserved  at  all  times  for 
emergency  surgery  and  the  other  for  scheduled 
follow-up  operations. 

The  rooms  should  be  as  close  as  possible  to  the 
admitting  area  to  avoid  dangerous  delays  in 
getting  the  patient  to  surgery.  They  should  be 
large  enough  to  accommodate  the  personnel 
and  equipment  to  perform  several  procedures 
simultaneously. 

Critical  Care  Recovery  Unit  {CCRU)—¥ot 
this  ultra-sophisticated  unit,  we  have  found 
that  a wheel  design  with  beds  located  at  the 
periphery  of  a central  nursing  station  hub  is  the 
best  way  to  economize  human  energy  for 
nursing  care.  Our  unit  has  12  cubicles, 
separated  by  large  windowed  partitions,  around 
the  perimeter.  Two  are  isolation  cubicles.  The 
central  island  is  a raised  podium,  from  which 
each  cubicle  and  the  central  monitoring  system 
are  visible.  The  open  end  of  the  cubicles  allow 
access  for  bulky  equipment  — ventilators, 
hypothermia  equipment,  x-ray  equipment,  and 
so  on.  The  partitions  and  raised  island  partially 
obstruct  the  view  of  other  patients.  The  parti- 
tions also  help  reduce  infection  and  noise. 

In  each  cubicle,  equipment  is  attached  to  the 
wall  and  ceiling  to  keep  floor  space  around  the 
bed  free.  All  the  cubicles  are  self-contained, 
completely  equipped  and  supplied.  Current 
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patient  records  are  kept  nearby.7  Mounted  on 
an  overhead  shelf  above  each  patient  is  a total 
physiologic  monitoring  system  with  its  own 
controls  and  alarms.  Each  separate  system  is 
attached  to  a central  system  located  in  the 
central  island.  A CRT  terminal  ties  into  the 
computer  system  and  provides  analog  and 
digital  readouts  and  trend  information  on  each 
patient. 

The  central  island  platform  has  writing  space, 
racks  for  patient  charts,  telephones,  shelves  and 
drawers,  a computer  terminal  and  the  central 
monitoring  system.  It  is  large  enough  for 
several  people  to  gather.  The  outside  of  the 
raised  platform  has  storage  space  for  intra- 
venous solutions  and  other  frequently  used 
supplies,  which  are  restocked  regularly.  A 
medicine  area  at  one  end  includes  a refrigerator, 
blood  bank  refrigerator,  and  narcotics  cabinet. 

Trauma  Intensive  Care  Unit  — Located  adjacent 
to  the  CCRU,  the  stepdown  ICU  has  three 
four-bed  units  with  glass  partitions,  a raised 
nursing  station  and  complete  patient  monitor- 
ing and  computer  equipment.  There  are  28  beds 
for  further  stepdown  care. 

Acute  CNS  Injury  Unit  — An  acute  CNS 
injury  unit  is  scheduled  to  open  soon  to  provide 
the  specific  care  needed  by  patients  with  such 
injuries.  Although  CNS  patients  have  been 
treated  all  along,  this  new  unit  will  group  these 
patients  with  the  required  facilities,  equip- 
ment and  personnel  for  more  efficient,  effective 
care.  Not  a long-term  rehabilitation  unit,  it 
will  provide  total  acute  care  to  give  patients  the 
best  chance  for  recovery  of  function.  An  acute 
area  with  six  completely  monitored  (including 
intracranial  pressure)  beds  will  be  supplemented 
by  six  beds  in  three  rooms  for  less  intensive  care 
and  an  isolation  cubicle. 

Acute  Clinical  Laboratory  — Essential  to  the 
operation  of  the  trauma  center,  this  24-hour 
laboratory  provides  blood  gas  analyses, 
electrolyte  and  coagulation  studies,  and  so  on. 
It  is  near  patient  care  areas  and  is  able  to  fur- 
nish immediate  findings  to  attending  physicians. 


Computer  System  — A computer  system  sup- 
ports comprehensive  patient  care  and  moni- 
toring by  central  collection  and  coordination  of 
all  pertinent  data  generated  by  each  patient.  It 
calculates  the  patient’s  critical  physiological 
indices  in  order  to  alert  the  staff  to  possible 
abnormalities  or  failure,  and  it  ties  in  to 
metabolic  sensory  equipment.  The  system 
automatically  saves  and  displays  selected 
readings  and  provides  for  review  and  correla- 
tion of  patient  data  to  evaluate  treatments, 
diagnosis,  or  new  indices,  and  to  provide  better 
patient  care. 

Other  Facilities  — Other  physical  components  of 
the  center  include  an  on-call  physicians’  room, 
a nurses’  lounge,  utility  rooms,  storage  space, 
and  a visitors’  lounge. 

Ancillary  Services 

Radiology—  Portable  radiology  equipment  is 
used  in  all  patient  areas  to  provide  on-site 
radiologic  studies  for  diagnosis  and  follow-up, 
including  contrast  media  studies.  Radiology 
services  are  provided  through  arrangement 
with  the  University  Hospital. 

Blood  Bank  — Uncrossmatched  blood  and  blood 
components  are  available  in  the  admitting  area. 
A supply  of  blood  is  kept  in  the  CCRU.  The 
trauma  center  cooperates  with  the  adjacent 
University  Hospital’s  Blood  Bank  for  the 
large  amounts  of  blood  and  blood  derivatives 
required. 

Psychosocial  Services—  Psychosocial  support 
for  patients  and  their  families  is  provided  by  an 
interdisciplinary  staff  during  the  patient’s  stay 
in  the  center.  The  staff  also  assists  patients  and 
families  with  discharge  planning.  Consultation 
is  available  from  the  School  of  Medicine’s 
Department  of  Psychiatry.  The  staff  also  co- 
operates with  the  School  of  Social  Work  and 
Community  Planning  to  provide  educational 
experiences  for  students. 

Rehabilitation  M edicine—  Rehabilitation  be- 
gins at  the  time  of  injury.  The  care  a patient 
receives  immediately  will  affect  his  long-term 
recovery  and  disability.  This  program  is 
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managed  in  conjunction  with  the  Department 
of  Rehabilitation  Medicine,  continuing 
throughout  definitive  care  and  on  to  long-term 
rehabilitation  elsewhere  upon  discharge  from 
our  unit. 

Patient  Flow 

Facilitation  of  patient  flow  is  important  in  a 
trauma  center.  Continuity  of  care  is  essential  as 
the  patient’s  condition  improves  and  he  pro- 
gresses through  various  treatment  steps  toward 
recovery.  Without  smooth  channeling  of 
patients,  the  trauma  center  becomes  congested 
with  extended  care  cases  and  is  unable  to  meet 
its  primary  responsibility  to  the  critically 
injured. 

In  our  center,  the  patient  is  admitted  directly  to 
the  admitting  area  where  he  is  resuscitated  and 
stabilized.  Emergency  surgical  procedures  may 
be  performed  in  this  area,  but  if  possible,  the 
patient  is  moved  to  the  adjacent  operating  room 
for  surgery.  After  primary  surgery,  the  patient 
is  taken  to  the  Critical  Care  Recovery  Unit, 
where  the  average  stay  is  five  and  a half  days. 

After  the  patient  has  progressed  past  the  need 
for  the  superintensive  care  and  observation,  he 
is  transferred  around  the  corner  to  the  Inten- 
sive Care  Unit,  where  he  may  stay  for  five  to 
ten  days.  He  proceeds  to  one  of  the  28  stepdown 
beds  for  continuing  special  care.  He  is  then 
discharged  to  a general  hospital  bed,  a rehabili- 
tation facility  or  home.  The  patient  may  return 
to  the  MIEM  clinic  for  follow-up. 

Patients  with  central  nervous  system  injuries 
are  transferred  to  the  CNS  Unit  after  admission 
and  initial  surgery.  The  stepdown  beds  in  the 
unit  are  the  next  stage,  followed  by  referral  to  a 
rehabilitation  facility  or  community  hospital 
providing  rehabilitation  services. 

Personnel 

Trauma  centers  require  seasoned  clinicians, 
nurses,  and  specialists.  At  MIEM,  all  phy- 
sicians, nurses,  and  paraprofessionals  undergo 
intensive  orientation  in  all  phases  of  manage- 
ment of  major  multiple  trauma  problems.  The 
program  is  completely  staffed  around-the-clock 


and  the  operating  rooms,  admitting  areas  and 
laboratories  are  immediately  available  to 
receive  any  type  of  critical  care  or  surgical 
problem.6 

Medical  Director  — One  medical  director  has 
full-time  responsibility  for  the  operation  of  the 
unit.  The  individual  should  be  experienced  in 
resuscitation  and  cardiorespiratory  care  and  be 
capable  of  all  clinical  decisions  about  pro- 
cedures and  therapy.  He  maintains  control  of 
each  patient  in  the  center. 

Specialists  — The  complicated  problems  the 
trauma  patient  presents  demand  the  attention 
of  numerous  specialists,  including  traumatolo- 
gists, anesthesiologists  experienced  in  critical 
care  medicine,  orthopedic  surgeons,  neuro- 
surgeons, thoracic  surgeons,  plastic  surgeons, 
radiologists,  infectious  disease  specialists, 
urologists,  nephrologists,  and  therapists  in 
respiratory  care  and  physical  medicine.  Those 
involved  in  the  primary  management  of  the 
trauma  patient  are  on  the  full-time  attending 
staff  of  the  trauma  center.  Others  serve  as 
consultants,  and  are  readily  available.  In 
addition  to  providing  consultants  for  patient 
care,  most  departments  within  the  University’s 
School  of  Medicine  use  the  resources  of  the 
trauma  center  for  training  and  research. 

Team  Concept  — At  our  trauma  center,  we  use 
teams  to  deliver  care.  There  are  four  teams  with 
a traumatologist,  critical  care  anesthesiologist, 
and  trauma  and  anesthesiology  residents.  Each 
24  hours,  one  team  is  on  duty,  another  is  on  call, 
a third  is  able  to  be  called  in,  and  another  is  off 
duty.  The  schedules  for  these  teams  rotate.  Each 
team  is  directed  by  a leader  who  retains  re- 
sponsibility for  the  team’s  patients,  but  all 
members  provide  input.  The  team  that  is  on 
duty  manages  the  resuscitation  and  stabilization 
of  the  patients  admitted  that  day.  If  there  is  an 
unusually  large  number  of  admissions,  the 
second  and  possibly  the  third  teams  are  called 
in.  The  team  leader  continues  to  direct  the 
patient’s  care  in  the  CCRU. 

Specialty  teams  perform  several  surgical 
procedures  under  one  anesthetic. 
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Nursing  — Our  nursing  branch  is  subdivided  into 
five  groups,  according  to  the  patient  areas  — the 
admitting  area,  the  operating  rooms,  the 
CCRU,  the  ICU,  and  the  CNS  Unit.  Nurses 
specialize  in  one  area,  although  they  have  the 
training  and  knowledge  to  assist  in  other  areas 
when  needed. 

In  the  CCRU  and  the  ICU,  the  primary  nursing 
system  is  used.  When  a patient  is  transferred 
into  the  unit,  a primary  nurse  is  assigned  to 
him  and  assumes  overall  responsibility  for  his 
nursing  care  while  in  the  unit.  She  cooperates 
with  the  team  leader. 

Teaching 

Any  specialized  center  in  a field  of  emerging 
knowledge  has  a responsibility  for  education. 
This  is  true  in  a trauma  center  where  the 
relatively  new  specialties  of  traumatology, 
critical  care  medicine,  critical  care  nursing,  and 
primary  nursing  play  major  roles.  Fellowships 
are  offered  in  these  fields. 

Residents  in  various  medical  and  surgical 
specialties  regularly  rotate  through  the  center. 
Cooperative  agreements  with  several  hospitals 
provide  their  residents  with  unique  experience 
in  trauma  care. 

Intramural  education  includes  daily  combina- 
tion bedside  and  sitdown  rounds,  twice  weekly 
lectures,  a weekly  mortality  conference,  a 
monthly  journal  club,  and  two  clinical  con- 
ferences a month. 

Extramural  education  in  trauma  is  provided 
through  programs  for  physicians  and  nurses 
from  the  whole  state,  both  at  the  center  and  in 
local  hospitals.  In  addition,  MIEM  cooperates 
in  training  programs  for  paramedics  — emer- 
gency medical  technicians  and  cardiac  rescue 
technicians. 

Research 

Because  of  its  unique  patient  population  and 
the  necessity  for  innovative  treatment,  a trauma 
center  must  be  involved  in  research  and  the 
dissemination  of  new  knowledge.  Research  pro- 
ceeds on  both  clinical  and  basic  laboratory 
levels. 


Biochemists  in  our  Research  Laboratory  study 
the  pathophysiology  of  the  cell  in  shock,  the 
mechanisms  of  injury,  cell  death,  and  organ 
failure.  The  involvement  of  hormones  such  as 
insulin  and  prostaglandins,  the  function  of 
mitochondria,  and  metabolic  aberrations  in 
critical  injury  are  being  scrutinized.1  M5 

Researchers  in  an  immediate  autopsy  program 
obtain  biochemical,  ultrastructure  and  micro- 
biological data  from  fresh  tissue  — within  five 
minutes  of  death.  The  analysis  of  these  data, 
using  the  electronmicroscope,  offers  a means  of 
correlating  clinical  information  with  data  on 
the  status  of  membranes  and  organelles  and 
assessing  therapy.16 

Clinical  studies  include  review  of  clinical 
material  and  evaluation  of  therapies. 17-21  We 
are  developing  an  index  to  predict  the  clinical 
course  of  trauma  victims.22  Nursing  research 
also  is  progressing  in  a number  of  directions.23 

The  computer  system,  of  course,  assists  in  data 
storage,  retrieval,  and  structuring  for  many 
research  projects.  In  addition  to  these  uses,  the 
computer  system  itself  is  being  studied  for 
future  applications. 

Future  Directions 

The  use  of  computer  systems  in  patient  care  is, 
in  fact,  one  example  of  advances  in  patient  care 
that  will  change  the  trauma  centers  of  the 
future.  The  storage  and  retrieval  of  demo- 
graphic, biochemical,  physiologic,  and  labora- 
tory study  data  for  efficient  accessibility  at  the 
bedside,  the  on-line  measurement  of  physiologic 
parameters,  and  the  organization  of  these  data 
•will  give  physicians  extensive  valuable  informa- 
tion upon  which  to  base  decisions  about 
therapy.  The  computer  system  also  will  assist 
physicians  and  nurses  by  notifying  them  of  the 
occurrence  of  critical  values,  including  auto- 
matically computed  indices.  These  indices 
increase  knowledge  of  patient  risk  by  drawing 
upon  past  experience  and  upon  structural  re- 
lationships among  measured  variables.  The 
computer  also  will  be  able  to  “recommend” 
action  by  physicians  by  carefully  developed 
clinical  algorithms. 
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The  infusion  of  blood,  fluids,  drugs,  and 
nutrients  can  be  controlled  by  the  computer, 
which  is  an  ideal  tool  to  balance  all  factors  and 
optimize  the  objective,  allowing  for  smoother 
response  with  less  risk  to  the  patient. 

Of  course,  the  use  of  the  computer  system  for 
archival  storage  of  data  for  other  research  will 
continue  to  be  very  important,  because  con- 
tinuing progress  in  patient  care  will  depend 
upon  future  research. 

As  the  trauma  center  concept  matures,  more 
university-affiliated  centers  will  become 
regional  resource  centers  for  research  and 
education.  There  still  will  be  a need  for  satellite 
trauma  centers  dedicated  to  patient  care  and 
direct  service,  without  the  costly  teaching  and 
research  components. 

In  the  future,  research  in  the  many  aspects  of 
delivery  of  trauma  care  — laboratory,  clinical, 
educational,  and  systems  of  care  delivery  — must 
be  integrated  into  a common,  multidisciplinary 
goal.  To  accomplish  this,  the  concept  of  several 
regional  resource  emergency  medical  service 
institutes  across  the  country  is  gaining  support 
at  the  national  level.  The  institutes  would 
dedicate  experts  and  resources  to  the  mission  of 
gaining  and  disseminating  knowledge  in  all 
facets  of  trauma  care  delivery.  As  awareness  of 
the  impact  and  value  to  society  of  such  con- 
centrated efforts  grows,  federally  supported 
regional  EMS  institutes  are  likely  to  be  a 
future  reality. 
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Risks  of  Breast  Cancer  Weighed  for  Patients 


“What  are  my  chances  of  getting  breast  can- 
cer?” This  is  the  question  that  most  women  ask 
their  doctor  some  time  during  their  lives. 

In  the  July  25  issue  of  JAMA,  Theodore  C. 
Bernstein,  M.D.,  cancer  specialist  of  the  Scripps 
Clinic  and  Research  Foundation,  La  Jolla, 
California,  offers  some  guidelines  to  physicians 
to  help  them  answer  the  question. 

In  one  of  every  15  women,  breast  cancer  will 
develop.  Dr.  Bernstein  says.  Women  with  an 
early  menarche  and  those  with  menopause  at 
50  years  and  older  have  about  1 V2  times  greater 
risk  than  those  having  natural  menopause  under 
the  age  of  45  years.  Removal  of  the  ovaries  in  a 
woman  aged  40  years  or  less  decreases  the  risk 
about  50  percent.  Risk  is  tripled  when  first 
pregnancy  occurs  after  the  mother  is  35  years 
of  age,  he  says.  Women  who  have  never  married 
are  at  increased  risk.  Women  who  are  fat  have 
increased  risk. 

Birth  control  pills  and  hormones  given  after 
menopause  have  been  implicated  in  cancer,  but 
the  relationship  is  not  established.  Dr.  Bern- 
stein says.  However,  there  is  enough  of  an 
association  to  suggest  that  estrogens  should  not 
be  used  by  high-risk  patients. 

Prior  cancer  of  the  uterus,  ovary,  or  colon 
increases  risk  of  breast  cancer.  The  most  com- 


mon premalignant  lesion  is  cancer  of  the  op- 
posite breast.  One  in  ten  of  those  having  cancer 
in  one  breast  will  develop  cancer  in  the  other. 

Risk  of  breast  cancer  varies  geographically.  In 
Japan  women  have  a much  lower  rate  than  in 
America.  When  Japanese  women  migrate  to 
America,  the  incidence  increases  after  several 
generations.  Exposure  to  irradiation  by  mam- 
mograph  “probably  increases  the  risk,  especial- 
ly in  premenopausal  women.” 

Heredity  plays  a major  role  in  breast  cancer 
risk.  Children  of  women  having  bilateral  breast 
cancer  may  have  a 50  percent  chance  of  having 
the  disease.  Period  of  highest  risk  in  women  is 
between  the  ages  of  20  and  40  years.  But  in 
women  with  no  heredity  risk,  the  probability  of 
breast  cancer  development  rises  with  advancing 
age.  “Indeed,  age  is  probably  the  most  impor- 
tant factor  influencing  the  development  of 
breast  carcinoma,”  Dr.  Bernstein  says. 

He  concludes:  “In  advising  women  about  their 
chances  of  getting  breast  cancer,  a physician 
should  not  lean  too  heavily  on  the  statistics  of 
risk.  One  cannot  make  predictions  about  a 
person  based  on  statistics.  It  is  wise  to  advise 
every  woman  to  pay  close  attention.  ‘Examine 
yourself  each  time  you  bathe  and  report  to  me 
without  delay  any  irregularity  you  encounter.’” 
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Commentary 


British  National  Health  Service  in  1977  — Part  III 


Patient  Reaction 

Informal  discussion  about  the  British  National 
Health  Service  elicited  a number  of  subjective 
responses  from  patients  and  relatives: 

1.  They  like  the  idea  of  having  a general  prac- 
titioner available  to  them  through  NHS. 

2.  The  minimal  cost  of  prescription  drugs, 
glasses,  and  dentures  is  a great  asset. 

3.  Knowledge  that  they  will  not  be  wiped  out 
financially  by  an  overwhelming  illness  provides 
security. 

4.  Recognition  that  serious  acute  illness  re- 
quiring immediate  hospitalization  will  be  taken 
care  of  is  a comfort. 

Not  having  been  exposed  to  disease  detection 
procedures,  health  education,  and  preventive 
medicine  practices,  such  as  complete  physical 
examinations,  the  British  do  not  seem  to  miss 
these  things.  They  tolerate  the  long  waiting 
periods  in  the  doctor's  office  and  the  inordinate 
delays  for  consultations  with  specialists  and 
admission  to  hospitals  with  the  philosophical 
shrug  that  only  a people  who  survived  the 
deprivations  of  the  “London  Blitz”  period 
would. 

Hostels 

The  British  hostel,  comparable  to  our  skilled 
or  custodial  nursing  home,  is  in  such  short 
supply  that  many  patients  must  remain  for 
extended  periods  in  general  and  mental  hos- 
pitals. This  shortage  was  decried  by  MIND,  the 
National  Association  for  Mental  Health,  who 
claimed  that  “more  than  3,000  long-stay 
patients  in  English  and  Welsh  mental  hospitals 
could  leave  immediately  if  homes  or  hostels 
were  available.”  There  are  said  to  be  95,000 
in-patients  in  British  mental  illness  hospitals. 

A MIND  report  stated  that  over  a third  of  the 


long-stay  patients,  some  of  whom  had  been  in 
hospitals  for  more  than  ten  years,  were  fit  for 
immediate  discharge  and  only  the  lack  of 
accommodation  and  after-care  facilities  kept 
them  in  hospitals.  It  went  on  to  say: 

“Having  prepared  patients  to  live  outside  the  hospital,  it  is 
extremely  disheartening  for  both  patients  and  staff  that  so 
many  still  remain.  Rehabilitation  programmes  can  only 
maintain  momentum  when  all  involved  can  see  that  there  is 
a place  to  w hich  patients  can  go  at  the  end  of  the  process." 

Health  Education  and  Preventive  Medicine 

Health  education  and  preventive  medicine 
seem  to  be  low  priority  items  in  the  National 
Health  Service.  In  one  health  center  we  visited, 
health  education  materials  were  stored  in  a 
large  closet  and  were  presumably  handed  to 
some  patients.  The  subjects  covered  were 
standard,  i.e.,  nutrition,  accident  prevention, 
and  so  on,  but  there  were  no  organized  educa- 
tional activities  and  individual  instruction  was 
minimal. 

The  multiple  British  cancer  societies  do  some 
public  education,  but  it  is  disorganized  and 
fragmented.  A leader  of  one  such  society  ad- 
mitted his  envy  of  the  American  Cancer  Society 
program  and  stated  that  the  British  were  reluc- 
tant to  use  the  word  cancer  in  public  messages 
until  the  American  organization  provided  the 
example  and  the  leadership  some  years  ago. 

Much  of  the  health  education  falls  to  the  dis- 
trict visitor  who  provides  essential  instruction 
to  family  members  on  her  home  visit  rounds. 
This  appears  comparable  to  the  traditional 
visiting  nurse  endeavors  in  the  United  States. 
One  does  not  get  bombarded  in  Great  Britain 
with  health  messages  attached  to  requests  for 
charitable  contributions,  either  by  radio,  tele- 
vision, or  billboards,  as  is  the  case  in  our 
country. 

A British  observer  of  a Stanford  University 
(California)  Heart  Disease  Prevention  Pro- 
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gram,  which  was  described  in  The  Lancet,  gave 
a great  deal  of  credit  to  the  use  of  mass  media 
and  individual  counseling  by  “lay  preachers” 
(against  smoking)  in  the  United  States  study. 
The  commentator  went  on  to  state  with  a 
touch  of  envy: 

“The  Stanford  study  has  obvious  implications  for  British 
health  education:  our  cardiovascular  rates  continue  to  rise 
while  those  in  the  U S.  decline.  But  the  six-figure  budget 
doled  out  to  the  Health  Education  Council  (H.E.C.)  each 
year  by  the  DHSS  is  unlikely  to  cover  the  expenses  of  a 
similar  study.  The  Stanford  Heart  Disease  Prevention 
Programme  is  looking  for  a further  five  million  pounds 
from  the  U.S.  Government  to  continue  its  work. 

“The  H.E.C.,  although  helping  to  fund  a few  projects  on  the 
role  of  health  education  and  cardiovascular  disease,  has 
still  not  devoted  a public  campaign  to  explain  the  dangers 
and  has  no  immediate  plans  for  one. 

“British  television,  because  of  its  national  outlook,  doesn’t 
lend  itself  to  community-based  studies,  and  the  Stanford 
results  emphasize  the  importance  of  localized  media.  Public 
information  films,  shown  free  in  Britain  by  independent 
television  companies  as  well  as  the  BBC,  are  rarely  seen  at 
peak  viewing  periods,  if  at  all.  But  in  the  U.S.,  health 
education  films  on  topics  ranging  from  V.D.  to  fresh  fruit 
are  shown  at  all  times  of  the  day.  Perhaps  we  should  sit  up 
and  see  what  lessons  are  to  be  learnt.”* 

Preventive  medicine  is  now  being  raised  as  a 
goal  in  the  United  Kingdom  because  they  have 
an  essential  tool,  namely,  the  registration  of 
each  member  of  the  whole  population  with  a 
doctor.  It  appears  there  is  a “plethora  of 
reports,  committees,  and  government  papers 
imploring  us  (G.P.’s)  to  prevent  disease,"  but 
the  practitioners  themselves  are  unimpressed 
with  the  “anguished  cries  of  the  politicians,  the 
DHSS,  and  the  scientists,”  believing  the  notion 
to  be  unrealistic  and  impracticable.  The  con- 
cept being  considered  seems  to  be  a national 
computer-based  system  of  vulnerability  classi- 
fication “in  which  those  at  very  high  risk  indeed 
are  invited  frequently  to  the  surgery  or  health 
centre  for  some  kind  of  intervention  — educa- 
tional or  presymptomatic  diagnosis  and  per- 
haps treatment.”  The  British  GP  is  reluctant 
because  the  system  “puts  the  doctor  in  the 
alarming  position  of  knocking  uninvited  on  his 
patient’s  door,  rather  than  waiting  to  be  asked 
to  help.  It  is  this  role  reversal  rather  than  the 
uncertainties  of  the  vulnerability  business, 
which  turns  off  so  many  doctors."  In  Great 
Britain,  the  GP  appears  to  consider  “preventive 

• Pulse  July  16.  1977 


medicine  in  general  practice  pie  in  the  sky,” 
but  admits  that  “the  GP  is  the  only  health 
professional  who  can  make  the  diagnosis  of 
vulnerability  and  also  has  the  population  upon 
which  to  make  it.” 

Relationship  between  Hospital 
Doctors  and  GP's 

Reports  during  this  visit  to  England  displayed  a 
grating  friction  between  the  GP  and  the  hos- 
pital doctors.  For  example,  junior  hospital 
staff  physicians  have  stated: 

“To  seek  the  admittance  of  a patient  without  actually 
visiting  the  patient  that  very  day  appears,  in  some  hospital 
doctors’  eyes,  as  being  tantamount  to  grave  dereliction  of 
duty.  Negligence  of  the  highest  order." 

Casualty  department  doctors  “stated  em- 
phatically they  would  refuse  to  see  a patient 
unless  it  was  seen  by  the  GP  first.” 

The  GP,  referring  to  the  patient  suspected  of  a 
“coronary,”  deplores  this  “red  tape  and  pro- 
tocol” indicating  that  the  diagnosis  of  a coro- 
nary is  made  on  the  grounds  of  history  rather 
than  clinical  findings.”  The  GP’s  are  angry  at 
hospital  doctors  for  “their  ineptitude  and 
reluctance  to  provide  patients  with  National 
Insurance  Certificates.”  They  also  complain 
that  hospital  doctors  fail  to  notify  them  that 
their  patients  died  or  were  discharged  from  the 
hospital,  and  that  they  refuse  to  write  pre- 
scriptions for  sufficient  drugs  to  last  until  the 
next  outpatient  appointment.  They  also  are 
miffed  that  the  nursing  service  sometimes  is 
notified  of  a patient  discharge  before  the  GP 
himself  and  that  discharge  notes  or  case  note 
summaries  are  not  received. 

Peer  Review 

There  was  little  or  no  general  evidence  of  an 
operational  peer  review  system  in  force.  A 
trifle  of  utilization  review  was  described  in  the 
British  Medical  Journal  recently.  A group  of 
Wiltshire  GP’s  applied  a system  of  peer  review 
to  their  obstetric  admissions  and  “found  that  by 
being  critical  they  admitted  fewer  patients  to 
the  GP  unit  and  referred  more  to  consultant 
care."  They  studied  high-risk  patients  (twins, 
breech  presentations,  elderly  primipare  and 
multiparae)  and  concluded  that  they  deserve 
the  care  of  specialists. 
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Physician  Unions 

In  its  July,  1977  meeting.  The  British  Medical 
Association  voted  against  affiliation  with  the 
TUC  and  a so-called  “closed  shop.”  This 
rejection  of  “unionism”  by  the  national  medical 
association  contrasts  with  the  attitude  of  mem- 
bers of  COHSE  “the  powerful  Health  Service 
Union.” 

A Harley  Street  psychiatrist,  who  joined 
COHSE,  explained: 

“I  used  to  be  a BMA  member.  I resigned  because  I regard 
the  BMA  as  a totally  pusillanimous,  castrated  body  for 
which  I have  no  time.  I think  it  has  sold  us  down  the  line  all 
the  way.  It’s  absolutely  crazy  what  doctors  have  been 
prepared  to  put  up  with  over  the  years,  politically  and 
financially.” 

An  anomalous  facet  of  unionism  for  doctors  in 
the  United  Kingdom  is  that  “COHSE  is  the 
driving  force  behind  the  elimination  of  pay  beds 
from  NHS  hospitals,  and  their  avowed  aim  is  to 
halt  all  private  practice  in  the  United  King- 
dom.” The  same  psychiatrist  went  on  to 
philosophize  about  the  nature  of  the  British 
union: 

“As  far  as  the  union  maintaining  differentials  between 
doctors  and  cleaning  ladies,  I don’t  know  whether  they  will 
do  that  particularly  well  or  not.  But  I do  know  that  they  will 
do  it  better  than  if  we  were  not  in  the  union.” 

Malpractice,  Negligence,  and  Insurance 

A tragic  “cause  celebre”  was  described  in  the 
London  press  during  our  visit  and  it  has  a 
familiar  ring.  It  appears  that  a young  British 
mother,  who  underwent  minor  surgery,  suffered 
irreparable  brain  damage  which  left  her 
hemiplegic,  aphasic,  and  mentally  obtunded 
when  she  was  inadvertently  given  nitrous  oxide 
instead  of  oxygen.  The  incident  was  investi- 
gated by  a Regional  Health  Authority  Com- 
mittee who  judged  the  incident  an  accident.  It 
seems  the  nitrous  oxide  and  oxygen  supply 
hoses  were  accidentally  disconnected  and 
reversed  by  an  unknown  person.  There  were  no 
color-coding,  fail-safe  connections  or  other 
protections.  The  injury  was  considered  regret- 
table, but  not  compensable. 

At  the  same  time  this  case  was  reported,  a 
Briton  described  the  U.S.  liability  laws  as 
“intolerable”  in  a letter  to  a British  editor.  He 


stated:  “Large  numbers  of  underemployed 
lawyers  (in  the  U.S.)  are  devising  tortuous 
claims  on  a contingency  fee  basis  and  a propor- 
tion of  them  are  succeeding.”  He  compared  the 
situation  to  “the  hammer  manufacturer  who 
has  been  sued  by  the  user  who  dropped  it  on  his 
toes!” 

Malpractice  insurance  in  Great  Britain  has 
been  available  through  “traditional  defence 
societies,”  namely  The  Medical  Defence  Union 
and  the  Medical  Protection  Society.  These  are 
non-profit  organizations  which  have  kept 
premiums  down  to  low  fixed  rates  for  many 
years.  The  BMA  recently  has  explored  the  idea 
of  having  commercial  insurance  companies 
represent  them,  but  there  appears  to  be  some 
debate  on  the  subject.  Defence  societies  have 
charged  flat  rates  and  kept  administrative  costs 
down  while  putting  the  “doctor's  reputation 
before  all  considerations  including  that  of 
cost.” 

The  commercial  carriers  propose  to  vary 
premiums  “according  to  the  doctor's  job.”  The 
charge  for  GP’s  and  most  physicians  would  be 
about  29  pounds  a year  and  surgeons  would 
pay  50  pounds  to  125  pounds.  The  protection 
would  cover  claims  up  to  250,000  pounds  and 
would  include  legal  representation. 

A recent  DHSS  circular  warned  both  doctors 
and  nurses,  however,  of  the  legal  implications 
of  their  roles.  The  circular  stated  that  the 
doctor  is  held  responsible  for  actions  delegated 
to  nurses: 

“Where  delegation  occurs,  the  doctor  remains  responsible 
for  his  patient  and  for  the  overall  management  of  treat- 
ment. and  the  nurse  is  responsible  for  carrying  out  delegated 
tasks  competently. 

“In  an  action  for  damages,  a nurse  may  be  held  legally 
liable  if  it  can  be  shown  either  that  she  has  failed  to  exercise 
the  skills  properly  expected  of  her,  or  that  she  has  under- 
taken tasks  she  was  not  competent  to  perform. 

“The  doctor  may  be  held  to  be  guilty  of  negligent  delegation 
if  it  can  be  shown  that  he  conferred  authority  on  a nurse  to 
perform  a task  which  was  either  outside  the  scope  of  the 
duties  she  was  normally  expected  to  perform,  or  for  which 
she  had  no  special  qualification.” 

Why  is  the  malpractice  scene  so  tranquil  in 
Great  Britain?  According  to  a British  barrister. 
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there  are  several  factors  at  play.  The  National 
Health  Service  is  organized  so  that  criticism 
tends  to  be  directed  toward  the  Area  Health 
Authority  rather  than  individual  doctors  or 
nurses.  The  legal  system  itself  is  another  reason. 
The  concept  of  the  solicitor  as  the  first  contact 
point  and  the  barrister  as  the  representative  for 
litigation  is  crucial.  Solicitors  are  paid  “on  a 
strict  time/cost  basis,  while  barristers  act  for  a 
fixed  fee,  negotiated  beforehand,  and  irre- 
spective of  the  ultimate  outcome.”  Most 
important,  “Lawyers  are  forbidden  to  have  any 
financial  interest  in  the  outcome  of  a case.” 
Thus,  “the  English  lawyer  will  decide  whether  a 
claim  should  be  pursued  purely  on  its  merits.” 
In  England,  the  jury  is  not  used  in  negligence 
litigation,  which  is  heard  by  a High  Court 
Judge.  Awards  in  England  for  personal  injuries 
are  generally  much  less  than  $100,000  with 
awards  over  that  exceptional. 

Probably  the  most  important  factor  is  attitude: 

“Doctors  have  always  been  held  in  extremely  high  regard, 
and  this,  combined  with  a general  disinclination  on  the  part 
of  the  English  to  resort  to  the  legal  process,  has  meant  that 
very  few  people  consider  suing  a doctor. ”t 

Dr.  J.  L.  Taylor,  secretary  of  the  Medical 
Protection  Society,  recently  assured  British 
physicians  that  there  is  no  rise  in  cases  of 
negligence  in  England  and  they  “need  not  feel 
alarmed  by  the  American  medico-legal  boom.” 
He  attributed  the  increase  in  damages  in  Britain 
“to  inflation  and  the  higher  value  which  society 
places  on  disability.”  Dr.  Taylor  admitted  that 
“the  patient  has  a perfect  right  to  make  a 
claim  against  his  doctor.  But,  he  must  be  aware 
that  in  consulting  his  doctor  and  availing  him- 
self of  the  benefits  of  modern  medicine,  he  is 
taking  a certain  risk.” 

Summary 

The  British  National  Health  Service  is  a 
troubled,  expensive,  crisis-care  oriented  pro- 
gram which  was  originally  based  on  an  out- 
rageously naive  concept  — that  the  program 
would  obtain  good  health  for  all  participants, 
maintain  that  state  of  physical  and  mental 
soundness  and  thus  contain  and  reduce  costs. 


tMartin,  AJ:  The  malpractice  situation  in  Britain  and  the 
USA.  Medical  Times  105:  45-49,  August,  1977. 


Instead,  it  has  become  top-heavy  with  layers  of 
bureaucratic  controls  and  personnel,  short  of 
funds,  understaffed  with  workers,  and  troubled 
by  endless  debates  between  the  health  pro- 
fessionals, the  Houses  of  Parliament,  the 
political  parties,  and  the  health  economists. 

Despite  the  seemingly  unlimited  stoicism  and 
tolerance  of  the  British  populace,  cracks  have 
shown  through.  The  NHS  appears  incapable  of 
solving  the  major  cost  — hospital  bed  utilization 
— despite  their  total  dominance  of  the  health 
care  system.  The  nearly  600,000  on  the  national 
waiting  list  for  hospital  admissions  grows 
longer  each  year  while  tempers  grow  shorter. 

Doctors  in  England  are  second-rate  citizens 
with  no  greater  privileges  than  coal  miners  and 
cleaning  ladies,  despite  their  great  responsibili- 
ties. Individual  initiative  and  professional 
competence  are  rewarded  in  theory  but  not  in 
practice. 

Concepts  such  as  peer  review  and  utilization 
review  have  not  penetrated  the  NHS,  despite 
the  massive  government  system  of  controls. 
Unsafe,  archaic  physical  hospital  facilities  are 
still  used.  There  is  a shortage  of  nursing  home 
beds  and  rehabilitation  facilities.  Health  educa- 
tion, preventive  medicine,  and  disease  detection 
are  considered  low  on  the  priority  list. 

While  some  of  the  medical  and  surgical  care  at 
the  highest  level  is  among  the  best  in  the  world, 
the  bulwark  of  British  medicine,  the  general 
practitioner,  mainly  provides  crisis  care, 
prescriptions,  and  national  insurance  certifi- 
cates. The  pay  scale  for  doctors  is  a disgrace, 
and  the  standard  of  living  is  moving  down  with 
pay  increases  restricted  to  2.5  percent  while 
inflation  rates  are  1 5 to  17  percent  per  year. 

The  problems  of  the  British  National  Health 
Service  are  apparently  not  limited  to  health 
alone.  In  a discussion  of  the  evident  failure  of 
social  democracy  in  the  United  Kingdom,  a 
London  Times  commentator  made  these  state- 
ments: 

I.  “It  has  increasingly  seemed  to  many  people  that 
socialism  has  now  achieved  so  tight  a grip  on  the  life  and 
government  of  the  nation  at  the  expense  of  individual 
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freedom  that  if  it  is  not  halted,  and  to  some  extent  reversed 
by  a genuine  alternative  kind  of  politics,  it  will  march  on  to 
a total  dominance  that  cannot  be  reconciled  with  personal 
freedom. 

2.  "There  has  increasingly  seemed  to  be  evidence  that 
social  democracy  simply  does  not  work  because  it  delivers 
substandard  goods  to  its  consumers.  It  would  need  a very 
stalwart  defender  of  the  socialized  system  who  could  say. 


for  instance,  that  either  the  health  or  the  education  services 
inspire  much  confidence  in  their  users  — who  are  the  over- 
whelming majority  of  the  people." 

A.  Krosnick,  M.D. 


Parts  I and  II  of  the  commentary  on  the  British  National 
Health  Service  appeared  in  the  September  (74:785-787)  and 
October  (74:887-890)  issues  of  The  Journal. 


Housing  Application 
212th  Annual  Meeting 
The  Medical  Society  of  New  Jersey 
May  6-9,  1978 

DAILY  RATES 


Single 

Twin 

Suites 

Holiday  Inn 

$30 

$36 

Rates  quoted  upon 

(MSN-J  Headquarters) 

38 

44 

request 

46 

52 

Howard  Johnson’s 

$30 

$36 

Rates  Quoted  upon 

(Auxiliary  Headquarters) 

38 

44 

request 

46 

52 

If  room  is  not  available  at  rate  requested,  next  available  rate  will  be  assigned 


Mail  this  application  directly  to  the  Atlantic  City  Convention  Bureau 

16  Central  Pier 
Atlantic  City,  N.  J.  08401 

Please  list  1st  and  2nd  choice;  confirmation  will  come  directly  from  hotel. 

1st  Choice 2nd  Choice 

Accommodations  desired:  \22  Single  22  Twin  Q Suite  Parlor  & 1 Bedroom 

Suite  Parlor  & 2 Bedrooms 

Name 

Address 

City State Zip  

Phone 

Will  arrive Time Will  depart Time 

DATE  DATE 

| 1 Check  if  Official  Delegate County 
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TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 

Niciri™ 

A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 


Each  CEREBRO-NICIN 

capsule  contains: 

Pentylenetetrazole 

100  mg 

Nicotinic  Acid 

100  mg 

Ascorbic  Acid 

100  mg 

Thiamine  HCI 

25  mg 

l-Glutamic  Acid 

50  mg 

Niacinamide 

5 mg 

Riboflavin 

2 mg 

Pyridoxine  HCI 

3 mg 

AVAILABLE:  Bottles  100,  500.  1000 
SIDE  EFFECTS:  Most  persons  experience  a flushing  and 
tingling  sensation  after  taking  a higher  potency  mco 
tinic  acid  As  a secondary  reaction  some  will  complain 
of  nausea,  sweating  and  abdominal  cramps  The  re 
action  is  usually  transient 

INDICATIONS:  As  a cerebral  stimulant  and  vasodilator 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three 
times  daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and 
convulsions.. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  thres 
hold. 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription  Keep  out  of  reach  of  children 

Write  for  literature  and  samples  . . . 

t ■wolMJfc  THE  BROWN  PHARMACEUTICAL  CO. 

. 2500  W.  6th  St.,  Los  Angeles.  Calif.  90057 
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Trustees'  Minutes 

September  18,  1977 

A regular  meeting  of  the  Board  of  Trustees  was 
held  on  Sunday,  September  18,  1977,  at  the 
Executive  Offices,  Trenton.  Detailed  minutes 
are  on  file  with  the  secretary  of  your  county 
medical  society.  A summary  of  significant 
actions  follows: 

Academy  of  Medicine  . . . Authorized  publi- 
cation of  a letter  by  Dr.  Begen  in  The  Journal 
urging  members  of  MSNJ  to  join  the  Academy 
(only  16  percent  of  the  Society  are  members).  A 
membership  application  form  will  accompany 
the  letter. 

AM  A Delegation  . . . Directed  that  a vigorous 
campaign  for  Society  members  to  join  the 
AMA  be  instituted.  This  was  occasioned  by  the 
current  AMA  membership  figures  (August 
1977)  which  indicate  that  MSNJ  needs  an  ad- 
ditional 43  AMA  members  to  maintain  current 
delegation  strength  of  7,  or  an  additional 
1,043  to  return  to  an  8-member  delegation. 

Burn  Foundation  of  Greater  Delaware  Valley 
. . . Endorsed  an  in-depth  study  of  hospitalized 
burn  patients  by  the  Burn  Foundation  of  Great- 
er Delaware  Valley,  and  the  Foundation’s  ap- 
plication to  the  Federal  government  for  grant 
funds.  The  area  under  study  would  include  the 
eleven  central  and  southern  New  Jersey  coun- 
ties as  well  as  the  five-county  Philadelphia 
area. 

The  Impaired  Physician  . . . Approved  the  final 
report  of  the  Ad  Hoc  Committee  on  the  Im- 
paired Physician  after  amending  the  proposed 
Impaired  Physician  Program  to  include  all 
physicians  in  the  State,  not  only  MSNJ  mem- 
bers. 

. . . Voted  to  extend  the  scope  of  the  Impaired 
Physician  Committee,  retaining  the  present 
chairman  and  members,  making  it  a Special 


Committee  empowered  to  cooperate  with  the 
New  Jersey  Department  of  Health  and  to 
implement  and  report  directly  to  the  Board, 
and  to  recruit  as  consultants  to  the  committee 
those  of  CMDNJ’s  administrative  staff  sug- 
gested by  Dr.  Bergen. 

Inaugural  Reception  and  Dinner  . . . Reviewed 
the  report  of  the  Standing  Committee  on  An- 
nual Meeting  and  its  study  of  attendance  and 
cost  figures  for  these  functions  at  the  Annual 
Meeting,  and  approved  the  following  recom- 
mendations as  amended  by  the  Board: 

(a)  That  both  the  Inaugural  Reception  and  Dinner  be  con- 
tinued as  social  functions  of  the  Annual  Meeting. 

(b)  That  sponsorship  of  both  the  Inaugural  Reception  and 
the  Inaugural  Dinner  be  combined:  MSNJ  and  the  com- 
ponent society  are  equal  planning  sponsors.  (Italics  indicate 
amendment  by  Board  of  Trustees.) 

(c)  That  the  past  cooperative  efforts  of  MSNJ  and  the 
sponsoring  component  society  be  continued,  but  that  the 
reception  planning  be  delegated  to  MSNJ  and  the  dinner 
program  and  planning  be  the  responsibility  of  the  compo- 
nent society  with  the  advice,  consent,  and  coordination  of 
MSNJ. 

(d)  That  the  Committee  on  Annual  Meeting  prepare  and 
approve  the  guest  list  and  that  MSNJ  assume  responsi- 
bility for  the  purchase  of  guest  tickets  for  all  guests  at  the 
Inaugural  Dinner. 

(e)  That  the  Board  of  Trustees  adopt  a policy  that  the 
Committee  on  Annual  Meeting  provide  an  estimated  budget 
and  a post-meeting  accounting  of  the  different  functions 
which  are  components  of  the  Annual  Meeting. 

MSNJ  Department  of  Liability  Control  . . . 
Considered  the  report  of  Dr.  James  E.  George, 
director  of  MSNJ’s  Department  of  Liability 
Control,  detailing  his  visit  to  the  Halifax  Hos- 
pital Medical  Center  in  Daytona  Beach,  Flor- 
ida, to  determine  the  possible  applicability  of  a 
Medical  Incident  Committee  to  MSNJ.  Dr. 
George  indicated  two  defects  in  the  MIC  which 
are  inherent  to  MSNJ’s  Medical  Review  and 
Advisory  Committee  hearings  — absence  of  the 
defendant  physician,  and  presence  of  the  de- 
fense attorney  whose  emphasis  on  legal,  social, 
and  non-medical  factors  precluded  adequate 
discussion  of  the  medical  aspects  of  the  case. 
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. . . Referred  the  following  recommendation 
to  the  Standing  Committee  on  Medical  Defense 
and  Insurance  for  implementation: 

That  steps  should  be  taken  by  MSNJ  to  encourage  alter- 
native methods  of  fact  development  and  case  work-up  for 
purposes  of  defense  or  settlement.  At  the  outset  this  should 
include  more  interaction  with  the  defendant  and  less  with 
the  defense  attorney. 

. . . Referred  the  following  recommendation  to 
the  Joint  Executive  Committees  of  MSNJ 
and  NJHA  for  development: 

That  physician/hospital  MIC  pilot  projects  be  initiated  by 
MSNJ  and  NJHA  in  a few  selected  hospitals  in  the  north- 
ern. middle,  and  southern  parts  of  New  Jersey.  The  Captive 
insurance  companies  of  both  MSNJ  and  NJHA  should 
work  cooperatively  to  monitor  the  effectiveness  of  these 
MIC’s. 

. . . Recognized  that  rapid  handling  of  claims 
keeps  settlement  costs  down  and  recom- 
mended: 

That  MSNJ  encourage  NJSMU’s  Claims  Department  to 
be  staffed  with  sufficient  numbers  of  skilled  personnel  to 
keep  up  with  increasing  claims  volume.  It  is  imperative  that 
claims  be  dealt  with  on  a current  basis  to  preserve  all  op- 
tions associated  with  settlement  or  defense. 

N B Dr.  Todd  stated  that  regional  claim  offices  are  being 
planned  to  expedite  prompt  handling. 

Practice-Related  Education  Program  (PREP) 

. . . Approved  the  report  of  the  Standing  Com- 
mittee on  Medical  Education  on  the  Practice- 
Related  Education  Program  of  the  College  of 
Physicians  and  its  possible  use  as  a CME  tool 
by  New  Jersey  physicians,  and  approved  the 
following  recommendations: 

(1)  That  the  Board  of  Trustees  of  MSNJ  officially  endorse 
the  PREP  proposal  as  developed  and  presented  by  the 
College  of  Physicians. 

(2)  That  the  agreement  between  the  College  of  Physicians 
of  Philadelphia,  the  Academy  of  Medicine  of  New  Jersey, 
and  MSNJ  be  approved,  with  MSNJ  being  responsible  for 
the  financial  expense  of  distributing  the  program  to  the 
membership. 

American  Hospital  Association  House  of  Dele- 
gates . . . Received  as  informative  a written 
report  from  Dr.  John  S.  Madara  on  his  recent 
attendance  at  the  American  Hospital  Associa- 
tion House  of  Delegates  in  Atlanta,  Georgia  — 
copy  is  on  file  in  the  Executive  Offices. 


Revision  of  Rider  J Laboratory  Fee  Schedule 
. . . Considered  the  revised  recommendation 
from  the  Council  on  Medical  Services  on  med- 
ical necessity  (Board  had  ruled  that  the  original 
recommendation  was  not  within  the  purview  of 
the  Society  to  approve  or  disapprove  fee 
schedules  relating  to  MSP  coverages): 

That  the  Board  of  Trustees  accept  the  revisions  of  the  Blue 
Shield  of  New  Jersey  laboratory  fee  schedule  and  the  con- 
cept behind  these  revisions: 

(1)  That  of  promoting  quality  of  care  and  removing  from 
the  procedure  code  items  which  have  become  obsolete,  as 
outlined  in  Blue  Shield's  letter  of  March  1 1,  1977. 

(2)  That  it  includes  a recommendation  that  payment  is  not 
categorically  denied;  but  that  after  appropriate  and  timely 
notification  of  the  profession,  payment  be  made  only  upon 
submission  of  a report  satisfactorily  establishing  medical 
necessity.  (Doctor  Cunniff  assured  the  Council  that  this 
latter  concept  was  the  intended  policy  of  Blue  Shield  of 
New  Jersey  and  would  so  be  stated  in  the  final  draft.) 

. . . Referred  the  revised  recommendation 
to  the  Council  on  Medical  Services  for  recon- 
sideration, and  requested  a broad  definition  of 
medical  necessity.  It  was  suggested  that  Dr. 
Bernstein  be  invited  to  the  next  meeting  to 
discuss  the  Board's  position  on  the  subject.  It 
was  further  suggested  that  representatives  of 
third  party  payers  also  be  invited  to  attend. 


Unlicensed  Physicians  in  State  Hospitals  . . . 
Voted  to  support  the  State  Board  of  Medical 
Examiners  and  the  NJHA  relative  to  discon- 
tinuing the  use  of  unlicensed  physicians  in 
state  hospitals. 

CME  Requirements  . . . Recommended  that 
the  names  of  physicians  delinquent  in  com- 
pleting CME  requirements  be  given  to  the 
appropriate  county  for  action.  Members  of  the 
Board  also  will  be  given  a list  of  delinquent 
doctors  in  their  respective  districts. 

yuclear  Medicine  Technology  . . . Received 
as  informative  MSNJ's  letter  to  the  Bureau  of 
Radiation  Protection.  Department  of  Environ- 
mental Protection,  expressing  concern  about 
the  creation  of  a field  of  licensure  with  legis- 
lative authorization  via  adoption  of  regulations 
which  exceed  the  existing  statutory  grant  of 
authority.  This  followed  Dr.  Witomski's  testi- 
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mony  at  a hearing  on  July  13  presented  in 
behalf  of  the  N.J.  Radiological  Society  and 
MSNJ  opposing  proposed  regulations  on 
nuclear  medicine  technology. 

Primary  Health  Care  Nurse  Clinician  Pro- 
gram . . . Voted  against  endorsing  the  proposed 
Program  on  Primary  Health  Care  Nurse  Clini- 
cian submitted  by  Seton  Hall  University  Col- 
lege of  Nursing  Graduate  Program  submitted 
for  MSNJ  review. 

Study  of  Immunization  Liability  Difficulties 
. . . Voted  to  support  a study  by  the  American 
Arbitration  Association  of  immunization-  lia- 
bility difficulties,  and  to  contribute  $2500  to- 
ward the  expenses  invoved  in  developing  a 
comprehensive  system  to  protect  all  partici- 
pants in  future  vaccination  and  immunization 
programs  of  all  types. 

Policy  Position  on  Prepaid  Health  Care  . . . 
Voted  to  adopt  the  following  resolution  sub- 
mitted by  the  New  Jersey  Foundation  for 
Health  Care  Evaluation: 

Whereas,  activity  in  the  prepaid  concept  of  health  care 
delivery  is  already  present  in  ten  areas  of  New  Jersey;  and 

Whereas,  additional  areas  in  our  State  are  becoming  inter- 
ested in  organizing  prepaid  plans;  and 

Whereas,  the  additional  stimuli  of  government,  industry, 
and  labor  will  tend  to  accelerate  the  promotion  of  the  con- 
cept; and 

Whereas,  the  New  Jersey  Foundation  for  Health  Care 


Evaluation  believes  that  the  Individual  Practice  Association 
is  the  most  desirable  form  of  prepaid  care  for  patients  and 
physicians;  now  therefore  be  it 

RESOLVED,  that  the  New  Jersey  Foundation  for  Health 
Care  Evaluation,  in  conjunction  with  the  Medical  Society 
of  New  Jersey,  conduct  an  informational  meeting  on  the 
concept  of  prepaid  medical  care  in  New  Jersey;  and  be  it 
further 

RESOLVED,  that  officers  and  delegates  of  the  component 
medical  societies,  as  well  as  representatives  of  the  specialty 
societies,  be  urged  to  participate  in  such  a meeting,  and  in 
the  study  of  desirable  options  of  methods  of  delivery  of 
care  under  the  prepaid  method. 

Reports  on  Future  Board  of  Trustees’  Agenda 
. . . Agreed  to  Dr.  Todd’s  request  that  the 
Board’s  monthly  agenda  include  reports  from 
Dr.  Stanley  S.  Bergen,  President,  College  of 
Medicine  and  Dentistry  of  New  Jersey;  Mr. 
Jack  Owen,  President,  New  Jersey  Hospital 
Association;  and  from  the  Medical  Society  of 
New  Jersey  Student  Association  — these  to 
follow  the  Executive  Director’s  report. 

Use  of  Amphetamines  . . . Considered  informa- 
tion received  from  the  New  Jersey  State  Board 
of  Medical  Examiners  concerning  the  use  of 
amphetamines  and  the  group  of  sympathomi- 
metic amines  in  cases  of  narcolepsy,  minimal 
brain  dysfunction,  and  obesity. 

. . . Directed  that  the  State  Board  of  Medical 
Examiners  be  apprised  of  MSNJ’s  concern 
that  the  information  reviewed  be  disseminated 
to  all  practicing  physicians,  hospitals,  and 
facilities  in  the  State,  and  of  MSNJ’s  opinion 
that  there  should  be  no  retroactive  account- 
ability. 


212th  Annual  Meeting 

May  6-9 

Headquarters  Hotels 
Holiday  Inn  — Howard  Johnson’s  Regency 

Atlantic  City 

See  housing  application  — p.  993,  this  issue 
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The  Reduction  of 
Hospital  Malnutrition* 

That  malnutrition  exists  in  hospitals  has  been 
documented.1  The  gravity  of  this  problem  also 
has  been  noted  recently  in  an  editorial  in  the 
July  1976  issue  of  The  Journal  of  the  Medical 
Society  of  New  Jersey  (73:567-568). 2 

Stimulated  by  the  earlier  reports  of  hospital 
malnutrition,  an  Inter-Agency  Steering  Com- 
mittee (IASC)t  was  initiated  by  the  Medical 
Society  of  New  Jersey  (MSNJ)  to  determine 
what  dietary  practices  were  prevalent  in  the  50 
teaching  hospitals  in  New  Jersey.  In  that  con- 
nection, a survey  was  designed  and  executed 
during  1975.  A summary  report  was  published 
in  1976. •’ 

Briefly,  the  IASC  survey  found  a general  lack 
of  communication  between  administrators, 
dietitians,  physicians,  and  nurses.  Fifteen  of  the 
50  teaching  hospitals  surveyed  had  no  stated 
objectives  with  regard  to  education  of  health 
professionals  working  and/or  training  on  the 
premises;  16  did  not  have  a dietary  committee. 
Patients  were  routinely  weighed  on  admission 
in  only  28  hospitals.  In  only  three  hospitals 
were  there  clear  responsibilities  defined  for  the 
dietitians  in  the  nutrition  education  of  phy- 
sicians-in-training. 

The  purpose  of  this  communication  is  to  report 
on  the  major  recommendations4  that  have 


*A  report  on  the  recommendations  prepared  by  the  Inter- 
Agency  Steering  Committee  for  the  Medical  Society  of 
New  Jersey  by  Robyn  Chernish,  M.S.,  R.D.  and  Howard 
N.  Jacobson,  M.D.,  Department  of  Community  Medicine, 
CMDNJ-Rutgers  Medical  School.  Dr.  Jacobson  is  Chair- 
man, Committee  on  Nutrition,  MSNJ  and  Ms.  Chernish 
is  Nutrition  Care  Coordinator,  Perth  Amboy  General 
Hospital.  This  report  was  supported  by  a grant  from  the 
Foundation  of  the  College  of  Medicine  and  Dentistry  of 
New  Jersey. 

tJane  Bryson,  R.D.,  N.J.  State  Dept,  of  Health;  Harriet 
Kahn,  R.D.,  N.J.  Dietetic  Association;  Norval  Kemp, 
M.D..  Elizabeth  Munves,  Ph.D.,  Richard  Podell,  M.D., 
the  Medical  Society  of  New  Jersey;  Evelyn  McLaughlin, 
R.N.,  N.J.  State  Nurses’  Association;  Lorraine  Weng 
Shafer,  R.D.,  Claire  Stone,  R.D.,  N.J.  Nutrition  Council; 
Louis  C.  Haenal,  DO.,  N.J.  Osteopathic  Association; 
Howard  N.  Jacobson,  M.D.,  Chairman,  the  Medical 
Society  of  New  Jersey. 

•‘Complete  details  can  be  found  in  the  Journal  of  the 
American  Dietetic  Association  64:661,  June  1974. 


emerged  to  help  repair  the  defects  in  nutrition 
services  and  education  that  were  reported  in 
that  survey. 

Organization  of  Dietary  Services  — The  Depart- 
ment of  Dietetics  in  a hospital,  since  it  has 
direct  responsibilities  for  patient  care,  should  be 
aligned  with  those  other  disciplines  which  have 
similar  responsibilities.  As  a first  step  in  im- 
proving nutritional  practices,  a Department  of 
Dietetics  must  establish  objectives  and  long  and 
short-term  goals.  It  also  must  be  able  to  evalu- 
ate its  services  and  implement  the  policies  and 
procedures  it  has  established. 

The  chief  responsibility  of  a dietary  depart- 
ment is  to  insure  the  provisions  of  adequate 
nutritional  care  for  all  patients.**  In  order  to  do 
this  effectively,  it  must  develop  the  means  for 
individual  assessments  of  nutritional  status  as 
well  as  the  ability  to  conduct  continued  moni- 
toring. Finally,  the  department  needs  to  develop 
coordinating  formal  and  informal  in-service 
education  with  patients,  staff,  students,  and  the 
public. 

There  are  a number  of  organizational  models  in 
use  that  can  accomplish  these  purposes  within 
the  constraints  of  modern  hospital  finances. 
For  example,  a hospital  might  sign  a contract 
with  a food  service  whose  manager  could  sug- 
gest innovations  in  hospital  food  management. 
More  efficient  management  could  in  turn  pro- 
vide resources  for  improved  nutrition  services 
and  education  for  patients,  professionals  and 
students  from  all  disciplines. 

Maintenance  of  Professional  Competence 
(Education)— Pox  a hospital  to  assure  total 
health  care  of  its  patients,  as  noted  above,  it 
must  routinely  assess  and  monitor  the  nutri- 
tional status  of  the  patients.  A staff  that  is 
skilled  in  these  activities  is  crucial  in  establish- 
ing the  relevance  of  good  nutrition  to  total 
health  care.  Since  this  is  not  now  being  done, 
present  staff  as  well  as  students  will  need  to 
acquire  these  skills.  It  is  necessary,  therefore,  to 
identify  and  develop  clinical  settings  that  make 
such  experiences  possible.  All  the  staff  mem- 
bers in  a clinical  setting  will  need  to  be  oriented 
to  the  objectives  of  the  educational  experience, 
so  that  they  can  contribute  to  the  preparation  of 
the  content  as  well  as  serve  as  models  of  good 
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practices.  For  these  situations  to  be  realized, 
there  must  be  assurance  that  there  is  adequate 
staff  to  provide  both  teaching  and  supervision. 

Examples  of  clinical  settings  that  are  available 
in  most  hospitals  and  that  are  suitable  for 
learning  experiences  in  applied  nutrition  are 
presented  in  Table  I. 

Table  I 

Clinical  Settings  Suitable  for  Nutrition  Education 

a.  Orientation  — A presentation  by  the  food  services  and 
clinical  nutrition  services  should  be  offered  to  all  new 
students  and  staff  to  acquaint  them  with  policies,  proce- 
dures, and  practices. 

b.  Conferences  and  Grand  Rounds  — Nutritional  manage- 
ment should  be  part  of  all  regularly  scheduled  conferences 
in  all  areas  of  patient  services. 

c.  Patient  Education  and  Counseling  — Students  should 
have  the  opportunity  of  working  with  a dietitian  in  patient 
assessment  and  in  care  planning  and  management. 

d.  Work  Rounds  and  Staff  Conferences  — Whenever  pos- 
sible, the  team  approach  should  be  practiced. 

e.  Therapeutic  Luncheons  — Typical  patient  meals  can  be 
served  to  teach  participants  about  the  foods  available  on 
modified  diets  and  the  management,  adherence,  and  docu- 
mentation problems  involved. 

f.  Community  Health  Education  — Emphasis  should  be 
placed  on  prevention  and  follow-up. 

Quality  Control  — There  is  an  acknowledged 
need  to  monitor  and  to  improve  hospital  dietary 
services  in  daily  practice.  It  is  in  this  connection 
that  a Nutrition  Advisory  Committee  is 
essential.  Such  a group  can  oversee  the  quality 
of  nutrition  and  food  services.  It  can  foresee  the 
future  needs  and  changing  trends  in  the  field. 
It  can  also  make  recommendations  that  lead  to 
improved  policy  decision  within  the  institution. 
Since  nutritional  care  touches  nearly  all  seg- 
ments of  health  care,  the  membership  of  the 
Committee  should  be  made  up  of  a mixture  of 
health  professionals. 

The  missions  of  a Hospital  Nutrition  Advisory 
Committee  are  to  function  as  an  investigating 
and  reporting  group  concerned  with  any  nu- 
tritionally rejated  practice  or  policy  in  the 
hospital  and  to  provide  recommendations  and 
advice  to  administration  on  its  Findings.  Its 
responsibilities  would  be,  therefore,  to  in- 
vestigate any  practice  or  policy  that  affects  the 
delivery  of  optimal  nutritional  care,  and  to 


report  their  Findings  with  documentation.  It 
would  make  recommendations  on  nutritional 
practices  and  policies,  and  it  would  advise  the 
hospitals  on  decisions  made  concerning  dietary 
service  practices  and  policies. 

The  1975  survey  identified  a number  of  topic 
areas  that  are  of  direct  concern  for  this  Ad- 
visory Committee,  some  of  which  are  listed  in 
Table  II. 

Table  II 

Proper  Concerns  of  a Hospital  Nutrition 
Advisory  Committee 

a.  Food  Service:  availability  of  special  food  products, 
requisitioning  procedures,  special  billing  procedures. 

b.  Nutritional  Care:  tools  used,  counseling  services  avail- 
able, health  care  team  participation,  dietary  prescriptions, 
diet  manual. 

c.  Utilization  and  Documentation:  charting  procedures  for 
the  nutritional  care  plan,  questions  of  malpractice  due  to 
dietary  services,  justification  of  laboratory  tests  in  nutri- 
tional assessment. 

d.  Reimbursement  Policies:  health  insurance  policies,  state 
inspection  regulations  affecting  licensure  and  accreditation. 

e.  Education:  evaluation  of  programs  available  for  patients, 
students,  staff,  and  the  public. 

f.  Research:  recommendation  of  programs  and  policies 
which  support  nutrition  research  and  the  prompt  use  of  the 
findings. 

g.  Surveys:  serve  as  hospital  advocate  on  the  needs,  desires, 
acceptance  and  effectiveness  of  hospital  nutrition  services. 

Conclusions—  These  recommendations  point 
up  the  actions  needed  to  improve  the  dietary 
services  for  our  patients  and  for  more  effective 
means  of  assuring  that  the  quality  of  services  is 
maintained. 
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CMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 

President,  CMDNJ 

(This  month’s  column  is  an  abstract  of  a paper,  entitled 
“A  Medical  School  and  its  Community:  The  Newark  Ex- 
perience,” that  I delivered  at  the  Assessment  of  Newark 
1967-77  Conference  on  October  1.  Co-sponsors  of  the  Con- 
ference with  CMDNJ  were  Essex  County  College,  New 
Jersey  Institute  of  Technology  and  Rutgers  University 
— College  of  Law,  School  of  Criminal  Justice,  College  of 
Arts  and  Sciences  at  Newark,  Graduate  School  of  Busi- 
ness.) 

Newark's  evolution  over  the  last  ten  years 
represents,  in  microcosm,  the  social  turmoil 
that  has  faced  our  nation  during  this  period. 
The  series  of  issues  that  confronted  the  College 
and  its  move  to  Newark  in  the  mid-1960s  were 
spawned  by  a growing  desire  for  community 
involvement  and  demands  for  access  to  higher 
education  and  improved  health-care  services. 

A public  institution  such  as  CMDNJ  must 
serve  multiple  communities.  In  all  probability 
there  has  been  no  more  sensitive  area  of  con- 
frontation and  discussion  than  that  represented 
by  the  encroachment  into  a deprived  area  of  a 
medical/dental  complex  providing  education 
opportunities  and  access  to  extensive  economic 
gains  for  a few  while  offering  potential  im- 
provement in  health-care  services  and  equal 
access  to  quality  health  care  for  many. 

In  1964,  the  State  assumed  operating  respon- 
sibilities for  the  Seton  Hall  College  of  Medicine 
and  Dentistry.  Although  it  was  agreed  that  the 
dental  school  would  remain  temporarily  in 
Jersey  City,  there  followed  a long  battle  over 
the  medical  school's  location:  a bucolic  setting 
in  Madison  vs.  a site  in  Newark's  Central 
Ward. 

After  political  maneuvering,  the  trustees  and 
Governor  Hughes  decided  the  College  would  be 
moved  to  Newark  and  that  the  old  Newark  City 
Hospital  would  serve  as  a teaching  facility. 
These  decisions  were  based  on  the  potential 
economic  impact  of  new  construction  and 
employment  for  Newark.  Nonetheless,  there 
w as  a general  feeling  of  anger  in  the  city  against 
public  institutions,  particularly  those  repre- 
senting authority  which  previously  had  denied 
the  community  access  to  the  decision-making 


process.  The  CMDNJ  faculty  failed  to  under- 
stand the  ensuing  conflict  and  resented  being 
caught  in  the  middle. 

Following  the  riots  of  1967,  a significant  un- 
resolved issue  was  the  nature  and  amount  of 
community  input  to  determine  the  eventual 
configuration  of  the  College  campus  and  the 
services  to  be  provided  to  the  community. 
Seven  months  of  difficult  negotiations  on 
establishment  of  the  school  complex  resulted 
in  the  Newark  Agreements.  The  document 
takes  under  consideration  the  expectations  of 
the  community  for  employment,  health  services 
and  educational  opportunities.  Unfortunately, 
the  College's  faculty  and  administration  played 
little  part  in  these  negotiations  and  therefore 
had  many  of  the  provisions  imposed  upon 
them.  The  medical  school  suddenly  found  it- 
self the  culprit,  rather  than  a struggling  insti- 
tution trying  to  find  a permanent  location  while 
offering  opportunity  for  vastly  improved  health 
services. 

The  Newark  Agreements  dealt  with  acreage, 
health  services,  employment,  training,  a teach- 
ing hospital,  community  health  services,  and 
the  need  for  special  minority  student  recruit- 
ment and  enrollment  programs.  It  also  dealt 
with  the  affirmative  action  requirements  for 
construction,  upgrading  of  residents  for  em- 
ployment in  health-care  and  relocation  for 
those  with  on-site  dwellings.  The  Agreements 
paved  the  way  for  the  largest  single  federal 
grant  ever  awarded  a state  or  educational  insti- 
tution, but  this  award  brought  with  it  strictly- 
enforced  regulations  concerning  minority  em- 
ployment and  construction-worker  training 
programs.  These  agreements  were  to  be  con- 
stant points  of  friction  between  the  institution 
and  the  community. 

In  late  1970,  community  dissatisfaction  with 
Martland  Medical  Center  resulted  in  confronta- 
tion and  the  hospital  was  occupied  by  com- 
munity groups  who  attempted  to  assume  the 
direction  of  the  institution.  A Board  of  Con- 
cerned Citizens  then  was  organized  by  the  Col- 
lege. Representing  an  interface  among  em- 
ployees, community  agencies,  consumers, 
administration  and  the  faculty  of  the  College, 
the  Board  has  served  multiple  roles:  conscience 
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for  the  institution,  provocateur  of  response  and 
accountability,  and  representative  of  the  insti- 
tutional position.  Although  the  Board  has  been 
accused  of  intrusion  into  areas  traditionally 
sacred  to  academicians,  it  generally  has  been 
astute  in  identifying  and  avoiding  its  areas  of 
lack  of  expertise. 

A major  issue  developed  in  1971  when  Mayor 
Gibson  questioned  the  concept  of  the  two- 
hospital  system.  This  led  to  the  redesign  of  the 
new  referral  hospital  into  a comprehensive 
health-care  facility  that  both  would  serve  the 
needs  of  the  medically  indigent  and  act  as  a 
referral  facility  for  northern  New  Jersey. 

During  the  past  six  years,  the  College  has  been 
confronted  with  the  issue  of  minority  recruit- 
ment and  retention  for  admission  to  health- 
profession  schools.  This  issue  has  been  particu- 
larly critical  in  Newark  because  of  the  popula- 
tion distribution  and  the  recognized  need  for 
the  entry  of  minority  individuals  into  medical 
and  dental  careers.  While  the  issue  of  reverse 
discrimination  remains  with  us,  there  has  been 
a noticeable  improvement  in  relationships 
among  the  faculty,  the  students  and  the  com- 
munity over  this  issue  as  the  academic  per- 
formance of  minority  students  has  improved. 

Most  of  these  events  have  led  to  productive 
dialogue  and  resolution  of  the  problems.  Most 
challenges  to  the  autonomy  of  the  institution 
have  been  adjusted,  and  I believe  that  the  in- 
stitution has  gained  an  inner  strength  in  the 
process.  At  present,  we  continue  to  seek  new 
methods  of  assuring  interface  with  our  com- 
munity and  a proper  balance  between  commu- 
nity representatives  and  academic  freedom. 


Report  from  the  Foundation 

Daniel  J.  O'Regan,  M.D.,  Medical  Director 


The  stimulus  provided  by  the  existence  of  ten 
prepaid  health  care  organizations  is  inducing 
more  reaction  on  the  part  of  our  colleagues. 
The  initial  responses  were  of  the  reflex  variety: 
speedy  withdrawal  of  attention,  with  the  hope 
that  the  noxious  intruder  would  go  away.  With 


the  passage  of  time,  more  rational  processes 
have  taken  over.  Increase  in  interest  and  activity 
is  present  in  Middlesex,  Union,  Passaic,  Hun- 
terdon, and  Cumberland  counties.  Several 
county  medical  societies  have  voted  to  pursue 
feasibility  funds  from  HEW  under  the  cycle 
announced  last  summer. 

NJFHCE,  with  the  assistance  of  funds  pro- 
vided by  MSNJ,  has  been  studying  these 
developments,  as  you  know.  As  a result  of  the 
fact  that  our  people  were  invited  to  three 
successive  evening  meetings  at  three  component 
society  meetings  — on  IPA  — our  IPA  Study 
Group  felt  that  there  should  be  a full-scale 
meeting  on  this  topic.  Following  a proposal 
from  NJFHCE's  Board  of  Trustees  to  the 
Board  of  Trustees  of  the  Medical  Society  of 
New  Jersey,  it  was  agreed  that  a meeting  on 
Health  Maintenance  Organizations  (HMOs) 
and  Individual  Practice  Associations  (IPAs) 
will  be  held,  under  joint  MSNJ  and  NJFHCE 
sponsorship,  on  Wednesday,  December  7,  1977, 
10  a.m.  to  4 p.m.,  at  the  Holiday  Inn  on  Route 
U.S.  1,  in  North  Brunswick.  There  will  be  full 
coverage  by  speakers  of  national  prominence, 
as  well  as  experienced  experts  from  our  own 
New  Jersey  colleagues.  Every  component 
medical  society  and  every  specialty  society 
should  be  represented  at  this  seminar,  since  it 
must  be  obvious  to  all  physicians  that  prepaid 
health  care,  in  one  form  or  another,  does  exist 
and  will  continue  to  operate  in  New  Jersey. 
NJFHCE,  as  has  been  stated  in  this  space 
many  times,  believes  that  Individual  Practice 
Associations  (IPAs)  represent  the  most  de- 
sirable form  of  prepaid  health  care,  since  this 
concept  is  closest  to  the  traditional  form  of 
medical  care  delivery:  it  offers  freedom  of 
choice  for  physicians  and  patients  and  permits 
the  doctor  to  continue  practice  in  his  own 
office.  Like  other  prepaid  plans,  it  is  not 
without  risk.  It  is  not  as  simple  as  changing 
your  letterhead  and  conducting  business  as 
usual.  It  may  not  be  attractive  to  you  in  your 
area,  with  your  patient  group.  It  was  not 
attractive  to  any  of  our  colleagues  three  or  four 
years  ago.  Prepaid  health  care  must  have 
caught  your  attention.  To  be  better  informed 
about  its  possibilities,  and  the  options  available, 
plan  to  attend  the  December  7 meeting. 
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Therapeutic  Drug 
Information  Center* 

I.  Please  provide  information  of  Gerotital  H-3 

Gerovital  H-3  (Rom-Amer  Pharmaceuticals)  is  a solution 
of  procaine  hydrochloride  stabilized  with  benzoic  acid  and 
potassium  metabisulfite  for  systemic  administration.  A 
number  of  claims  have  been  made  for  the  systemic  use  of 
procaine  in  reversing  or  delaying  the  aging  process  and 
altering  favorably  the  common  disorders  of  later  lifeJ^The 
preparation  is  under  investigation  in  the  United  States  for 
possible  antidepressant  effects.' 

Zwerling,  el  al."  assessed  the  effects  of  Gerovital  H-3  on  the 
psychologic  and  physiologic  functioning  on  32  geriatric 
patients  in  a placebo-controlled,  double-blind  study.  The 
patients  were  divided  into  two  groups  — one  consisting  of 
19  patients  (group  A)  and  the  other  consisting  of  13  patients 
(group  B).  Nine  patients  of  group  A received  100  mg  of  the 
drug  intramuscularly  twice  a week  for  six  weeks.  The  other 
10  received  saline  and  served  as  controls.  In  group  B,  six 
patients  received  200  mg  of  Gerovital  H-3  intramuscularly 
twice  a week  for  12  weeks.  The  remaining  seven  patients 
received  saline  in  a similar  fashion.  Assessment  of  the 
patients  was  done  before  treatment,  at  the  end  of  six  weeks, 
and  at  twelve  weeks.  The  overall  results  indicated  that 
Gerovital  H-3  had  no  ameliorative  effect  on  either  psy- 
chologic or  physiologic  functioning. 

In  an  open  trial,  antidepressive  activity  of  Gerovital  H-3 
was  investigated  in  ten  senile,  arteriosclerotic  patients.  The 
drug  (100  to  200  mg)  was  administered  intramuscularly 
twice  a week  for  three  weeks.  The  results  indicated  a 
possible  transient  beneficial  effect  on  depressive  symptom- 
atology which  the  authors  ascribed  to  an  MAO  inhibitory 
effect  of  procaine.' 

Ostfeld,  el  al.'  reviewed  and  evaluated  about  285  articles 
and  books,  describing  treatment  with  systemic  procaine  of 
approximately  100,000  patients  with  various  disorders.  The 
authors  found  no  convincing  reports  of  the  effectiveness  of 
procaine  in  the  treatment  of  the  diseases  in  old  people. 


*The  Schwartz  Inter-National  Pharmaceutic  and  Thera- 
peutic Drug  Information  Center  of  the  Brooklyn  College  of 
Pharmacy,  Long  Island  University,  compiles  the  informa- 
tion contained  in  this  column  each  month.  The  Center  serves 
as  a source  of  intelligence  on  therapeutic  and  pharmaceutic 
information  not  readily  available  to  physicians,  at  no  charge 
to  them,  and  provides  this  information  with  minimal  time 
involvement.  It  is  staffed  by  trained  pharmacists;  Jack  M. 
Rosenberg,  Pharm.  D.,  Associate  Professor  and  Chairman, 
Division  of  Clinical  Pharmacy,  Brooklyn  College  of  Phar- 
macy, is  Director  and  Walter  Modell,  M.D.,  Emeritus  Pro- 
fessor of  Pharmacology  at  Cornell  University  Medical  Col- 
lege, is  pharmacologist  consultant.  The  service  is  available 
Monday  through  Friday  from  9 a.m.  to  4:30  p.m.— tele- 
phone (212)  622-8989  or  303-2735.  The  following  are  ques- 
tions and  answers  handled  by  the  Center  recently. 

This  month's  column  was  prepared  by  J.  M.  Rosenberg, 
M.S..  Pharm.  D..  M.  K.  Raina.  M.  Pharm.,  Ph  D.,  P. 
Sangkachand.  B.S..  Doris  Lau.  B.S..  Brooklyn  College  of 
Pharmacy,  LIU. 
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However,  procaine  hydrochloride  seemed  to  possess  anti- 
depressant activity. 

In  conclusion,  procaine  may  have  a possible  antidepressant 
activity.  This  can  be  confirmed  only  after  the  results  of 
further  well-controlled  trials  are  available. 
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2.  Please  provide  information  regarding  the  use  of  bromo- 
criptine in  parkinsonism. 

Bromocriptine  (2-brom-a(ergokryptine,  parlodel)  is  a semi- 
synthetic ergot  alkaloid,  under  investigation  in  the  U.S.A. 
by  Sandoz.  Pharmacologically  it  is  a dopamine  agonist  and 
has  been  used  in  the  treatment  of  various  disorders  including 
galactorrhea,  infertility,  acromegaly,  and  parkinsonism. 
Use  of  bromocriptine  in  parkinsonism  is  attracting  atten- 
tion because  of  its  direct  action  on  the  dopamine  receptors; 
and  unlike  levodopa  (Bendopa*;  Larodopa\  Dopar®) 
does  not  require  the  presence  of  the  enzyme  amino  acid 
decarboxylase  for  effective  action.  The  drug  also  has  been 
reported  to  be  effective  in  certain  patients  who  fail  to  re- 
spond to  levodopa. 

Caine  el  al.'-2,  in  1974,  reported  bromocriptine  had  sig- 
nificant antiparkinsonian  effects  in  man.  Teychenne,  el  al.' 
conducted  a double-blind,  within-patient,  comparison  study 
on  28  patients  with  idiopathic  parkinsonism  who  were 
treated  with  levodopa  or  levodopa-carbidopa  combination 
(Sinemet®).  The  dose  of  bromocriptine  was  gradually  in- 
troduced with  a reduction  in  levodopa  dosage.  At  a mean 
dose  of  46.9  mg  daily,  bromocriptine  showed  a statistically 
significant  therapeutic  response.  Of  the  28  patients,  14  were 
able  to  stop  levodopa  and/or  levodopa  with  carbidopa.  In 
five  patients  the  dose  of  levodopa  was  reduced  by  54  per- 
cent, whereas  eight  patients  could  not  tolerate  bromo- 
criptine. One  patient  was  dropped  from  the  study  because  of 
noncompliance.  Adverse  reactions  including  dyskinesias, 
mental  effects,  and  nausea  were  similar  to  those  encountered 
with  levodopa  and  were  reversible. 


Lieberman,  et  al.A  reported  a six-month  trial  with  bromo- 
criptine in  14  patients  having  parkinsonism  who  were  on 
levodopa  therapy  for  about  five  years.  These  patients  were 
no  longer  responding  to  levodopa  with  or  without  carbidopa. 
Bromocriptine  was  administered  at  an  initial  dose  of  5 mg  a 
day.  The  dose  was  increased  weekly  with  simultaneous 
lowering  of  levodopa  or  levodopa-carbidopa  dosage. 

With  a mean  dose  of  57  mg  of  bromocriptine  per  day  and 
lowering  of  levodopa  dose  by  31  percent,  ten  out  of  14 
patients  showed  a significant  improvement  with  reduction  in 
rigidity,  tremor,  and  gait  disturbances.  In  seven  patients 
levodopa  or  levodopa/carbidopa  was  completely  with- 
drawn. Adverse  reactions  observed  were,  in  general,  similar 
to  those  seen  with  levodopa.  There  was  a significant  increase 
in  adverse  mental  changes  and  orthostatic  hypotension  with 
bromocriptine  compared  with  levodopa  or  the  combination 
of  levodopa/carbidopa. 

Kartzinel,  et  al.'  reported  a double-blind,  crossover  study 
lasting  six  months  on  20  patients  with  idiopathic  parkin- 
sonism who  were  already  on  optimum  doses  of  levodopa 
with  or  without  carbidopa.  The  study  was  divided  into  three 
phases.  In  the  first  phase  or  “baseline”  period,  the  patients 
were  given  placebo  and  the  optimum  dose  of  levodopa  or 
levodopa/carbidopa  was  established  and  continued.  In  the 
second  phase,  a low  dose  of  bromocriptine  (2.5  mg  twice 
daily)  was  substituted  for  placebo  with  a gradual  decrease 
in  levodopa  or  levodopa/carbidopa  dosage.  In  the  third 
phase,  the  patients  received  the  highest  dose  of  bromocrip- 
tine that  they  could  tolerate  with  corresponding  reduction 
and/or  withdrawal  of  levodopa  with  or  without  carbidopa. 
At  a mean  daily  dose  of  79  mg  of  bromocriptine,  there  was 
a significant  (74  percent)  reduction  in  the  dose  of  levodopa 
or  levodopa/carbidopa,  and  these  drugs  were  entirely  with- 
drawn from  six  patients.  “Total  disability  score"  showed  a 
statistically  significant  improvement  during  both  the 
second  and  third  phases,  when  patients  received  low  and 
high  doses  of  bromocriptine  respectively.  There  also  was 
improvement  in  tremor,  gait,  posture,  and  writing  of  the 
patients.  Adverse  reactions  were  similar  to  those  observed 
with  levodopa  with  or  without  carbidopa.  In  this  study 
bromocriptine  was  found  to  be  superior  to  levodopa/car- 
bidopa or  levodopa  in  the  treatment  of  idiopathic  parkin- 
sonism. 

In  conclusion,  bromocriptine  appears  to  be  a promising 
drug  for  the  treatment  of  parkinsonism,  especially  for  those 
patients  who  became  refractory  to  levodopa  or  levodopa/ 
carbidopa  treatment. 
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3.  Is  it  feasible  to  administer  diazepam  on  a once-daily  basis 
for  maintenance  therapy? 

Diazepam  is  rapidly  and  completely  absorbed  after  oral 
administration,  reaching  peak  blood  concentration  within 
30  minutes  to  three  hours  after  a single  oral  dose.  The  drug 
is  metabolized  slowly,  with  a half-life  between  20  to  40 
hours  in  most  subjects,  but  as  long  as  50  hours  in  others. 
The  major  metabolites  of  diazepam,  desmethyldiazepam 
and  oxazepam,  have  psychopharmacological  activity.  Dur- 
ing chronic  oral  medication,  diazepam  and  its  metabolites 
accumulate  in  the  blood  and  a steady  state  is  reached  after 
four  to  ten  days.1  5. 

The  official  literature  of  diazepam  recommends  the  dosing 
frequency  of  diazepam  as  2 to  4 times  a day.6  However, 
pharmacokinetic  characteristics  indicate  that  once  a steady 
state  concentration  in  the  blood  is  reached,  between  four  to 
ten  days,  once-a-day  administration  may  be  sufficient  to 
maintain  the  effective  plasma  concentration. 

Van  der  Kleijer,7  studied  the  pharmacokinetics  of  dia- 
zepam in  ten  psychiatric  patients.  Each  patient  received 
orally  10  mg  of  diazepam  three  times  a day  for  two  weeks. 
The  author  observed  that  half-life  of  both  diazepam  and  its 
metabolites  was  longer  than  common  dosage  intervals  used 
in  practice. 

The  Medical  Letter  consultants,  while  reviewing  the  choice 
of  benzodiazepines  in  anxiety  and/or  insomnia,  concluded 
that  multiple  dosing  of  diazepam  is  unnecessary  once  the 
steady  state  is  reached,  and  that  the  drug  can  then  be  given 
once  or  twice  daily.8 

In  conclusion,  it  appears  that  diazepam  may  be  admin- 
istered once  or  twice  a day  after  the  steady  state  concentra- 
tion is  reached  which  is  usually  after  four  to  ten  days  of 
therapy. 
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Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  written  to  the  Executive 
Office  of  MSNJ  seeking  information  on  possible  oppor- 
tunities for  practice  in  New  Jersey.  The  information  listed 
below  has  been  supplied  by  the  physician.  If  you  are  inter- 
ested in  any  further  information  concerning  these  physi- 
cians. we  suggest  you  make  inquiries  directly  to  them. 

ANESTHESIOLOGY  — Margarita  Bravo,  M.D.,  51-15 
Van  Kleeck  Street,  Apt.  2-G,  Elmhurst,  New  York 
11373.  Univ.  of  Philippines  1969.  Board  eligible. 
Group  or  partnership.  Available. 

Wagdy  Farid  Aziz,  M.D.,  7 Hegeman  Ave.,  Apt.  11-G, 
Brooklyn,  New  York  11212.  Ein  Shams  Medical 
College  (Egypt)  1964.  Board  eligible.  Solo,  partner- 
ship, single-specialty  group.  Available  December  1977. 

FAMILY  PRACTICE-Jon  K.  Sternburg,  M.D.,  777 
South  Mills  Street,  Madison,  Wisconsin,  53715. 
George  Washington  University  1974.  Board  eligible. 
Group  (single  specialty).  Available  September  1978. 

GENERAL  PRACTICE- John  D Gawlik,  M.D.,  464 
Chapman  Street,  Irvington,  N.J.  07111.  St.  Louis 
University  1969.  Group  or  partnership.  Available. 

INTERNAL  MEDICINE- Ira  Spiler.  M.D..  27  Suther- 
land Road,  Brighton,  Massachusetts  02146.  Einstein 

1971.  Subspecialty,  endocrinology.  Board  certified 
(IM).  Group,  partnership,  or  geographic  (full  time). 
Available  July  1978. 

John  J.  Halpin,  M.D.,  1089  Elmore  Avenue,  Colum- 
bus, Ohio  43224.  Georgetown  1971.  Subspecialty, 
hematology/oncology.  Board  certified  (IM).  Group 
or  partnership.  Available  July  1978. 

Bruce  E.  Sherling,  M.D.,  28-B  W'arren  Drive,  Edison 
08817.  NYU  1973.  Subspecialty,  pulmonary  diseases. 
Board  certified  (IM).  Group  or  hospital-based.  Avail- 
able July  1978. 

Yune-Gill  Jeong,  M.D.,  6-B  Booker  Creek  Apt., 
Chapel  Hill,  North  Carolina  27514.  Chun  Nam 
(Korea)  1970.  Subspecialty,  pulmonary  medicine. 
Board  certified  (IM).  Hospital-based  or  geographic 
full-time  pulmonary  subspecialist.  Available  July 
1978. 

Abdul  Rashid  Gangoo,  M.D.,  4 Fairhavenmall.  Apt. 
14-E.  Mineola,  New  York  1 1501.  University  of  Kash- 
mir (India)  1969.  Subspecialty,  infectious  diseases. 
Board  eligible  (IM).  Solo,  partnership,  group,  public 
health,  emergency  room.  Available  July  1978. 

Raja  G.  Bhat,  M.D.,  1806  Coachmen  East,  Linden- 
wold  08021.  Christian  Medical  College,  Vellore  (India) 

1972.  Solo,  partnership,  group.  Available  July  1978. 

Navinchandra  M.  Amin.  M.D.,  36  Oakville  Drive, 
Apt.  1-A,  Pittsburgh.  Pennsylvania  15220.  Grant 
Medical  College.  Bombay  (India)  1961.  Subspecialty, 
cardiovascular  diseases.  Board  certified  (IM).  Group, 
partnership,  institution.  Available. 
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Marvin  B.  Padnick,  M.D.,  38  Steamboat  Road,  Great 
Neck,  New  York  11024.  Rush  Medical  College  1973. 
Subspecialty,  cardiovascular  diseases.  Partnership  or 
group.  Available  June  1978. 

Chun  Wen  Yang,  M.D.,  23  Ashwood  Drive,  Living- 
ston 07039.  Kaohsiung  (Taiwan)  1969.  Subspecialty, 
hematology/oncology.  Board  certified  (IM).  Group. 
Available  July  1978. 

Uday  V.  Gupte,  M.D..  1012  Clintonville  Street,  White- 
stone,  New  York  11357.  T.N.  Medical  College.  Bom- 
bay (India).  Subspecialty,  gastroenterology.  Board 
certified  (IM).  Partnership  or  group.  Available  Janu- 
ary 1978. 

Gerald  Einaugler.  M.D.,  2270  Ocean  Avenue,  Brook- 
lyn, New  York  11229.  University  of  Bologna  (Italy) 
1975.  Board  eligible.  Solo,  partnership,  group.  Avail- 
able July  1978. 

M.  Ganesharajah,  M.D.,  50  South  Munn  Ave.,  Apt. 
420,  East  Orange  07018.  Ceylon  1970.  Subspecialty, 
nephrology.  Board  eligible.  Group,  partnership,  solo. 
Available. 

Robert  E.  Greenspan,  M.D.,  1240  Mulford  Road, 
Columbus,  Ohio  43212.  University  of  Maryland  1971. 
Group,  partnership,  research.  Available  July  1978. 

Barry  Elliot  Field,  M.D.,4461  Pacific  Coast  Highway, 
Apt.  C-205,  Torrance,  California  90505.  Einstein. 
Subspecialty,  gastroenterology.  Board  certified  (IM). 
Group  or  partnership.  Available  September  1978. 

Hong  Joon  Kim,  M.D.,  2014  S.  102nd  Street,  Apt. 
109-C,  West  Allis,  Wisconsin  53227.  Seoul  National 
University  (Korea)  1970.  Board  eligible.  Partnership 
or  group.  Available  July  1978. 

Myron  A.  Shoham,  M.D.,  MOQ  301 1,  Camp  Lejeune, 
North  Carolina  28542.  Boston  University  1971.  Sub- 
specialty, gastroenterology.  Board  certified  (IM). 
Partnership  or  group.  Available  August  1978. 

Stephen  E.  Weinberg,  M.D.,  663  Cumberland  Avenue, 
Syracuse,  New  York  13210.  Hahnemann  1971.  Sub- 
specialty, cardiology.  Board  certified  (IM).  Group, 
partnership,  hospital-based.  Available  July  1978. 

Donald  C.  Brennan,  M.D.,  3351  South  Port  Drive, 
Sacramento,  California  95826.  SUNY  (Downstate). 
Subspecialty,  hematology/oncology.  Board  certified 
(IM).  Group  or  partnership.  Available  July  1978. 

Charles  W.  Werner,  M.D.,  151-68  11th  Avenue, 
Whitestone,  New  York  11357.  Bologna  (Italy)  1970. 
Subspecialty,  gastroenterology.  Board  eligible  (IM). 
Group,  partnership,  solo.  Available  July  1978. 

Ramesh  K.  Gandhi.  M.D.,  2210  Mattis  Drive,  Dayton, 
Ohio  45439.  Amritsar  (India).  Subspecialty,  gastro- 
enterology. Board  certified  (IM).  Group,  partnership, 
solo.  Available  July  1978. 

John  J.  Cassel,  M.D.,  101  Valley  Drive.  Bolingbrook, 
Illinois  60439.  Jefferson  1973.  Subspecialties,  cardiol- 
ogy, pulmonary  medicine.  Board  certified  (IM).  Any. 
type  practice.  Available  July  1978. 


Anilkumar  Raotibhai  Patel,  M.D.,  Deborah  Heart  and 
Lung  Center,  Browns  Mills,  New  Jersey  08015. 
Makerere  (Uganda)  1970.  Subspecialty,  cardiology. 
Board  certified  (IM).  Group,  partnership,  institu- 
tional. Available  July  1978. 

Barry  Sanders,  M.D.,  9113  Cloisters  East,  Richmond, 
Virginia  23229.  SUNY  (Buffalo)  1973.  Subspecialty, 
gastroenterology.  Board  certified  (IM).  Group,  part- 
nership. Available  July  1978. 

Joseph  I.  Matthews,  M.D.,  4708  Iris  Street,  Rockville, 
Maryland  20853.  Creighton  1969.  Subspecialty, 
pulmonary  medicine.  Board  certified  (IM).  Group. 
September  1978. 

Bgoki  N.  Kuppuswamy,  M.D.,  7507  Riverdale  Road, 
Apt.  2057,  New  Carrollton,  Maryland  20784.  Madras 
(India)  1972.  Subspecialty,  nephrology.  Board  eligible 
(IM).  Group,  partnership,  institutional.  Available  July 
1978. 

Thomas  Y.  Ko,  M.D.,  131  Sharbot  Drive,  Pittsburgh, 
Pennsylvania  15237.  Taipei  (Taiwan)  1972.  Sub- 
specialty, cardiology.  Board  eligible  (IM).  Group, 
partnership,  solo  (hospital-based).  Available  July 
1978. 

NEPHROLOGY  — Ralph  J.  Carciana,  M.D.,  2556 

Alderney  Lane,  Winston-Salem,  North  Carolina 
27103.  Tufts  1974.  Board  eligible.  Group.  Available 
July  1978. 

NEUROLOGY -Lester  Hershman,  M.D.,  500  East  85th 
Street,  Apt.  3-F,  New  York,  New  York  10028.  Mt. 
Sinai  (NYC)  1974.  Board  eligible.  Group,  partnership, 
solo.  Available  July  1978. 

Peter  J.  Barbour,  M.D.,  171  l-A  Marshall  Court,  Los 
Altos,  California  94022.  Temple  1974.  Group  or 
partnership.  Available  July  1978. 

Wook  Chung,  M.D.,  950  49th  Street,  Apt.  6-J,  Brook- 
lyn, New  York  11219.  Catholic  Medical  College 
(Korea)  1967.  Group,  partnership,  or  solo.  Available 
July  1978. 

N.  D.  Karmali,  M.D.,  c/o  Daniel  Boone  Clinic,  Har- 
lan, Kentucky  40831.  T.N.  Medical  College,  Bombay 
(India)  1971.  Board  eligible.  Partnership  or  group. 
Available  January  1978. 

Harold  P.  Wittcoff,  M.D.,  8842  Meadowbrook  Drive, 
Pensacola,  Florida  32501  Georgetown  1969.  Board 
eligible.  Group  or  partnership.  Available. 

OPHTHALMOLOGY  — Allan  Stuart  Markowitz,  M.D., 
3535  Rochambeau  Avenue,  Apt.  2-L,  Bronx,  New 
York  10467.  Einstein  1974.  Board  eligible.  Group, 
partnership,  solo,  or  institutional.  Available  July 
1978. 

ORTHOPEDIC  SURGERY -Jeffery  H.  Phillips,  M.D  , 
3450-23  Wayne  Avenue,  Bronx,  New  York  10467. 
Einstein  1974.  Group  or  partnership.  Available  July 
1978. 

Alfred  C.  Lotman,  M.D.,  1640  Johnson  Avenue,  Apt. 
162-B,  Petersburg,  Virginia  23801.  Tulane  1971. 
Board  certified.  Group.  Available. 
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OTOLARYNGOLOGY -Jeffrey  M.  Rosenbaum,  M.D., 
1575  Center  Avenue,  Apt.  3-D,  Fort  Lee  07024.  Albany 
1973.  Partnership  or  group.  Available  July  1978. 

PATHOLOGY -Moo  Keun  Lee,  M.D.,  120  Randolph 
Road,  Apt.  #48,  Plainfield  07060.  Yonsei  (Korea)  1968. 
Group  or  partnership.  Available  July  1978. 

PEDIATRICS  — Susan  R.  De  Castro,  M.D.,  East  16th 
Street,  Alma,  Georgia  31510.  Far  Eastern  (Philippines) 
1965.  Board  eligible.  Group,  partnership,  solo,  or 
public  health.  Available  April  1978. 

Winston  A.  Rajasingham,  M.D.,  2620  Ocean  Parkway, 
Apt.  4-F,  Brooklyn,  New  York  11235.  Sri  Lanka 
(Ceylon)  1968.  Group,  partnership,  associate.  Avail- 
able. 

Joseph  M.  Chettupuzha,  M.D.,  21  Heywood  Street, 
Apt.  2-D,  Worcester,  Massachusetts  01604.  KMC 
(India)  1973.  Group  or  partnership.  Available  July 
1978. 

Leo  P.  Pajarillo,  M.D.,  2503-A  Atlas  Drive,  Rome, 
New  York  13440.  Cebu  (Philippines)  1968.  Board 
eligible.  Group,  partnership,  solo.  Available  July  1978. 

SURGERY  — Martin  Gewecke,  M.D.,  143-11  Kirkbride 
Road,  Voorhees  Township  08043.  Munich  1967.  Board 


eligible.  Group,  partnership,  hospital.  Available 
January  1978. 

Manuel  S.  DiJamco,  M.D.,  1432  Arch  Street,  Apt. 
B-201,  Norristown,  Pennsylvania  19401.  Manila 
Central  University  (Philippines)  1952.  Group,  partner- 
ship, or  solo.  Available  July  1978. 

Yahya  O.  Labban,  M.D.,  9303  Hammerly,  Apt.  703, 
Houston,  Texas  77080.  French  Faculty,  Beirut  (Leba- 
non) 1955.  Subspecialty,  general  practice.  Board 
eligible  (Surgery)  Group,  solo.  Available. 

UROLOGY  — Louis  D'Amico,  M.D.,  1061  Renfield  Road. 
Cleveland  Heights,  Ohio  44121.  Hahnemann  1973. 
Group,  partnership,  solo.  Available  July  1978. 

V.  R.  Goli,  M.D..  195  Deveron  Crescent,  London, 
Ontario,  Canada  N52  4J4.  Guntur  (India)  1962.  Board 
eligible.  Group,  partnership,  or  solo.  Available  July 
1978. 

E.  Unnikrishnan,  M.D..  1895  Belmore  Road,  East 
Cleveland,  Ohio  44112.  Calicut  (India).  Group,  part- 
nership, solo.  Available. 

Michael  Barr,  M.D.,  3450-10  Wayne  Avenue,  Bronx, 
New  York.  SUNY  (Downstate)  1972.  Solo  or  part- 
nership. Available  July  1978. 


Personal  Item 

Dr.  Haycock  Graduated  from 
U.S.  Army  War  College 

Christine  E.  Haycock,  M.D.,  of  Newark,  a 
colonel  in  the'United  States  Army  Reserve,  has 
just  been  graduated  from  the  United  States 
Army  War  College  as  its  first  female  President. 
Dr.  Haycock  has  an  impressive  list  of  “firsts” 
to  her  credit,  including  the  first  female  physician 
to  complete  studies  at  the  War  College,  the 
first  female  to  intern  at  Walter  Reed  Medical 
Center  in  1952,  and  the  first  female  to  hold  a 
major  command  in  the  state  of  New  Jersey,  and 
only  the  third  female  to  hold  a command  in  the 
United  States. 


Dr.  Haycock  is  presently  commander  of  the 
322nd  General  Hospital,  Kearny,  Associate 
Professor  of  Surgery  at  the  New  Jersey  Medical 
School,  and  Director  of  the  Surgical  Trauma 
Service  at  the  Martland  Hospital  Unit,  both 
affiliated  with  the  College  of  Medicine  and 
Dentistry  of  New  Jersey  in  Newark. 

In  addition  to  being  a diplomate  of  the  Ameri- 
can Board  of  Surgery  and  a Fellow  of  the 
American  College  of  Surgeons,  Doctor  Hay- 
cock is  member  of  many  medical  organizations, 
including  of  the  American  College  of  Emer- 
gency Physicians  and  the  University  Associa- 
tion of  Emergency  Medicine.  She  is  also  a 
member  of  the  American  College  of  Sports 
Medicine,  and  has  written  a number  of  papers 
on  topics  in  sports  medicine,  as  well  as  on 
trauma. 
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CLINICAL  NOTE 


Plastic  Repair  of  the  Sphincter  of 
Oddi:  A New  Variation 

Stanley  Edeiken,  M.D.,  Neptune' 

The  technique  of  transduodenal  plastic  repair 
of  the  sphincter  of  Oddi  described  by  Jones  and 
Smith1  in  1952  has  been  the  basic  operation 
used  by  the  majority  of  surgeons.  Although  this 
procedure  gave  very  satisfactory  results  to  27 
of  my  patients  since  1964,  one  patient  had  post- 
operative pancreatitis  with  development  of  a 
duodenal  fistula  which  healed  after  adequate 
drainage.  Recently,  I developed  a variation  of 
the  technique  which  I believe  will  avoid  the 
serious  complication  of  pancreatitis  due  to 
injury  of  the  pancreatic  duct. 

The  technique  which  has  been  described  pre- 
viously elsewhere2  is  as  follows: 

After  common  duct  exploration,  the  duodenum  is  mobilized 
by  a Kocher  maneuver.  A No.  5 Bakes  dilator  is  inserted  in 
the  common  duct  and  pushed  firmly  against  the  ampulla, 
which  in  turn  is  pushed  anteriorly.  The  ampulla  can  then  be 
easily  palpated  through  the  anterior  wall  of  the  duodenum. 
A short  longitudinal  duodenotomy  is  made  over  this  region 
and  the  ampulla  easily  is  delivered  through  a small  duo- 
denotomy incision  by  manipulating  the  Bakes  dilator. 

The  lumen  of  the  ampulla  is  identified,  and  a sphincterot- 
omy is  performed  anterolaterally  to  avoid  injuring  the 
pancreatic  duct,  which  usually  enters  posteromedially.  The 
sphincter  is  first  clamped  with  two  mosquito  hemostats. 
and  then  divided  between  the  clamps.  The  Bakes  dilator  is 
withdrawn  and  any  impacted  stones  removed.  The  orifice 
of  the  pancreatic  duct,  identified  posteriorly,  is  avoided. 
Additional  mosquito  hemostats  are  placed  farther  up  the 
lumen  and  the  incision  in  the  sphincter  is  continued  upward. 
Eventually,  the  posterior  wall  of  the  duodenum  and  the 
intramural  or  anterior  wall  of  the  common  duct  are 
clamped  and  divided.  This  clamping  and  dividing  continues 
proximally  until  the  desired  lumen  size  is  obtained.  Jones 
excises  a wedge  of  tissue  between  the  clamps,  but  usually  I 
have  not  done  this. 

Simple  sutures  of  4-0  silk  are  placed  around  the  clamps, 
and  at  the  apex  of  the  incision,  approximating  the  duodenal 
and  common  duct  walls.  These  sutures  should  be  placed 
several  millimeters  apart  to  prevent  a post-operative  duo- 
denal leak.  The  sphincteroplasty  incision  should  be  as  long 
as  the  diameter  of  the  common  duct  but  no  longer  than  two 
centimeters. 


*Dr.  Edeiken  is  a member  of  the  surgical  staff  of  Jersey 
Shore  Medical  Center.  Neptune. 


Figure  I — Completed  sphincter  repair  — usual  technique. 


Figure  2 — Completed  sphincter  repair  — new  variation. 

The  change  in  technique  was  stimulated  by  two 
experiences  performing  transduodenal  sphinc- 
teroplasty. The  first  incident  involved  a patient 
whose  pancreatic  duct  entered  the  ampulla  of 
Vater  one  millimeter  away  from  the  medial 
clamp  of  the  first  set  of  clamps  which  were 
placed  on  the  sphincter.  The  other  patient  had 
an  anomalous  entrance  of  the  pancreatic  duct 
into  the  lateral  wall  of  the  ampulla  of  Vater.  In 
the  latter  instance  the  transduodenal  sphinc- 
teroplasty was  performed  without  choledochos- 
tomy  and  the  pancreatic  duct,  rather  than  the 
common  bile  duct,  was  entered  with  a hemostat. 
After  opening  and  suturing  the  pancreatic  duct 
the  anomaly  was  recognized.  If  the  procedure 
had  been  performed  with  the  guidance  of  a 
Bakes  dilator  through  a choledochostomy,  the 
pancreatic  duct  would  have  been  occluded  by 
the  sutures  placed  around  the  lateral  hemostat 
on  the  distal  10  millimeters  of  the  sphincter. 
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Therefore,  to  avoid  the  grave  error  of  occluding 
the  pancreatic  duct,  sutures  placed  in  the  distal 
10  millimeters  of  the  sphincter  are  omitted.  This 
resembles  a sphincterotomy  but  differs  in  that 
the  proximal  1.0  cm  of  the  sphincter  is  cut  and 
sutured  as  one  does  with  the  Jones-Smith 
sphincteroplasty1.  In  a recent  article,  Jones1 
stated  that  the  pancreatic  duct  usually  entered 
the  common  duct  and  always  on  its  medial 
side.  It  is  possible  that  lateral  entrance  of  the 
pancreatic  duct  was  not  recognized  and  pan- 
creatitis resulted. 

Comment 

This  operative  variation  has  been  performed  on 
four  patients  without  complication.  Although 


the  author’s  series  does  not  confirm  this  to  be  a 
safer  procedure  than  the  standard  technique,  I 
believe  that  the  incidence  of  duodenal  leakage 
will  be  no  different  than  the  standard  technique 
and  that  the  incidence  of  injury  to  the  pan- 
creatic duct  will  .be  lower.  Since  there  is  no 
price  to  pay  for  this  change,  it  is  justified  and 
hopefully  will  prove  its  worth  in  the  future. 
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ANNOUNCEMENTS 


Cardiology  and  Hematology  Seminar 

Under  the  sponsorship  of  The  Children's 
Hospital  of  Philadelphia,  a seminar  on  cardi- 
ology and  hematology  will  be  held  on  January 
13  and  14  at  the  hospital  (34th  Street  and  Civic 
Center  Boulevard).  The  program  is  designed  to 
familiarize  the  practicing  pediatrician  and 
family  practitioner  with  recent  advances  in 
cardiology  and  hematology.  Included  will  be 
case  presentations,  didactic  lectures,  and  panel 
discussion.  A fee  will  be  charged  and  applica- 
tion has  been  made  for  credit  in  Category  I of 
the  AMA  Physician’s  Recognition  Award.  For 
information  please  communicate  with  Patrick 
S.  Pasquariello,  Jr.,  M.D..  The  Children's 
Hospital,  Philadelphia  at  the  above  address. 


Clinical  Practice  of  Nuclear  Medicine 

The  American  College  of  Nuclear  Medicine, 
New  Jersey  Chapter,  announces  the  following 
symposia  in  its  series  on  advances  in  the  clinical 
practice  of  nuclear  medicine. 

Jan.  II  Liver  Imaging  — Middlesex  General  Hospital, 
New  Brunswick 

March  8 Lung  Imaging  — (location  to  be  announced) 

May  10  Thyroid  Imaging  — (location  to  be  announced) 

All  sessions  convene  at  7:30  p.m.  Application 
has  been  made  for  credit  in  Category  I of  the 
Physician's  Recognition  Award.  For  further 
information  please  communicate  with  the 
American  College  of  Nuclear  Medicine.  2424 
Morris  Avenue,  Union,  New  Jersey  07083. 
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17  Assertive  Training 

9:30  a. m. -3:30  p.m  — Trenton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  AM  NJ) 

18  Cardiac  Rehabilitation 

12  noon—  Freehold  Area  Hospital 
(AM  NJ  and  A A FP) 

18  Psychiatric  Lecture  Series 

1:30-5  p.m.  —Trenton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  AM  NJ) 

19  Gynecologic  Oncology  Seminar 

9 a.m.- 1 :30  p.m.  —Clara  Maass  Memorial  Hospital 
Belleville 

(Clara  Maass  Memorial  Hospital  and  AM  NJ) 

23  Headache 

3:15  p.m.  — Fair  Oaks  Hospital,  Summit 
(AM  NJ  and  A AFP) 

23  Radiology 

8-9  a.m.  — So.  Ocean  County  Hospital,  Manahawkin 
(Burlington  County  Memorial  Hospital  and  A AFP) 

25  G.I.  Bleeding 

12:30  p.m.  — Hamilton  Hospital,  Trenton 
(AM  NJ  and  A AFP) 

28  Intra-Aortic  Balloon  Pumping 

8 p.m  — Warren  Hospital,  Phillipsburg 
(A  M NJ  and  A A FP) 

29  Clinical  Pathological  Conferences 

1-2  p.m.  — Trenton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  A MNJ) 

29  The  Psychiatrist  in  Community  Mental  Health  Center 

1 :30-3:30  p.m.  — Trenton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  A MNJ) 


29  Psychopharmacology  in  the  Geriatric  Patient 

1-3:30  p.m  — Camden  County  Psychiatric  Hospital 
Lakeland 

(Camden  County  Psychiatric  Hospital  and  A MNJ) 

29  Nuclear  Medicine  for  the  Practitioner 

8- 9  a m — Garden  State  Community  Hospital 
(Garden  State  Community  Hospital  and  AM  NJ) 

30  Hypertension  II 

1-3  p.m.  — Christ  Hospital,  Jersey  City 
(Christ  Hospital  and  AM  NJ). 

30  Fall  Refresher  Course 

9:15  a.m. -4:45  p.m.  — John  F.  Kennedy  Medical 
Center,  Edison 
(A  AFP  and  AMNJ) 

30  Arthritis 

3 p.m.  — Ancora  Psychiatric  Hospital,  Hammonton 
(AMNJ  and  A AFP) 

30  Recent  Advances  in  Myeloma 

1- 2  p.m.  — V A Hospital,  Lyons 
( V A Hospital  and  A MNJ) 

30  EKG  for  the  Practitioner 

9- 1 1 a.m.  — West  Jersey  Hospital,  Voorhees 
( West  Jersey  Hospital  and  A A FP) 

Dec. 

Daily  Noontime  Conferences 

Hunterdon  Medical  Center,  Flemington 
(Hunterdon  Medical  Center  and  A AFP) 

I Care  of  the  Aged  Post-Stroke  Patient 

2- 4  p.m.  — Daughters  of  Miriam  Center,  Clifton 
(Daughters  of  Miriam  Center  for  the  Aged.  AMNJ 
and  A AFP) 

1 Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  AMNJ) 

I Bleeding  Diseases 

1 I a.m. — Greystone  Park  Psychiatric  Hospital 
(AMNJ  and  A AFP) 

1 Pediatric  Seminar 

1-5  p.m.—  Endocrinology  Seminar 

8-9  p.m. -Ethical  Problems  in  Pediatrics—  Ramada 

Inn,  Clark 

(NJ  Chapter.  American  Academy  of  Pediatrics  and 
AMNJ) 

1 Pediatric  Allergy  Course 

8 1 1 a.m. -12  noon  — Children’s  Hospital  of  Newark 

15  (Children  s Hospital  of  Newark  and  AMNJ) 

22 

1 Inflammatory  Bowel  Disease 
8 Blood  Transfusions 
15  Syphilis  and  the  Clinician 

3:30-4:30  p.m.  — Burlington  Co.  Memorial  Hospital 
Mount  Holly 

( Burlington  Co.  Memorial  Hospital) 

1 Current  Concepts  in  Modern  Biology 

8 4-6  p.m.  — Institute  for  Medical  Research,  Camden 
15  (Institute  for  Medical  Research  and  AMNJ) 

2 Psychiatric  Lecture  Series 

9 l:30-5p.m.  Trenton  Psychiatric  Hospital 
( Trenton  Psychiatric  Hospital  and  AMNJ) 
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2 Thanatology 

8:30  a m.  — United  Hospitals  of  Newark 
(A  MNJ  and  A A FP) 

2 Diabetes 

12  noon  — Freehold  Area  Hospital 
(A  MNJ  and  A A FP) 

3 Seminar  in  Anesthesiology 

9 a.m.-3  p.m.  — Rutgers  Medical  School,  Piscataway 
(Educational  Council  for  Anesthesiology  of  NJ  and 
A MNJ) 

3 Annual  Meeting  - American  College  of  Surgeons 

9 a. m. -4:30  p.m.  — New  Jersey  Medical  School 
Newark 

(American  College  of  Surgeons  and  A MNJ) 

5  Neuroscience  Conference 

12  1 1:30  a. m. -12:30  p.m.—  Bergen  PinesCounty  Hospital 
19  Paramus 

(Bergen  Pines  County  Hospital  and  A MNJ) 

5  Bleeding  Diseases 

11  am. — Community  Memorial  Hospital,  Toms 
River 

(A  M NJ  and  A A FP) 

5 Psychiatric  Seminar 

8-10  p.m.  - 192  Chittenden  Rd..  Clifton 
(Essex  Psychiatric  Seminar  and  A M NJ) 

6 Community  Medicine 

9:30-10:30  a m.  — Overlook  Hospital,  Summit 
( Overlook  Hospital  and  A AFP) 

6  Congenital  Diseases 

9 a. m.  — Freehold  Area  Hospital 
(A  M NJ  and  A A FP) 

6  Continuing  Education  Lectures  in  Psychiatry 

14  1-3  p.m.  — Ancora  Psychiatric  Hospital,  Hammonton 

(Ancora  Psychiatric  Hospital  and  A MNJ) 

6 Nuclear  Medicine  for  the  Practitioner 

13  8-9  a. m.  — Garden  State  Community  Hospital 
Marlton 

(Garden  State  Community  Hospital  and  AM  NJ) 

7 Lectures  in  Obstetrics/Gynecology 

6-10  p.m.—  141  S.  Harrison  St.,  E.  Orange 
(New  Jersey  Medical  School,  and  AM  NJ) 

7  Pitfalls  of  Laboratory  Screening 

14  Polycythemia  Vera 

21  Aspirin  for  the  Limping  Brain 
28  Clinical  Pathology  Conference 

9:30-11:30  a. m.—  Bergen  Pines  County  Hospital 
Paramus 

(A  M NJ  and  A A FP) 

7  Cardiology  Conferences 

4-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(CM DNJ  and  A MNJ) 

7 Cerebral  Vascular  Accident 

3:15  p.m.  — Fair  Oaks  Hospital,  Summit 
(A  MNJ  and  A AFP) 


You’ve  got 

several  types  of  patients 
who  may  need 

BEROCCAtaBLETS 

therapy 

1. 

2. 

3.  

4.  

5.  

6. 


Match  your  list 
with  ours 

<^H0CHE^> 

Please  see  other  side  for  a summary  of  product 
information. 
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These  are 

some  of  the  patients 
who  may  need 

BERQCCAh, 

therapy  I F^only 


Balanced  high  potency  B-complex 
and  500  mg  vitamin  C 

For  nutritional  support  in: 

■ The  patient  with  chronic  disease 

■ The  patient  with  wasting  disease 

■ The  patient  with  febrile  illness 

■ The  patient  with  Gl  disorder 

■ The  patient  with  severe  burns 

■ The  patient  with  hyperthyroidism 

■ The  patient  with  diabetes 

■ The  problem  drinker 

■ The  surgical  patient 

Virtually  no  odor  or  aftertaste 
Economically  priced 

Please  see  complete  product  information,  a sum- 
mary of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 

(Vitamin  B.) 15  mg 

Riboflavin  (Vitamin  B2)  15  mg 

Pyridoxine  HCI 

(Vitamin  B6) 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  ...  20  mg 
Cyanocobalamin 

(Vitamin  B12) 5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 

(Vitamin  C) 500  mg 

Indications:  Nutritional  supplemen- 
tation in  conditions  in  which  water- 


soluble  vitamins  are  required  pro- 
phylactically  or  therapeutically. 
Warning:  Not  intended  tor  treatment 
of  pernicious  anemia  or  other  pri- 
mary or  secondary  anemias.  Neu- 
rologic involvement  may  develop  or 
progress,  despite  temporary  remis- 
sion of  anemia,  in  patients  with 
pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per 
day  and  who  are  inadequately 
treated  with  vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as 
indicated  by  clinical  need. 

Available:  In  bottles  of  100  and  500 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


7  New  Methods  of  Endocrine  Testing 

I p.m.  — Christ  Hospital,  Jersey  City 
(A  MNJ  and  A A FP) 

7  Multidisciplinary  Approach  to  Cancer 

14  2-4  p.m.  — Newark  Beth  Israel  Medical  Center 

21  ( Newark  Beth  Israel  Medical  Center  and  A MNJ) 

7 EKG  for  the  Practitioner 

14  9-11  a.m.  — West  Jersey  Hospital,  Voorhees 

21  (West  Jersey  Hospital  and  A AFP) 

28 

7 Cancer  Chemotherapy  Update 

14  Sex  Therapy 

28  Traumatic  Surgery  and  Shock 

9-1 1 a.m.  — Riverview  Hospital,  Red  Bank 
( Riverview  Hospital  and  A MNJ) 

7 Continuing  Medical  Education  Program 

10:30-11:30  a.m.  — Clara  Maass  Memorial  Hospital 
Belleville 

(Clara  Maass  Memorial  Hospital  and  AAFP) 

7 Peer  Evaluation  of  Medical  Care 

7:30-9:30  p.m.  — 377  So.  Harrison  St.,  East  Orange 
(Journal  Club  of  Greater  Newark  and  AM.XJ ) 

8 Hard-to-Manage  Diabetes 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A MNJ) 

8 Clinical  Evaluation  of  Dangerousness 

15  Case  Presentation 

22  Treatment  of  the  Schizophrenic  Eamilv 

29  Treatment  of  the  Schizophrenic  Eamily 

11-12  Noon  — Grey  stone  Park  Psychiatric  Hospital 
(Greystone  Park  Psychiatric  Hospital  and  A MNJ) 

9 Hyperlipoproteinemia 

I I a.m. -12:30  p.m.  — Saddle  Brook  General  Hospital 
(Saddle  Brook  General  Hospital  and  A MNJ) 

10  CME  Program 

8-10  a.m.  — Newcomb  Hospital,  Vineland 

(University  of  Pennsylvania  School  of  Medicine  and 

AAFP) 

13  Obesity  and  Hypoglycemia 

8 p.m  — Paul  Kimball  Hospital 
(A MNJ  and  AAFP) 

13  Medical/Legal  Aspects  of  Medicine  and  Surgery 

9 p.m.  — Bayonne  Hospital 
(A MNJ  and  AAFP) 

14  Clinical  E.E.G. 

1 p.m.  — Christ  Hospital.  Jersey  City 
(Christ  Hospital) 

14  Psychopharmacology 

1 :30-3:30  p.m.  — Trenton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  AM NJ) 

14  Treatment  and  Prevention  of  Violence  Among  Youth 

8:30-10:30  p.m.  —Guido’s  Restaurant,  Hackensack 
(North  Jersey  Psychiatric  Society  and  A MNJ) 


14  Management  of  Hyperlipidemias 

9  a. m. -4:30  p.m.  — Rutgers  Medical  School 
Piscataway 

( CMDHJ . AMHJ  and  A AFP) 

15  Endoscopy 

6:15  p.m.  — Bridgeton  Hospital 
(Bridgeton  Hospital) 

16  Management  of  Hepatitis 

5 p.m.  — Salem  County  Medical  Society 
(A  MHJ  and  A A FP) 

19  Surgical  Management  of  Ulcerative  Colitis 

12  noon—  Hospital  Center  at  Orange 
(AM  NJ  and  A AFP) 

20  Disseminated  Intravascular  Coagulation 

12  noon  — St.  Mary’s  Hospital.  Orange 
(A  MiVJ  and  A AFP) 

21  Common  Medical  Problems  for  the  Family  Physician 

8  a.m.  — S.  Ocean  County  Hospital,  Manahawkin 
(Burlington  County  Memorial  Hospital  and  A AFP) 

21  Suicidology 

3:15  p.m.  — Fair  Oaks  Hospital,  Summit 
(AMNJ  and  AAFP) 

21  Special  Problems  in  Neurology 

7- 10  p.m.  — VA  Hospital,  East  Orange 
(V  A Hospital  and  A M\J) 

21  Evaluating  and  Treating  Essential  Hypertension 

1-2  p.m.  — VA  Hospital,  Lyons 
(VA  Hospital  and  AMNJ) 

27  Clinical  Pathological  Conference 

1-2  p.m.  — Trenton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  AMNJ) 

28  Radiology 

8- 9  a.m.  — So.  Ocean  County  Hospital,  Manahawkin 
(Burlington  County  Memorial  Hospital  and  A AFP) 

30  Medical  Care  in  Emergency  Department 

12:30  p.m.—  Hamilton  Hospital,  Trenton 
(AM  yj  and  A AFP) 

Jan. 

2 Medical  Care  in  Emergency  Department 

8 p.m.  — Community  Memorial  Hospital,  Toms  River 
(A  M NJ  and  A A FP) 

3 Peripheral  Vascular  Disease 

1 1 a.m.  — Greystone  Park  Psychiatric  Hospital 
(AM  yj  and  A AFP) 

4 Advances  in  Medicine 

1 1 9:30-1 1 a.m.—  Bergen  Pines  County  Hospital.  Paramus 

18  ( Bergen  Pines  County  Hospital  and  AMHJ) 

25 

4 Cardiology  Conferences 

18  4-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(CMDHJ  and  AM  yj) 


4 New  Developments  in  Scanning 

3: 15  p.m.  — Fair  Oaks  Hospital,  Summit 
(A  Myj  and  A A FP) 

4 Psychiatric  Aspects  of  Endocrinology 

1 p.m.  — Christ  Hospital,  Jersey  City 
(A  M yj  and  A A FP) 

4 Lectures  in  Obstetrics/Gynecology 

6-10  p.m.  — 141  S.  Harrison  St.,  E.  Orange 
(yew  Jersey  Medical  School  and  A M.\J) 

4 Psychiatry 

18  1-3  p.m.  — Ancora  Psychiatric  Hospital,  Hammonton 

25  ( Ancora  Psychiatric  Hospital  and  AMHJ) 

5 Pediatric  Allergy  Course 

12  11  a.m. -12  noon  — Children's  Hospital  of  Newark 

19  ( Children's  Hospital  of  iXewark  and  AM  yj) 

26 

5 Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  AMiXJ) 

5 Current  Concepts  in  Modern  Biology 

12  4-6  p.m.  — Institute  for  Medical  Research,  Camden 
19  (Institute  for  Medical  Research  and  AM \!J) 

26 

6 Outpatient  Management  of  Tuberculosis 

8:30  a.m.  — United  Hospitals  of  Newark 
(A  M.yj  and  A A FP) 

9 Neuroscience  Conferences 

16  1 1:30  a.m.- 12:30  p.m.  — Bergen  Pines  County  Hospital 

23  Paramus 

30  (Bergen  Pines  County  Hospital  and  A M .Vi) 

10  Arthritis 

12  noon  — Hospital  Center  at  Orange 
(AM  yj  and  A AFP) 

10  Genetics 

8 p.m.  — Paul  Kimball  Hospital.  Lakewood 
(A  M yj  and  A A FP) 

1 1 Cerebral  Vascular  Disease 

1 1:30  a.m.—  Rahway  Hospital 
(AMyj  and  A A FP) 

1 1 Fluid  and  Electolvte  Imbalance 

1 :30  p.m.  — John  E.  Runnells  Hospital,  Berkeley 
Heights 

(AM  yj  and  A AFP) 

1 1 The  Irritable  Bowel  Syndrome 

1-3:30  p.m.  — VA  Hospital,  Lyons 
(VA  Hospital  and  AM.XJ) 

1 1 Ischemic  Heart  Disease 

1-3  p.m.  — Christ  Hospital,  Jersey  City 
(Christ  Hospital,  AMiXJ  and  A AFP) 

14  CME  Program 

28  8-10  a.m.  — Newcomb  Hospital,  Vineland 

(University  of  Pennsylvania  School  of  Medicine  and 
AAFP) 
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15  Special  Problems  in  Neurology 

7- 10  p.m.  — VA  Hospital,  East  Orange 
( VA  Hospital  and  AMNJ) 

15  Shock 

1-3  p.m.  — Christ  Hospital,  Jersey  City 
( Christ  Hospital  and  AMNJ ) 

17  Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — Mountainside  Hospital,  Montclair 
(New  Jersey  Thoracic  Society  and  AMNJ) 

17  Pulmonary  Embolism 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AMNJ  and  A AFP) 

17  Role  of  Anesthesiologists  in  an  Ambulatory  Surgical 
Unit 

8- 9  p.m.—  Ramada  Inn,  Clark 

(NJ  State  Society  of  A nesthesiologists  and  A M NJ) 

18  Special  Problems  in  Neurology 

7-10  p.m.  — VA  Hospital,  East  Orange 
( VA  Hospital  and  A M NJ) 

18  Advanced  Life  Support  in  CPR 

1  p.m.  — Trenton  Psychiatric  Hospital 
(AMNJ  and  A AFP) 

18  Medical  Humanism-Hospital  Ethics 

3:15  p.m.  — Fair  Oaks  Hospital,  Summit 
(AMNJ  and  A AFP) 

18  Rectal  Cancer 

1-3  p.m.  — Christ  Hospital,  Jersey  City 
Christ  Hospital  <&  A AFP 

18  Sleep  Disorders  — Part  I 

1-2  p.m.  — VA  Hospital,  Lyons 
( VA  Hospital  and  A M NJ) 

19  Cellular  Engineering  in  Medicine 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  AM  NJ) 

19  Advances  in  Nephrology 

6:15p.m.  — Bridgeton  Hospital 
(Bridgeton  Hospital) 

24  Allergy 

8 p.m.  — Warren  Hospital,  Phillipsburg 
(AMNJ  and  A AFP) 

25  Evaluation  of  Hemorrhagic  and  Bleeding  Disorders 

1-2  p.m.  — VA  Hospital,  Lyons 
(VA  Hospital  and  AM  NJ) 

27  C ardiac  Arrhythmias 

12:30  p.m.  — Hamilton  Hospital,  Trenton 
(AM  NJ  and  A A FP) 

Feb. 

1 Cardiology  Conferences 

15  4-6  p.m.  — Rutgers  Medical  School.  Piscataway 
(CM DNJ  and  AMNJ) 

I Advances  in  Medicine 

8 9:30-1 1 a.m.—  Bergen  Pines  Hospital,  Paramus 
1 5 ( Bergen  Pines  County  Hospital  and  A MNJ) 

22 


1 Cerebral  Vascular  Disease 

I p.m.  — Christ  Hospital,  Jersey  City 
(AMNJ  and  A AFP) 

1 Total  Joint  Replacement  and  Bone  Tumors 

8 Lithium  and  Affective  Disorders 

15  Dermatologic  Manifestations  of  Systemic  Diseases 

22  Infection  in  the  Compromised  Host 

9-1 1 a.m.  — Riverview  Hospital,  Red  Bank 
(Riverview  Hospital,  AMNJ  and  A AFP) 

1 Psychiatry 

7 1-3  p.m  — Ancora  Psychiatric  Hospital,  Hammonton 

1 5 (A  ncora  Psychiatric  Hospital  and  A MNJ) 

1 Lectures  in  Obstetrics/Gynecology 

6-10  p.m.  — 141  S.  Harrison  St.,  E.  Orange 
(New  Jersey  Medical  School  and  A MNJ) 

2 Current  Concepts  in  Modern  Biology 

9 4-6  p.m.  — Institute  for  Medical  Research,  Camden 

16  (Institute  for  Medical  Research  and  A MNJ) 

23 

2 Care  of  the  Aged  Post- Hip  Fracture  Patient 

2-4  p.m.  — Daughters  of  Miriam  Center,  Clifton 
(Daughters  of  Miriam  Center  for  the  Aged  and  AM  NJ) 

2 Pediatric  Allergy  Course 

9 1 1 a.m. -12  noon — Children’s  Hospital  of  Newark 

16  (Children’ s Hospital  of  Newark  and  AMNJ) 

23 

2 Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  AMNJ) 

2 Diabetes 

I I a.m.  — Greystone  Park  Psychiatric  Hospital 
(A  MNJ  and  A AFP) 

3 Proper  l!ses  of  Blood  Gases 

8:30  a.m.  — United  Hospitals  of  New  ark 
(AMNJ  and  A AFP) 

6  Neuroscience  Conferences 

13  1 1:30  a.m. -12:30  p.m.  — Bergen  Pines  County  Hospital 

20  Paramus 

27  (Bergen  Pines  County  Hospital  and  AMNJ) 

6 Headache 

8 p.m  — Communitv  Memorial  Hospital,  Toms  River 
(AMNJ  and  A AFP) 

7 Neonatal  Emergencies 

9 a.m.  — Freehold  Area  Hospital 
(AMNJ  and  A AFP) 

8 Peripheral  Vascular  Disease 

1 1 :30  a.m.  — Rahway  Hospital 

1 :30  p.m.  — John  E.  Runnells  Hospital,  Berkeley 

Heights 

(AMNJ  and  A AFP) 

8 Sleep  Disorders— Part  II 

1-2  p.m.  — VA  Hospital.  Lyons 
( VA  Hospital  and  A MNJ) 
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8  Psychiatric  Malpractice  1 Proper  Use  of  Blood  Gases 

1:15-2:45  — Marlboro  Psychiatric  Hospital  1 1:30  a. m.  — Rahway  Hospital 

(Marlboro  Psychiatric  Hospital  and  A MNJ)  (A  MNJ  and  A A FP) 


11  CM  E Program 

25  8-10  a.m.  — Newcomb  Hospital,  Vineland 

( University  of  Pennsylvania  School  of  Medicine  and 
AAFP) 

11  Seminar  in  Anesthesiology 

9  a.m. -3  p.m.  — New  Jersey  Medical  School,  Newark 
(Educational  Council  for  Anesthesiology  of  NJ  and 
A MNJ) 

14  Hyponitremia:  Hypokalemia 

8 p.m  — Paul  Kimball  Hospital,  Lakewood 
(AMNJ  and  AAFP) 

15  Medical  Humanism-Hospital  Ethics 

1  p.m.  — Trenton  Psychiatric  Hospital 
(AM  NJ  and  AAFP) 

16  Appropriate  Workup  for  the  Headache  Patient 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  AM  NJ) 

16  Problems  in  Biliary  Tract  Surgery 

6: 1 5 p.m.  — Bridgeton  Hospital 
(Bridgeton  Hospital) 

17  Laboratory  Interpretations 

5 p.m.  — Holiday  Inn,  Deepwater 
(A  MNJ  and  AAFP) 

17  Endocrinology 

12  noon  — Freehold  Area  Hospital 
(A  MNJ  and  AAFP) 

20  Current  Surgical  Techniques  of  Breast  Cancer 

12  noon—  Hospital  Center  at  Orange 
(AM NJ  and  AAFP) 

20-  Endocrinology  Symposium 

24  Nassau,  Bahamas 

( CMDNJ , AMNJ  and  VA  Hospital.  East  Orange) 

21  Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — St.  Barnabas  Hospital,  Livingston 
(New  Jersey  Thoracic  Society  and  A MNJ) 

21  Cancer  of  the  Colon  and  Ovary 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AMNJ  and  AAFP) 

24  Carcinoma  of  the  Breast 

12:30  p.m.—  Hamilton  Hospital.  Trenton 
(AMNJ  and  A A FP) 

28  Drug  Addiction 

8 p.m  — W'arren  Hospital,  Phillipsburg 
(AMNJ  and  AAFP) 

Mar. 

1  Advances  in  Medicine 

8 9:30-1 1 a.m.—  Bergen  Pines  County  Hospital.  Paramus 
1 5 ( Bergen  Pines  Count  v Hospital  and  A MNJ) 

22 

29 

1 Cardiology  Conferences 

15  4-6  p.m.  - Rutgers  Medical  School.  Piscataway 
(CMDNJ  and  AMNJ) 


1 Fiberoptic  Bronchoscopy 

I p.m.  — Christ  Hospital 
(A  MNJ  and  A A FP) 

1 Courses  for  Psychiatrists 

8 8-10  p.m.  — Hackensack  Hospital 

1 5 (NJ  Psychoanalytic  Society  and  A MNJ) 

22 

29 

I Immunology  in  Clinical  Medicine 

8 Controversies  in  Breast  Cancer 
15  Acupuncture 

9-11  a.m.  — Riverview  Hospital,  Red  Bank 
(Riverview  Hospital,  A M NJ  and  A A FP) 

1 Psychiatry 

15  1-3  p.m.  — Ancora  Psychiatric  Hospital 
20  (Ancora  Psychiatric  Hospital  and  A MNJ) 

29 

1 Lectures  in  Obstetrics/Gynecology 

6-10  p.m.  — 141  S.  Harrison  St..  E.  Orange 
(New  Jersey  Medical  School  and  A MNJ) 

2 Pediatric  Allergy  Course 

9 1 1 a.m. -12  noon  — Children's  Hospital  of  Newark 

16  ( Children’s  Hospital  of  Newark  and  AMNJ) 

23 

2  Current  Concepts  in  Modern  Biology 

9 4-6  p.m.  — Institute  for  Medical  Research.  Camden 

16  (Institute  for  Medical  Research  and  A MNJ) 

23 

2 Immunology 

I I a.m.  — Greystone  Park  Psychiatric  Hospital 
(AM NJ  and  AAFP) 

2 Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital.  Somerville 
(Somerset  Hospital  and  AAFP) 

3 Clinical  Immunology 

8:30  a.m.  — United  Hospitals  of  Newark 
(AMNJ  and  AAFP) 

3  Psychiatric  Lecture  Series 

10  1 :30-5  p.m.  — Trenton  Psychiatric  Hospital 

1 7 ( Trenton  Psychiatric  Hospital  and  A MNJ) 

6 Neuroscience  Conferences 

13  1 1:30  a.m. -12:30  p.m.—  Bergen  PinesCounty  Hospital 

20  Paramus 

27  ( Bergen.Pines  County  Hospital  and  A M NJ) 

6 Obstructive  Lung  Disease 

8 p.m.  — Community  Memorial  Hospital,  Toms  River 
(AMNJ  and  AAFP) 

8 1977  Update  on  Traditional  and  New  V enereal  Disease 

1-3  p.m.  — Christ  Hospital,  Jersey  City 
(Christ  Hospital.  AMNJ . and  AAFP) 

11  CM E Program 

25  8- 10  a.m.  — Newcomb  Hospital.  Vineland 

(University  of  Pennsylvania  School  of  Medicine  and 
AAFP) 
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14  Cancer  in  New  Jersey 

8 p.m.  — Paul  Kimball  Hospital,  Lakewood 
(A  M NJ  and  A AFP) 


28  Hepatitis 

8 p.m  — Warren  Hospital,  Phillipsburg 
(A  MNJ  and  A A FP) 


14  Medical  Care  in  Emergency  Department 

9 p.m.  — Bayonne  Hospital 
(A  MNJ  and  A AFP) 


29  Cerebral  Vascular  Disease 

3  p.m  — Ancora  Psychiatric  Hospital.  Hammonton 
(A  MNJ  and  A AFP) 


14  Medical/Legal  Aspects  of  Medicine  and  Surgery 

1 2 noon  — Hospital  Center  at  Orange 
(A  MNJ  and  A AFP) 

15  Special  Problems  in  Neurology 

7-10  p.m.  — VA  Hospital,  East  Orange 
( VA  Hospital  and  A MNJ) 

15  Diagnosis  and  Management  of  the  Short  Child 

8:30-10  p.m  — 1257  Kensington  Road,  Teaneck 
(Bergen  Co.  Chapter,  American  Medical  Women's 
Assn,  and  A MNJ) 

15  Proper  Use  of  Antibiotics 

1 p.m.  — Trenton  Psychiatric  Hospital 
(AMNJ  and  A A FP) 

15  Drug  Interactions 

1-3  p.m  — Christ  Hospital,  Jersey  City 
(Christ  Hospital.  AMNJ  and  A AFP) 


Apr. 

3 Neuroscience  Conferences 

10  1 1 :30  a m - 12:30  p.m.  — Bergen  Pines  County  Hospital, 

17  Paramus 

24  (Bergen  Pines  County  Hospital  and  A MNJ) 

3 Suicidologv 

8 p.m  — Community  Memorial  Hospital,  Toms  River 
(AMNJ  and  A AFP) 

4 New  Developments  in  Scanning 

1 1  a.m.  — Greystone  Park  Psychiatric  Hospital 
(AMNJ  and  A AFP) 

5 Advances  in  Medicine 

12  9:30-11  a.m.  — Bergen  Pines  County  Hospital,  Paramus 
19  (Bergen  Pines  Countv  Hospital  and  AMNJ) 

26 


16  Sexual  Counseling 

6: 1 5 p.m.  — Bridgeton  Hospital 
(Bridgeton  Hospital) 


5 Cardiology  Conferences 

19  4-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(CMDNJ  and  AMNJ) 


16  Emotional  Management  in  Myocardial  Infarction 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A AFP) 

17  The  Violent  Patient 

5 p.m.  — Holiday  Inn-Deepwater 
(AMNJ  and  A AFP) 


5 Outpatient  Management  of  Tuberculosis 

1 1:30  a.m.—  Rahway  Hospital 
(AMNJ  and  A AFP) 

5 Suicidologv 

1 p.m.  — Christ  Hospital,  Jersey  City 
(AMNJ  and  A AFP) 


17  Diagnosis  of  Anemic  Patient 

1 2 noon  — Freehold  Area  Hospital 
(AMNJ  and  A AFP) 


17 

18 
19 


Edward  Waters  Gynecologic  Conference 

2-7  p.m.  i Resorts  International 

8:30  a.m. -7  p.m.  > . , ...  . 

_ , , 1 Hotel,  Atlantic  City 

9 a.m. -12:30  p.m. ) 

(CMDNJ,  NJ  Medical  School  and  AMNJ) 


5 Courses  for  Psychiatrists 

12  8-10  p.m.  — Hackensack  Hospital 

19  (NJ  Psychoanalytic  Society  and  A MNJ) 

26 

5 Lectures  in  Obstetrics/Gynecology 

6-10  p.m.—  141  S.  Harrison  St.,  E.  Orange 
(New  Jersey  Medical  School  and  AMNJ) 


18  Emergency  ’78  — Sports  Medicine  and  Sports 
Emergencies 

Ninth  Annual  Meeting  — Valley  Hospital,  Ridgewood 
( Valley  Hospital) 

21  Scanning 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AMNJ  and  A AFP) 

21  Congestive  Heart  Failure 

8:30  p.m.  — Fair  Lawn  Memorial  Hospital— Marriott 

Saddlebrook 

(AM  NJ  and  A AFP) 


6  Current  Concepts  in  Modern  Biology 

4-6  p.m.  — Institute  for  Medical  Research,  Camden 
(Institute for  Medical  Research  and  AMNJ) 

6 Care  of  the  Aged  Arthritic  Patient 

2-4  p.m.  — Daughters  of  Miriam  Center.  Clifton 
(Daughters  of  Miriam  Center  for  the  Aged.  AMNJ 
and  A AFP) 

6 Pediatric  Allergy  Course 

13  1 1a.m. -12  noon  — Children's  Hospital  of  Newark 

20  (Children's  Hospital  of  Newark  and  A MNJ) 

27 


21  Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — St.  Joseph's  Hospital,  Paterson 
(New  Jersey  Thoracic  Society  and  A MNJ) 

24  Bleeding  Disorders 

12:30  p.m.  — Hamilton  Hospital,  Trenton 
(AMNJ  and  A AFP) 


6 Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  AMNJ) 

7 Infectious  Diseases 

8:30  a.m.  — United  Hospitals  of  Newark 
(A  MNJ  and  A A FP) 
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7 Psychiatric  Lecture  Series 

14  1:30-5  p.m.  — Trenton  Psychiatric  Hospital 

2 1 ( Trenton  Psychiatric  Hospital  and  A MNJ) 

28 

8 Third  Annual  Orthopedic  Symposium 

Rutgers  Medical  School,  Piscataway 
{A  M NJ  and  A A FP) 

8  CME  Program 

22  8-10  a. m.  — Newcomb  Hospital,  Vineland 

( University  of  Pennsylvania  School  of  Medicine  and 
A AFP) 

1 1 Fluid  and  Electrolyte  Balance 

12  noon  — Hospital  Center  at  Orange 
(A  MNJ  and  A AFP) 

12  Proper  Use  of  Blood  Gases 

1 :30  p.m.  — John  E.  Runnells  Hospital,  Berkeley 
Heights 

(A  MNJ  and  A A FP) 

12  Psychiatry 

17  1-3  p.m.  — Ancora  Psychiatric  Hospital,  Hammonton 
19  (Ancora  Psychiatric  Hospital  and  AMNJ) 

26 

18  Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — Location  to  be  announced 
( New  Jersey  Thoracic  Society  and  A MNJ) 

18  Intra-Aortic  Balloon  Pumping 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AMNJ  and  A AFP) 

19  The  Psychodynamics  of  Dental  Practice 

9  a.m.-4  p.m.  — New  Jersey  Dental  School,  Newark 
(AMNJ  and  CMDNJ) 

19  Special  Problems  in  Neurology 

7-10  p.m.  — VA  Hospital,  East  Orange 
( V A Hospital  and  AMNJ) 

20  Nevi  and  Melanoma 

6: 1 5 p.m.  — Bridgeton  Hospital 
(Bridgeton  Hospital) 

21  Management  of  Hepatitis 

12  noon  — Freehold  Area  Hospital 
(AMNJ  and  A AFP) 

22  Seminar  in  Anesthesiology 

9  a.m.-3  p.m.  — Saint  Barnabas  Medical  Center,  Liv- 
ingston 

(Educational  Council  for  Anesthesiology  of  NJ  and 
AMNJ) 

25  Medical/Legal  Aspects  of  Medicine  and  Surgery 

8 p.m.  — Warren  Hospital,  Phillipsburg 
(AMNJ  and  A AFP) 

26  General  Problems  in  Psychiatry 

1:15-2:45  p.m.  — Marlboro  Psychiatric  Hospital 
(Marlboro  Psychiatric  Hospital  and  AMNJ) 

28  Surgical  Management  of  Inflammatory  Bowel  Disease 

12:30  p.m.  — Hamilton  Hospital,  Trenton 
(AMNJ  and  A AFP) 


May 

1  Neuroscience  Conferences 

8 1 1 :30  a. m. -12:30  p.m.  — Bergen  Pines  County  Hospital, 
15  Paramus 

22  (Bergen  Pines  County  Hospital  and  A MNJ) 

1 Arthritis 

8 p.m.  —Community  Memorial  Hospital,  Toms  River 
(AMNJ  and  A AFP) 

1 Psychiatry 

17  1-3  p.m.  — Ancora  Psychiatric  Hospital.  Hammonton 

30  (A  ncora  Psychiatric  Hospital  and  A M NJ) 

2 Thyroid  Disease 

1 1 a m.  — Greystone  Park  Psychiatric  Hospital 
(AMNJ  and  A AFP) 

3 Lectures  in  Obstetrics/Gynecology 

6-10  p.m.  — 141  S.  Harrison  St.,  E.  Orange 
(New  Jersey  Medical  School  and  A MNJ) 

3 Advances  in  Medicine 

10  9:30-11  a. m.— Bergen  Pines  County  Hospital 
17  Paramus 

24  (Bergen  Pines  County  Hospital  and  AMNJ) 

3 Cardiology  Conferences 

17  4-6  p.m.  — Rutgers  Medical  School 
(CMDNJ  and  AMNJ) 

3 Medical  Humanism-Hospital  Ethics 

1 1 :30  a.m.  — Rahway  Hospital 
(A  MNJ  and  A A FP) 

3 Courses  for  Psychiatrists 

8-10  p.m.  — Hackensack  Hospital 
(NJ  Psychoanalytic  Society  and  AMNJ) 

4 Pediatric  Allergy  Course 

11  11  a.m. -12  noon  — Children's  Hospital  of  Newark 

18  (Children's  Hospital  of  Newark  and  AM  NJ) 

25 

4 Infectious  Diseases  Course 

8:30-9:30  a.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  of  Newark  and  AMNJ) 

5 Cerebral  Vascular  Disease 

8:30  a.m.  — United  Hospitals  of  Newark 
(AMNJ  and  A AFP) 

6-  MSNJ  Annual  Meeting 

9 Holiday  Inn-Howard  Johnson's  Regency,  Atlantic  City 

9 Fluid  and  Electrolyte  Imbalance 

9 p.m.  — Bayonne  Hospital 
(AMNJ  and  A AFP) 

10  Arthritis 

1 :30  p.m.  — John  E.  Runnells  Hospital.  Berkeley 
Heights 

(A  MNJ  and  A AFP) 

13  CME  Program 

27  8-10  a.m.  — Newcomb  Hospital,  Vineland 

(University  of  Pennsylvania  School  of  Medicine  and 
A AFP) 
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15  Endotoxic/Hemorrhagic  Shock 

12  noon  — Hospital  Center  at  Orange 
(AMNJ  and  A AFP) 

16  Kidney  Stones 

12  noon  — St.  Mary’s  Orange 
(AMNJ  and  A AFP) 

17  Special  Problems  in  Neurology 

7-10  p.m.  — VA  Hospital,  East  Orange 
(V A Hospital  and  AM  NJ) 

18  Advances  in  Pediatrics 

6: 1 5 p.m.  — Bridgeton  Hospital 
(Bridgeton  Hospital) 

18  Antithrombotic  Therapy 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  AMNJ) 

19  Chronic  Renal  Failure 

12  noon  — Freehold  Area  Hospital 
(AMNJ  and  A AFP) 

23  Common  Topical  Agents  in  Dermatological  Practice 

8:30-10  p.m  — 645  Cambridge  Road,  Paramus 
(Bergen  Co.  Chapter.  American  Medical  Women's 
Association  and  AM  NJ) 

23  Cerebral  Vascular  Disease 

8 p.m  — Warren  Hospital,  Phillipsburg 
(A  M NJ  and  A A FP) 

26  Ophthalmologic  Manifestations  in  Systemic  Disease 

12:30  p.m.  — Hamilton  Hospital,  Trenton 
(AMNJ  and  A AFP) 

31  Cardiac  Arrhythmias 

3 p.m.  — Ancora  Psychiatric  Hospital,  Hammonton 
(A  M NJ  and  A A FP) 

June 

1 Infectious  Disease  Course 

8:30-9:30  a m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A AFP) 

1 Current  Radiation  Therapy 

1 1 a m.  — Greystone  Park  Psychiatric  Hospital 
(A  M NJ  and  A A FP) 


2 Lipid  Metabolism 

8:30  a.m.  — United  Hospitals  of  Newark 
(AMNJ  and  A AFP) 

5 Neuroscience  Conferences 

12  1 1 :30  a.m. -12:30  p.m.  — Bergen  Pines  County  Hospital, 

19  Paramus 

26  (Bergen  Pines  County  Hospital  and  AMNJ) 

5 Thyroid  Diseases 

8 p.m.  — Community  Memorial  Hospital,  Toms  River 
(AMNJ  and  A AFP) 

7 Advances  in  Medicine 

14  9:30-1 1 a.m.  — Bergen  Pines  County  Hospital,  Paramus 
(Bergen  Pines  County  Hospital  and  AMNJ) 

7 Cardiology  Conferences 

21  4-6  p.m.  — Rutgers  Medical  School,  Piscataway 

(CMDNJ  and  AMNJ) 

7 Psychiatry 

14  1-3  p.m  — Ancora  Psychiatric  Hospital.  Hammonton 
(Ancora  Psychiatric  Hospital  and  AMNJ) 

10  Differential  Diagnosis-  the  Wheezing  Patient 
24  The  Leukemias 

8-10  a.m.  — Newcomb  Hospital,  Vineland 

(Newcomb  Hospital  and  University  of  Pennsylvania 

Hospital) 

15  Beta-Adrenergic  Blocking  Agent  in  Cardiovascular 
Disease 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A MNJ) 

16  Sports  Medicine 

12  noon  — Freehold  Area  Hospital 
(AMNJ  and  A AFP) 

20  Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — Beth  Israel  Hospital,  Newark 
(New  Jersey  Thoracic  Society  and  A M NJ) 

20  Acute  and  Chronic  Leukemia 

12  noon  — St.  Mary’s  Hospital.  Orange 
(AMNJ  and  A AFP) 


212th  Annual  Meeting 

May  6-9 

Headquarters  Hotels 

Holiday  Inn  — Howard  Johnson’s  Regency 

Atlantic  City 

See  lodging  reservation  form  — pg.  993,  this  issue 
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OBITUARIES 

Dr.  Martin  J.  Ackerhalt 

Martin  J.  Ackerhalt,  M.D.,  died  on  August  26, 
when  the  car  he  was  driving  crashed  into  the 
rear  of  a parked  truck.  Born  in  1908  and  edu- 
cated at  the  Royal  College  of  Physicians  and 
Surgeons  at  Edinburgh,  where  he  received  his 
medical  degree  in  1938,  Dr.  Ackerhalt  practiced 
general  medicine  and  obstetrics  in  Clifton  for 
many  years.  He  was  a charter  Fellow  of  the 
American  Academy  of  Family  Practice  and  a 
member  of  the  American  Geriatrics  Society. 
Dr.  Ackerhalt  also  was  a member  of  our  Passaic 
County  component  and  was  on  the  staff  at  the 
Passaic  Beth  Israel  Hospital. 

Dr.  Eugene  P.  Caro 

A member  of  our  Union  County  component, 
Eugene  Paul  Caro,  M.D.,  died  on  September 
13.  Born  in  1918  in  Brooklyn,  New  York  and 
graduated  from  Long  Island  College  of  Medi- 
cine in  1943,  Dr.  Caro  pursued  a career  in 
pediatrics  in  the  Linden  area.  He  was  affiliated 
with  St.  Elizabeth  and  Elizabeth  General 
Hospitals  in  that  city  and  Rahway  Hospital, 
and  in  the  past  also  had  served  at  St.  Michael 
and  Beth  Israel  Hospitals  in  Newark.  Dr.  Caro 
was  a Fellow  of  the  American  Academy  of 
Pediatrics.  During  World  War  II  he  served  two 
years  in  the  United  States  Army’s  medical 
department. 

Dr.  Enrico  Ciampi 

Word  has  just  been  received  of  the  untimely 
death,  on  August  27,  at  the  age  of  54,  of  Enrico 
Ciampi,  M.D.  Born  in  Italy,  Dr.  Ciampi  was 
graduated  from  the  medical  school  at  the  Uni- 
versity of  Palermo  in  1955.  He  then  emigrated 
to  the  United  States,  serving  his  internship  in 
hospitals  in  New  Jersey,  and  established  a 
practice  in  general  medicine  in  Newark.  Dr. 
Ciampi  was  a member  of  our  Essex  County 
component,  and  was  affiliated  with  Columbus, 
St.  James,  and  St.  Michael's  Hospitals  in 
Newark. 


Dr.  Ralph  A.  Ford 

Ralph  Anthony  Ford,  M.D.,  medical  director 
of  the  Essex  County  Geriatric  Center  in  Belle- 
ville, died  on  September  13.  Born  in  1905  in 
Brockton,  Massachusetts,  Dr.  Ford  was  gradu- 
ated from  Middlesex  Medical  School,  Boston 
in  1929.  He  served  his  internship  at  the  Essex 
County  Hospital  (now  the  Essex  County 
Geriatric  Center),  was  named  senior  resident 
physician  in  1931,  and  in  1961  was  appointed 
chief  resident  physician  and  medical  director. 
Dr.  Ford  was  a member  of  our  Essex  County 
component. 


Dr.  Roy  Griffith 

At  the  venerable  age  of  88,  Roy  Griffith,  M.D., 
from  Essex  County,  died  on  August  10  in 
Mountainside  Hospital  in  Glen  Ridge.  Born  in 
McNutt,  Georgia,  Dr.  Griffith  was  graduated 
from  Johns  Hopkins  Medical  School  in  1915 
and  established  a practice  in  orthopedic  and 
traumatic  surgery  in  Newark,  later  moving  to 
Glen  Ridge.  Prior  to  his  retirement  in  1955, 
Dr.  Griffith  was  affiliated  with  St.  James 
Hospital  in  Newark  and  St.  Barnabas  Medical 
Center  in  Livingston.  He  held  memberships  in 
the  Academy  of  Medicine  of  New  Jersey,  the 
Essex  County  Pathological  and  Anatomical 
Society,  and  the  Physicians’  Club  of  Essex 
County. 


Dr.  George  A.  Hevesy 

After  a long  illness,  George  Andrew  Hevesy, 
M.D.,  a member  of  our  Essex  County  com- 
ponent, died  at  his  home  on  August  30.  Dr. 
Hevesy  was  born  in  Budapest,  Hungary  in 
1927,  and  was  graduated  from  the  Pazmany 
Peter  University  in  that  city  in  1952.  He 
emigrated  to  the  United  States  in  1959  and 
served  part  of  his  internship  at  Orange  Me- 
morial Hospital,  before  establishing  a practice 
in  internal  medicine  in  West  Orange.  Dr. 
Hevesy  was  affiliated  with  Orange  Memorial 
Hospital,  East  Orange  General  Hospital,  and 
St.  Barnabas  Medical  Center  in  Livingston. 
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Dr.  Emil  E.  Hornick 

Emil  E.  Hornick,  M.D.,  a member  of  our  Mor- 
ris County  component,  died  at  his  home  in 
Mountain  Lakes  on  August  31.  Born  in  1912 
and  graduated  from  Columbia  University’s 
College  of  Physicians  and  Surgeons,  class  of 
1938,  Dr.  Hornick  practiced  obstetrics  and 
gynecology  in  Morristown  and  Boonton  until 
his  recent  illness.  He  was  a Fellow  of  the 
American  College  of  Obstetrics  and  Gyne- 
cology and  had  been  on  the  attending  staff  at 
St.  Clare's  Hospital  in  Denville,  at  Riverside 
Hospital  in  Boonton,  and  at  All  Soul’s  and 
Morristown  Memorial  Hospitals  in  Morris- 
town. 

Dr.  Francis  J.  McCauley 

One  of  Essex  County’s  senior  members,  Francis 
J.  McCauley,  M.D.,  died  on  August  28  at  the 
grand  age  of  86.  Dr.  McCauley  was  graduated 
from  Jefferson  Medical  College,  class  of  1916, 
and  spent  the  next  three  years  serving  in  the 
medical  corps  of  the  United  States  Navy  during 
World  War  I.  He  pursued  graduate  studies  in 
dermatology  at  Vanderbilt  Clinic  and  New 
York  University-Bellevue  Hospital,  before 
establishing  a practice  in  dermatology  and 
syphilology  in  Newark.  Dr.  McCauley  was  on 
the  staff  at  Martland  and  Children’s  Hospitals 
and  the  Eye  and  Ear  Infirmary  in  Newark,  as 
well  as  St.  Barnabas  Medical  Center  at  Living- 
ston. He  had  served  also  as  a consultant  at  St. 
Clare’s  Hospital  in  Denville,  Clara  Maass 
Memorial  Hospital  in  Belleville,  Irvington 
General  Hospital,  and  Presbyterian  and  Ameri- 
can Legion  Hospitals  in  Newark.  He  was  a 
Fellow  of  the  American  Academy  of  Derma- 
tology, a diplomate  of  the  American  Board  of 
Dermatology,  a member  of  the  New  Jersey 
Dermatological  Society,  holding  office  as 
president  in  1936,  and  a member  of  the  Acad- 
emy of  Medicine  of  New  Jersey. 

Dr.  Sol  M.  Papperman 

After  a lengthy  illness  with  Parkinson’s  disease, 
Sol  M.  Papperman.  M.D.,  died  on  September 
1 1 . Dr.  Papperman  was  born  in  New  York  City 
in  1918  and  graduated  from  Tulane  University 


Medical  School  in  1955.  He  established  a 
practice  in  internal  medicine  and  gastro- 
enterology in  Lodi,  becoming  a member  of  our 
Bergen  County  component.  Dr.  Papperman 
was  affiliated  with  Fair  Lawn  Memorial 
Hospital  in  that  city  and  Valley  Hospital  in 
Ridgewood.  During  World  War  II  he  served 
as  a captain  for  five  years  in  the  medical  corps 
of  the  Army  of  the  United  States.  Dr.  Papper- 
man was  a Fellow  of  the  Academy  of  Medicine 
of  New  Jersey,  and  a diplomate  of  the  National 
Board  of  Medical  Examiners. 

Dr.  Ettore  G.  Rizzo 

One  of  Passaic  County’s  senior  members, 
Ettore  G.  Rizzo,  M.D.,  died  at  his  home  in 
Old  Bridge  after  a long  illness.  Born  in  1903 
and  graduated  from  the  University  of  Naples 
Medical  College  in  1933,  Dr.  Rizzo  pursued 
graduate  training  in  pediatrics  at  New  York 
Foundling  Hospital,  the  University  of  Naples, 
and  New  York  Medical  College  and  practiced 
general  medicine  in  Paterson  until  1962,  when 
he  accepted  appointment  as  a full-time  member 
of  the  staff  at  Marlboro  Psychiatric  Hospital. 
Disability  forced  his  retirement  in  1969.  Dr. 
Rizzo  had  been  affiliated  with  Preakness 
Hospital  in  Wayne  and  was  a school  physician 
in  Paterson  for  many  years.  During  World  War 
II,  Dr.  Rizzo  served  four  years  with  the  medical 
department  of  the  Army  of  the  United  States, 
earning  a bronze  star  during  operations  in  the 
European  theater. 

Dr.  Saul  Siegendorf 

At  the  untimely  age  of  58,  one  of  Passaic 
County’s  well  known  urologists,  Saul  Siegen- 
dorf, M.D.,  died  on  August  25  at  Passaic 
General  Hospital,  where  he  had  been  a member 
of  the  staff  for  many  years.  A graduate  of 
Tulane  University  School  of  Medicine,  class  of 
1945,  Dr.  Siegendorf  served  residencies  in 
urology  at  New  York  Medical  College,  New 
Orleans  Veterans  Administration,  and  Lincoln 
Hospital  in  New  York  City.  In  addition  to  his 
affiliation  with  Passaic  General,  where  he  had 
been  chief  of  the  department  of  urology,  he  was 
senior  attending  in  urology  at  Passaic  Beth 
Israel  Hospital. 
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This  book  might  be  of  interest  to  a hospital  medical  records’ 
librarian,  but  I doubt  that  she  could  apply  much  of  its 
contents  to  our  system.  Arthur  Krosnick,  M.D. 


Handbook  of  Obstetrics  and  Gynecology.  Sixth  Edition. 

Ralph  C.  Benson,  M.D.  Los  Altos,  California,  Lange,  1977. 

Illustrated.  Pp.  772.  ($9.50) 

Once  again  Professor  Benson  is  offering  the  “medical 
student,  nurse  practitioner,  midwife,  and  the  busy  phy- 
sician" another  edition  of  his  somewhat  abbreviated  text- 
book disguised  as  a handbook.  Some  of  the  errors  from  the 
fifth  edition  are  repeated  and  a few  controversial  items  are 
added.  Decreased  milk  intake  for  the  prevention  of  leg 
cramps,  oral  progestogens  for  threatened  abortion,  diuretics 
for  pre-eclampsia,  sequential  oral  contraceptives,  and  the 
Daikon  Shields  are  subjects  worthy  of  discussion  among 
experienced  obstetricians  and  gynecologists  but  definitely 
not  for  the  readers  of  a handbook.  Too  much  space  is 
devoted  to  operative  obstetrics,  gynecologic  surgery,  and 
psychosomatic  and  sexual  problems. 

Although  the  vast  majority  of  the  material  in  these  last  two 
editions  of  the  Handbook  is  well  written,  well  illustrated, 
and  well  printed,  the  presence  of  a few  controversial  items 
presented  as  accepted  doctrine,  as  well  as  typographical  and 
orthographical  errors  cast  doubt  upon  the  validity  of  the 
rest  of  the  subject  matter.  It  is  earnestly  hoped  that  forth- 
coming editions  will  be  reviewed  and  edited  more  assiduous- 
ly because  a medical  author  assumes  a much  greater 
responsibility  toward  his  readers  and  ultimately  for  their 
patients  than  a novelist  or  journalist,  particularly  when  his 
publisher  is  selling  American  medical  science  to  developing 
countries.  The  need  still  exists  for  a concise,  accurate,  well- 
edited  handbook,  and  this  is  not  it. 

Jerome  Abrams,  M.D. 


Medical  Records.  Bernard  Benjamin,  Editor.  London,  William 
Heinemann  Medical  Books,  1977.  Pp  235  ($6.50) 

This  book  is  a first  effort,  under  the  editorship  of  Dr.  Ben- 
jamin, of  a number  of  members  of  the  British  Association  of 
Medical  Records’  officers.  It  is  very  interesting  to  me  after 
having  observed  the  National  Health  Service  because  it 
gives  a good  deal  of  insight  into  the  British  system.  The 
authors  are  quite  candid  in  places. 

The  general  practitioners’  records  are  described  in  detail 
and  very  accurately.  That  the  authors  disapprove  of  them 
is  quite  clear: 

"General  practice  records  must  improve  or  many  of  the 
opportunities  for  better  management  of  the  Health  Service, 
so  painfully  provided  by  its  organization,  will  remain  tan- 
talisingly  out  of  reach." 

The  book's  eighteen  chapters  are  quite  thorough  and  cover 
all  aspects  of  modern  medical  record-keeping,  except 
medical  audit,  utilization  review,  quality  control  of  health 
services,  and  those  aspects  of  peer  review  which  now  are 
commonplace. 


General  Ophthalmology.  8th  Edition.  Daniel  Vaughan,  M.D. 
and  Taylor  Asbury,  M.D.  Los  Altos,  California,  Lange,  1977. 
Illustrated.  Pp.  379.  ($12) 

By  coincidence  I was  asked  by  The  Journal.  MSNJ,  to 
review  the  sixth  edition  of  General  Ophthalmology  in  1971. 

I find  that  in  comparing  the  two  texts,  the  latest  edition  is 
some  60  pages  larger  and  shows  the  effort  of  careful  up- 
dating throughout. 

I had  found  the  earlier  edition  very  complete  and  informa- 
tive to  medical  students,  general  physicians,  and  beginning 
ophthalmology  residents  alike.  This  new  revision  can  be 
equally  recommended.  I am  very  much  impressed  by  the 
rewriting  of  the  section  on  fluorescein  angiography,  one  of 
the  exciting  new  diagnostic  modalities  in  present-day 
ophthalmology.  In  a concise  description,  the  entire  tech- 
nique. equipment  and  materials  and  normal  and  abnormal 
findings  are  described  accurately. 

The  important  chapter  on  the  retina  is  entirely  rewritten, 
bringing  up  to  date  the  current  concepts  of  pathophysiology 
of  macular  and  peripheral  retinal  disease.  Diabetic  retinop- 
athy. the  leading  medical  cause  of  blindness  in  the  United 
States  today,  was  not  even  mentioned  in  the  sixth  edition. 
In  the  present  edition  it  occupies  two  full  pages  with  de- 
scriptions of  clinical  findings  and  treatment. 

Medical  knowledge  is  advancing  so  rapidly  today  that  books 
may  become  obsolete  as  soon  as  they  are  published.  I would 
like  to  commend  the  authors  of  General  Ophthalmology 
for  performing  the  difficult  task  of  keeping  their  excellent 
textbook  a source  of  basic  ophthalmologic  knowledge, 
while  including  lucidly  explained  topics  of  current  interest. 

Arthur  S.  Kern,  M.D. 


Review  of  Physiological  Chemistry.  16th  Edition.  H.  A.  Harper, 
V.  W.  Rodwell,  P.  A.  Mayes.  Los  Altos,  California,  Lange, 
1977.  Pp.  681.  ($13) 

The  16th  edition  of  the  Review  represents  a reorganized 
and  substantially  enlarged  version  of  what  is  by  now  an 
almost  classic  series  of  biochemical  compendia.  Several  new 
chapters  have  been  added  and  previous  deficiencies  (such  as 
inadequate  coverage  of  newer  aspects  of  molecular  biology) 
largely  have  been  rectified.  The  Review  includes  a number 
of  new  summary  figures  which  effectively  summarize  recent 
information  in  a number  of  areas.  The  Review  also  has  been 
supplemented  with  additional  discussions  of  the  relevance 
of  biochemistry  to  disease.  The  authors  have  integrated  a 
systemic  concept  or  “whole  organ"  approach  to  biochem- 
istry while  giving  adequate  attention  to  recent  discoveries 
at  the  molecular  level. 

While  the  Review  is  suitable  for  those  readers  seeking  to 
gain  introduction  to  the  subject,  it  appears  particularly 
useful  for  those  reviewing  in  preparation  for  state  and 
specialty  board  examinations.  Richard  A.  Harvey,  M.D. 
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INTERNAL  MEDICINE  RESIDENCIES 

Begin  July  1978 

All  Levels:  Categorical,  Second  and  Third  Year, 
Fellowships  in  Gastro-enterology,  Cardiology, 
Hematology,  Endocrinology.  Fully  approved  pro- 
gram. Medical  School  Affiliation.  1040  bed  County 
Hospital  on  200  acre  wooded  campus  in  close  prox- 
imity to  New  York  City.  Maximum  opportunity  for 
house  staff  responsibility.  Enthusiastic  clinically 
oriented  teaching  faculty. 

Address  inquiries  to:  Office  of  Medical  Education 

Bergen  Pines  County  Hospital 
Paramus,  N.J.  07652 


FAMILY  PRACTITIONERS 
NEEDED 

Growing  community  of  4000  + , needs  1-2  M.D.'s, 
2 family  practitioners  in  town  and  1 near  by.  Join 
existing  practice  or  solo  available.  Excellent  recrea- 
tion and  economy.  60  miles  from  metro-cities.  57 
bed  J.C.A.H.  hospital  in  community.  Trade  area  of 
12,000  + . U.S.  graduate  preferred. 

Contact:  L.  Wattier,  Administrator 
Memorial  Hospital,  Inc. 

104  W.  17th  Street 
Schuyler,  Nebraska  68661 
(402)  352-2441 


*hy/idon/7 


* low  malpractice  in- 
O _ su ranee  rates. 


, ^ surdiiut!  (dies, 

(sQ  I^PCSLlGSDG®  Offl  * the  oppor- 
jO-  rurU  tunity  to  join  a group  or  part- 
is ner  Qr  establish  a new 

prac,ice  in, a +" . or 
urban  area,  * continuing 

medical  education  through  a system  of  Area 
Health  Education  Centers,  as  well  as  two  med- 
ical schools,  * lower  taxes,  * lower  cost 
of  living,  * access  to  both  mountains  and 
beaches,  and  * a mild  climate 


For  information  about  specific  practice  opportunities 
in  South  Carolina,  contact: 

praoraO  fo®®0G[fO 


Post  Office  Box  11188 
Columbia,  South  Carolina  29211 
(803)  779-7264 


VACANCIES  AVAILABLE  IN  THE  U.S. 
ARMY  RESERVE  MEDICAL  CORPS 

The  U.S.  Army  Reserve  has  numerous  vacancies  fo| 
physicians,  male  and  female,  anywhere  within  Nev 
York  State,  but  especially  in  the  New  York  City  areal 
Positions  are  available  in  all  military  ranks  up  through 
lieutenant  colonel.  Female  physicians  are  particularly 
encouraged  to  apply  for  this  program. 

Those  individuals  unable  to  complete  20  years  service 
by  age  60  can  be  accepted  if  they  are  willing  to  waive 
their  pension  benefits.  Individuals  with  no  prior  military 
service  are  urged  to  apply  as  are  those  who  have 
previously  served  on  active  duty  (i.e.,  U.S.  Army,  Navy 
or  Air  Force). 

Active  part-time  participation  requires  attendance  at) 
up  to  12  once-monthly  weekends  per  year  plus  twe 
weeks  of  active  duty  during  the  same  year. 

The  pay  is  up  to  $4,000  annually  for  a lieutenant  colo-l 
nel  with  20  years  service  in  the  local  Medical  Armyl 
Reserve. 

For  additional  information  on  your  hometown  Medical! 
Army  Reserve  unit,  all  sent  to  you  without  any  obliga- 
tion, please  write  to: 

Joseph  P.  Cillo,  M.D. 

8th  Medical  Brigade  USAR 
Bldg.  408,  Fort  Hamilton 
Brooklyn,  N.Y.  11252 

THE  MEDICAL  ARMY  RESERVE 
. . . PART  OF  WHAT  YOU  EARN  IS  PRIDE! 


RESIDENCY  IN 
PHYSICAL  MEDICINE 
AND  REHABILITATION 

Dynamic,  young  program  with  balanced  academ- 
ic and  clinical  emphasis  under  the  supervision  of 
10  physiatrists.  Three  year  program  and  inte- 
grated internship/residency  with  opportunity  for 
research  and  pursuit  of  special  interests  both  in 
medical  school  and  private  hospital  settings. 
Stipends  from  $13,300  to  $15,200  depending  on 
qualifications.  Gl  schooling  benefits  available  for 
veterans.  We  will  pay  for  visits  in  selected  cases. 
Telephone  or  write  for  information  to: 


John  F.  Ditunno,  Jr.,  M.D.,  Director 
Department  of  Rehabilitation  Medicine 
Thomas  Jefferson  University  Hospital 
1 1th  and  Walnut  Street 
Philadelphia,  Pa.  19107 
Telephone:  (215)  829-6573 


/ 


CLASSIFIED  ADVERTISEMENTS 


ALLERGIST —Certified.  A.B.A.I.,  desires  solo,  partner- 
ship or  group  situation.  Write  Box  No.  19,  c/o  THE 
JOURNAL. 


GENERAL  SURGEON —University  trained,  American 
medical  school  educated  Chief  Resident  will  be  available 
for  practice  and/or  teaching  position  July  1978.  Arnold  W. 
Berlin,  M.D.,  305  Zion  Street,  Hartford,  Ct.  06106. 


OPHTHALMOLOGIST  —Seeks  partnership,  associate  or 
group.  Board  eligible,  28,  married.  Completing  university 
residency.  Available  July  1978.  Please  reply  to  Allan  S. 
Markowitz.  M.D..  3535  Rochambeau  Avenue,  Bronx.  New' 
York  10467.  (212)547-4599. 


PEDIATRICIAN— Board  certified,  seeks  clinical  activity. 
Capable,  experienced,  willing,  CV  available.  Will  evaluate 
all  offers.  Reply  Box  No.  24,  c/o  THE  JOURNAL. 


PEDIATRICIAN —Board  eligible,  university  trained.  Li- 
censed, New  Jersey.  Graduated  1968,  Philippines.  U.S. 
citizen.  Desires  solo,  partnership  or  group  practice.  Avail- 
able July  1978.  Dr.  Leo  Pajarillo.  Griffiss  AFB  Hospital, 
Rome,  New  York  13440.  Call  (315)  337-1587. 


NEEDED —General  Practitioners  — (Primary  Care)  to 
locate  in  private  practice  throughout  Ocean  County  (a 
rapidly  growing  County  in  Central  New  Jersey)  in  needed 
areas.  Excellent  place  to  live  and  practice.  Four  expanding 
Community  Hospitals  and  one  Rehabilitation  Hospital. 
Excellent  recreation  area.  For  information,  please  contact 
Ocean  County  Physician  Recruitment  Committee.  Admin- 
istration Building,  Hooper  Avenue,  Toms  River,  New 
Jersey  08753. 


NEEDED  — Internist/Gastroenterologist.  Expanding 
mixed  medical  group  seeking  gastroenterologist.  Present 
sub-specialties  include  gastroenterology,  cardiology, 
hematology-oncology.  Complete  office  facilities.  Send 
curriculum  vitae  to  Box  No.  21,  c/o  THE  JOURNAL. 


NEEDED  -Psychiatrist;  retired,  with  New  Jersey  license; 
full  or  parttime;  private  mental  health  center,  Toms  River. 
Flexible  hours.  Call  (201)  240-5655. 


AVAILABLE— Atlantic  City  Suburb.  Gracious  home  in 
residential  Margate.  Four  bedrooms,  two  baths,  modern 
kitchen.  Separate  entrance  to  high  income  producing  office. 
Write  Box  No.  17,  c/o  THE  JOURNAL. 


PRACTICE  AVAILABLE— Linden;  Pediatric  practice  avail- 
able due  to  sudden  death.  Presently  functioning  with  Locum 
Tenens.  Active  suburban  practice  with  attractive  facilities. 
Call  for  information  or  appointment.  (201 ) 486-8832. 


PRACTICE  AVAILABLE— West  Orange;  Active,  well 
established  internal  and  general.  Take  over  immediately. 
Modern  office,  fully  equipped.  Close  proximity  to  hospitals 
in  Livingston  and  Oranges.  Call  (201)  731-6902  or 
(201)731-5556. 


FOR  SALE— Group  Practice  — Owner  wishes  to  sell  practice 
and  building.  Financing  terms  discussed  with  principals 
only.  For  further  information,  call  (201)  568-6606. 


FOR  SALE  or  RENT —Ocean  County,  Jackson  Township 
Professional  Park.  With  four  buildings  currently  being 
renovated  for  professional  space.  Internist,  Pediatrician, 
Psychologist  and  2 Obstetricians  currently  occupying  space. 
Buildings  available  for  rent  or  purchase.  For  more  informa- 
tion call  (201 ) 892-9499. 


OFFICE  SPACE  — Ramsey  — Serving  population  area  of 
approximately  85,000.  Need  solo  medical  and  dental 
specialist  for  multi-specialty  building.  Near  all  cultural 
and  recreational  facilities.  30  minutes  to  New  York  City. 
(201)  529-3998. 


OFFICE  SPACE  — Teaneck  — Rental  fully  equipped,  4 or  5 
rooms,  1 '/2  baths.  $550-600  monthly  with  utilities.  Also 
available  above,  studio  apartment,  $350  monthly.  Option  to 
buy.  Call  (201  >837-3312. 


OFFICE  SPACE— Westfield— Medical  office,  centrally 
located.  8 rooms;  large  waiting  room  and  nurses'  station, 
3 exam,  consultation,  x-ray  in  shielded  room,  darkroom, 
2 baths.  Newly  furnished  and  decorated.  Installed  music. 
On-premises  parking.  Call  (201 ) 267-51 19. 


GENERAL  SURGEON 

Good  opportunity  for  surgeon  to  open  private 
practice  in  Northern  industrial  New  Jersey  com- 
munity and  quickly  develop  excellent  practice. 
Hospital  Administration,  Trustees  and  practicing  phy- 
sicians willing  to  provide  help  and  support  for 
needed  well  trained  general  surgeon  to  establish 
private  practice  in  this  area. 

Write:  Box  No.  22 

c/o  THE  JOURNAL 
3 1 5 West  State  Street 
Trenton,  NJ.  08618 


FOR  SALE 

Large  Industrial  Medicine  practice,  estab- 
lished over  45  years  in  Jersey  City.  Located  in 
house  with  rental  apartment  above  in  excellent 
residential  neighborhood.  Off  street  parking  for 
1 2 cars.  Well  trained  staff  will  stay  if  desired. 

Retiring  but  will  consider  staying  to  aid  in  transi- 
tion. This  is  an  active  practice  with  a large  volume 
and  gross.  Telephone  201-222-3315  or  201- 
542-4433. 
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PLUSH  PROFESSIONAL  OFFICES 

Bergen  County,  New  Jersey 

5300  sq.  ft.,  four  suites  (1200-1400  sq.  ft.)  in  new  build- 
ing, may  be  rented  individually  or  buy  building  for 
investment,  tax  advantage.  Features— w/w  carpeting, 
walnut  panelling,  tv  outlets,  central  air  (each  suite  on 
separate  rooftop  unit)  gas-fired  hot  water  heat,  wheel- 
chair accessible.  Call  or  write: 

Allen  L.  Shulman 
1 52  Market  Street 
Paterson,  New  Jersey  07505 
(201)  525-3396 


OCEAN  COUNTY 

5 Miles  South  of  Toms  River 
NOW  RENTING 

NEW  MEDICAL  AND  DENTAL  ARTS  BUILDING 
GROUND  LEVEL,  1 400  sq.  ft.  (may  subdivide) 

General  Dentist  located  in  building 
Excellent  for  Group  or  Solo  practice 

For  more  information 
CALL  (609)  693  6524 


UIBRARY 


CHOICE  SUITE 
Fair  Lawn 


NOV  1 
MEW  YORK 

OF  ME 


7 1977 

academy 

blCINE 


860  foot  suite  in  modern  professional  build- 
ing, Fair  Lawn,  opposite  Fair  Lawn  Memorial 
Hospital. 

Ideal  location  near  several  open  staff  hos- 
pitals. Multi-specialty  building  with  owner- 
occupant.  Generous  on-site  parking. 

Joachim  Oppenheimer,  M.D. 

1 1 26  Saddle  River  Road 
Fair  Lawn,  New  Jersey  0741 0 
(201)  796  9200 


IDEAL  OFFICE  LOCATION 

TRENTON 

1600  sq.  ft.  modern,  fully  carpeted,  air-conditione 
parking,  in  clean  Polish-American  neighborhood 
need  of  a general  practitioner  due  to  recent  loss  o 
local  physicians.  Located  2 V2  blocks  north  of  He 
Fuld  Medical  Center. 

Information: 

Lillian  Simon 
9 1 8 Brunswick  Ave. 

Trenton,  N.J.  08618 
or:  (609)  883  2198 


OFFICE  SPACE 

Matawan,  Monmouth  County,  Central 
New  Jersey 

Located  in  busy  professional  building.  600  sq.  ft. 
office  space.  Will  alter  to  suit  tenant. 

For  further  information  call:  (201 ) 566-2396. 
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EHIND  EVERY  CAPSULE  OF 

LIBRIUM  ® 

chlordiazepoxide  HCI/Roche 

ARE  THESE  AND  OTHER 
ROCHE  SERVICES: 


INFORMATION. 


RETRIEVE,  the  Roche 
computer  literature 
retrieval  system,  provides 
quick  access  to  more  n 

[ than  15,000  published 

pers  on  Librium  (chlordiazepoxide  HC1) 
d other  Roche  products. 


CONSULTATION. 

An  active  Professional 
Services  Department  to 
answer  any  inquiries  on 
Librium  and  other  Roche 
products  and  services. 


fore  prescribing,  please  consult  complete 
sduct  information,  a summary  of  which 
lows: 

lications:  Relief  of  anxiety  and  tension 
curring  alone  or  accompanying  various 
sease  states. 

intraindications:  Patients  with  known 
persensitivity  to  the  drug, 
arnings:  Caution  patients  about  possible 
imbined  effects  with  alcohol  and  other 
slS  depressants.  As  with  all  CNS-acting 
ugs,  caution  patients  against  hazardous 
cupations  requiring  complete  mental 
ertness  (e.g.,  operating  machinery,  driv- 
g).  Though  physical  and  psychological 
‘pendence  have  rarely  been  reported  on 
commended  doses,  use  caution  in  ad- 
inistering  to  addiction-prone  individuals 
those  who  might  increase  dosage;  with- 
•awal  symptoms  (including  convulsions), 
Mowing  discontinuation  of  the  drug  and 
milar  to  those  seen  with  barbiturates, 
we  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

recautions:  In  the  elderly  and  debilitated 
nd  in  children  over  six,  limit  to  smallest 
ffective  dosage  (initially  10  mg  or  less  per 
ay)  to  preclude  ataxia  or  oversedation,  in- 


EMERGENCY. 

Physicians  and  pharma- 
cists are  available 
24  hours  a day  to  assist 
you  in  the  event  of  a 
medical  emergency.  The 

number  to  call  is  201-235-2355. 

YOUR  ROCHE 
REPRESENTATIVE 

Is  always  ready  to 
help  you  get  the 
most  out  of  the  many 
benefits  offered  to 

you  by  Roche  Laboratories. 


5 mg,  10  mg,  25mg  capsules 

Libritabs®  (chlordiazepoxide) 
available  in  5 mg,  10  mg,  25  mg  tablets 

creasing  gradually  as  needed  and  tolerated. 
Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotro- 
pics seems  indicated,  carefully  consider  in- 
dividual pharmacologic  effects,  particularly 
in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagu- 
lation have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  St 


the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregu- 
larities, nausea  and  constipation,  extrapy- 
ramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  con- 
trolled with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests  advis- 
able during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  max- 
imum beneficial  effects.  Oral— Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or 
10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10.  Libritabs® 
(chlordiazepoxide)  Tablets,  5 mg,  10  mg 
and  25  mg— bottles  of  100  and  500.  With 
respect  to  clinical  activity,  capsules  and 
tablets  are  indistinguishable. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 

Please  see  following  page. 
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Under  The  Medical  Society  of  New  Jersey 

Endorsed  Insurance  Plans 


NEW  HIGHER 
LIMITS 

$4600  Monthly  Accident  and  Health 

TAX  DEDUCTIBLE 
PREMIUM 

$5,000  Professional  Overhead  Expense  Plan 

INCREASED 
FROM  $150,000 

$250,000  Term  Life  Insurance 

$250,000 

COVERAGE 

Quarter-Million-Dollar  Major  Expense  Plan 

HIGH  LIMITS— 

$200,000  Six  Point  High-Limit,  Accidental 

LOW  COSTS 

Death,  Dismemberment,  Total  Disability 

EXTRA  MONEY 
WHEN  HOSPITALIZED 

$60  a day  Hospital  Money-Indemnity  Plan 

$7500—15% 

$7500  Tax-deductible  KEOGH  Plan  and 
Corporate  Master  Plan 

CHECK  THIS  LIST  AGAINST  YOUR  COVERAGES  . . . ASK  FOR  FREE 
NO-OBLIGATION  INFORMATION  ABOUT  THE  NEW  MONEY-SAVING  PL/> 


E.  & \\.  IJI.WkSTEEV  AGENCY,  I\C. 


E.  & W.  BLANKSTEEN 


75  MONTGOMERY  STREET  • JERSEY  CITY,  N.J  07302 
(201)  333-4340 


THREE-IN-ONE 
THERAPY 
AGAINST  TO 


Neosporin 

Ointment 


(Polymyxin  B- Bacitracin-Neomycin) 


eomycin 

iphylococcus 

emophilus 

’bsiella 

robader 

'herichia 

)teus 

ynebacterium 

eptococcus 

euniococcits 


Bacitracin  Polymyxin  B 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 


Staphylococcus 

Corynebaderium 

Streptococcus 

Pneumococcus 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


'itm  overlapping  antibacterial  action  of 

sporin * Ointment  (polymyxin  B-baritracin-neoniycim. 


leosporin 

>intment 

ilymyxin  B- Bacitracin-Neomycin) 

i gram  contains-  Aerosporin'  brand  Polymyxin  B 
ite  5,000  units;  zinc  bacitracin  400  units;  neomycin 
ite  5 mg  (equivalent  to  3.5  mg  neomycin  base); 

:ial  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz 
1/32  oz  (approx  ) foil  packets 
tNING:  Because  of  the  potential  hazard  of  nephro- 
:ity  and  ototoxicity  due  to  neomycin,  care  should  be 
cised  when  using  this  product  in  treating  extensive 
is,  trophic  ulceration  and  other  extensive  conditions 
re  absorption  of  neomycin  is  possible.  In  burns 
re  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin  The  manifestation  oi  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML 
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When 


impotence 

androgenic  deficiency 
is  driving  them  apa 


due  to 


Android- 5 
Android- 10 
Android'-  25 


Tabs 


Methyltestosterone  U.S.P.  - 5,  10,  25  mg. 


New  Double-Blind  Study 
ANDROID-25  vs.  Placebo* 


* WRITE  FOR  REPRINT:  R B Greenblatt,  M D.;  R Withermgton,  M D ; I.  B 
Sipahioglu,  M O Hormones  lor  Improved  Sexuality  in  the  Male  and  Female 
Climacteric.  Drug  Therapy,  Sept.  1976. 

Is  there  a true  aphrodisiac?  How  effective  are  androgens  in  the  management  of  the 
male  climacteric  and  male  impotence7  Article  discusses  the  psychophysiological  and 
hormonal  changes  in  the  elderly  male  and  female  and  therapeutic  considerations 
The  effectiveness  of  methyltestosterone  in  the  management  of  male  impotence  was 
confirmed  by  a cross-over,  double-blind  study  using  a placebo  and  Android-25 


(methyltestosterone  25  mg  ).  on  20  males.  50  years  of  age  or  older  who  complained  of 
secondary  impotence  Patients  received  a series  of  placebo  then  Android-25,  or 
Android-25  then  placebo  as  follows  1 tablet/30  days;  2 tablets/30  days;  3 tablets/30 
days.  Sexual  response  was  evaluated:  0 = nochange.  + = 25%  improvement;  + + = 
50%  improvement.  + + + = 75%  improvement.  Placebo  effectiveness  was  + or  ++  in 
12.7%  of  trials.  Android-25  elicited  a+,+-i-or-t--i--i-  response  in  47.2%  of  trials. 
There  was  often  a dose  related  response  not  observed  with  the  placebo  This  effect 
was  not  observed  in  younger  patients  (age  28-45  years) 


DESCRIPTION:  Methyltestosterone  is  1 7/f  Hydroxy- 
17-Methylandrost-4-en-3-one  ACTIONS:  Methyltesto- 
sterone is  an  oil  soluble  androgenic  hormone 
INDICATIONS:  In  the  male:  1.  Eunuchoidism  and 
eumchism  2 Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency  3 Impotence  due  to 
androgenic  deficiency.  4.  Post-puberal  cryptochidism 
with  evidence  of  hypogonadism  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SGOT  levels,  have 
been  reported  after  Methyltestosterone  These  changes 
appear  to  be  related  to  dosage  of  the  drug  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention.  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease  In  treating  males  for  symptoms  of  climacteric, 


avoid  stimulation  to  the  point  of  increasing  the  nervous, 
mental,  and  physical  activities  beyond  the  patient's 

cardiovascular  capacity  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast  Contraindicated  in  the  presence  of  severe  liver 
damage  WARNINGS:  If  priapism  or  other  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
ejaculatory  volume  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development  Hypersensitivity  and  gynecomastia  may 
occur  rarely  PBI  may  be  decreased  in  patients  taking 
androgens  Hypercalcemia  may  occur,  particularly  during 
therapy  for  metastatic  breast  carcinoma  If  this  occurs, 
the  drug  should  be  discontinued  ADVERSE 


REACTIONS:  Cholestatic  jaundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma. 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia. 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
requirements  Daily  requirements  are  best  administered 
in  divided  doses  The  following  is  suggested  as  an 
average  daily  dosage  guide  In  the  male:  Eunuchoidism 
and  eunuchism.  10  to  40  mg  . Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency,  10  to  40  mg 
Postpuberal  cryptorchism,  30  mg  REFERENCE:  Robert 
B.  Greenblatt.  M.D..  and  D.  H.  Perez,  M.D.:  The 
Menopausal  Syndrome.'  Problems  of  Libido  in  the 
Elderly,  pp  95-101  Medcom  Press.  N Y . 1974  HOW 
SUPPLIED:  5,  10,  25  mg  in  bottles  of  60.  250  Rx  only. 


(BlwHWJfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  Sixth  Street,  Los  Angeles.  California  90057 
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cessively  or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs,  irrespective  of 
cause,  are  dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nause 
and  vomiting.  Hypokalemia  may  develop,  especially  with  brisk  diuresis 
in  severe  cirrhosis,  with  concomitant  corticosteroid  or  ACTH  therapy,  o 
with  inadequate  oral  electrolyte  intake.  Hypokalemia  can  sensitize  or 
exaggerate  response  of  heart  to  toxic  effects  of  digitalis  (e  g.,  increasei 
ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements,  such  as  foods  with  a high  potassium  con- 
tent. Any  chloride  deficit  is  generally  mild  and  usually  does  not  require 
specific  treatment  except  under  extraordinary  circumstances  (as  in 
liver  disease  or  renal  disease).  Dilutional  hyponatremia  may  occur  in 
edematous  patients  in  hot  weather;  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt  except  in  rare  instances 
when  the  hyponatremia  is  life  threatening.  In  actual  salt  depletion,  ap- 
propriate replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients.  Insulin  requirements  in  diabetic  patients  may  be  increased, 
decreased,  or  unchanged,  latent  diabetes  mellitus  may  become 
manifest.  Thiazides  may  increase  responsiveness  to  tubocurarine. 
Antihypertensive  effects  of  the  drug  may  be  enhanced  in  post- 
sympathectomy patients.  May  decrease  arterial  responsiveness  to 
norepinephrine;  this  diminution  is  not  sufficient  to  preclude  effective- 
ness of  the  pressor  agent  for  therapeutic  use.  If  progressive  renal  im- 


Contraindications:  Anuria;  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs. 

Warnings:  Use  with  caution  in  severe  renal  disease.  In  patients  with 
renal  disease,  thiazides  may  precipitate  azotemia.  Cumulative  effects 
may  develop  in  patients  with  impaired  renal  function.  Use  with  caution 
in  patients  with  impaired  hepatic  function  or  progressive  liver  disease, 
since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma.  May  add  to  or  potentiate  action  of  other  antihyperten- 
sive  drugs;  potentiation  occurs  with  ganglionic  or  peripheral  adrenergic 
blocking  drugs.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possibility  of  exacerbation 
or  activation  of  systemic  lupus  erythematosus  has  been  reported.  Lith- 
ium generally  should  not  be  given  with  diuretics  because  they  reduce 
its  renal  clearance  and  add  a high  risk  of  lithium  toxicity.  Read  circu- 
lars for  lithium  preparations  before  use  of  such  concomitant  therapy. 
Use  in  Pregnancy:  Thiazides  cross  placental  barrier  and  appear  in  cord 
blood;  in  pregnancy,  weigh  anticipated  benefit  against  possible  haz- 
ards to  fetus,  including  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  that  have  occurred  in  adults. 
Nursing  Mothers  Thiazides  appear  in  breast  milk;  if  use  of  drug  is 
deemed  essential,  patient  should  stop  nursing. 

Precautions:  Perform  periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance.  Observe  all  patients  for  clinical 
signs  of  fluid  or  electrolyte  imbalance,  namely,  hyponatremia,  hypo- 
chloremic alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte  de- 
terminations are  particularly  important  when  patient  is  vomiting  ex- 
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airment  becomes  evident,  consider  withholding  or  discontinuing 
luretic  therapy.  Thiazides  may  decrease  serum  PBI  levels  without 
gns  of  thyroid  disturbance  Calcium  excretion  is  decreased  by 
nazides.  Pathologic  changes  in  the  parathyroid  gland  with  hyper- 
alcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
n prolonged  therapy;  thiazides  should  be  discontinued  before  testing 
>r  parathyroid  function. 

Averse  Reactions:  Gastrointestinal  System— Anorexia;  gastric  ir- 
tation;  nausea;  vomiting;  cramping,  diarrhea;  constipation;  jaundice 
ntrahepatic  cholestatic  jaundice);  pancreatitis;  sialadenitis. 
lentral  Nervous  System— Dizziness;  vertigo;  paresthesias;  headache; 
lanthopsia 

lematologic— Leukopenia;  agranulocytosis;  thrombocytopenia; 
plastic  anemia 

Cardiovascular — Orthostatic  hypotension  (may  be  aggravated  by 
Icohol,  barbiturates,  or  narcotics). 

hypersensitivity— Purpura;  photosensitivity;  rash;  urticaria;  necrotizing 

(ngiitis  (vasculitis)  (cutaneous  vasculitis);  fever;  respiratory  distress 
icludmg  pneumonitis;  anaphylactic  reactions. 
t)ther— Hyperglycemia;  glycosuria;  hyperuricemia;  muscle  spasm; 
weakness;  restlessness;  transient  blurred  vision. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage 
should  be  reduced  or  therapy  withdrawn 

■tote:  When  used  with  other  antihypertensive  drugs,  careful  observa- 
rons  for  changes  in  blood  pressure  must  be  made,  especially  during 
nitial  therapy  Dosage  of  other  antihypertensive  agents  must  be 


reduced  by  at  least  50  percent  as  soon  as  this  drug  is  added  to  the 
regimen.  As  blood  pressure  falls  under  the  potentiating  effect  of  this 
agent,  further  reduction  in  dosage,  or  even  discontinuation,  of  other 
antihypertensive  drugs  may  be  necessary. 

How  Supplied:  Tablets  containing  25  mg  hydrochlorothiazide  each  in 
bottles  of  100  and  1000  and  single-unit  packages  of  100;  Tablets  con- 
taining 50  mg  hydrochlorothiazide  each  in  bottles  of  100, 1000,  and 
5000  and  single-unit  packages  of  100;  Tablets  containing  100  mg  hy- 
drochlorothiazide each  in  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD  representative  or 
see  full  prescribing  information.  Merck  Sharp  & Dohme, 

Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 
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EDITORIALS 


Harrold  A.  Murray,  M.D. 
1893-1977 

Doctor  Harrold  A.  Murray,  160th  President 
of  the  Medical  Society  of  New  Jersey  (1952- 
1953),  died  on  Friday,  October  14.  At  the  time 
of  his  death  he  was  residing  in  Sea  Girt,  but  his 
life-long  activities  centered  about  his  native 
city,  Newark,  where  his  funeral  mass  was 
offered  in  the  Church  of  Our  Lady  of  Good 
Counsel  on  October  1 7. 

Doctor  Murray  attended  Barringer  High 
School  and  Seton  Hall  University,  which 
awarded  him  baccalaureate  and  masters 
degrees  in  arts  and  subsequently  (1952)  con- 
ferred upon  him  the  degree  of  Doctor  of  Laws, 
“honoris  causa.”  His  medical  degree  was 
granted  by  the  College  of  Physicians  and 
Surgeons  of  Columbia  University  in  1920. 
Young  Doctor  Murray  interned  at  Newark  City 
Hospital  and  then  pursued  thirteen  years  of 
postgraduate  work  in  pediatrics  at  Mount 
Sinai  Hospital,  New  York  City,  in  association 
with  the  famous  Dr.  Bela  Schick,  who,  in 
1957,  acclaimed  him  as  “Newark's  Prince  of 
Pediatrics.” 

Among  the  first  to  recognize  pediatrics  as  a 
form  of  sociology,  as  well  as  a form  of  medicine, 
Doctor  Murray  was  a diplomate  of  the 
American  Board  of  Pediatrics,  a Fellow  and 
past-District  Chairman  of  the  American 
Academy  of  Pediatrics,  a Fellow  of  the  Ameri- 
can College  of  Physicians,  a Trustee  of  the 
Academy  of  Medicine  of  New  Jersey,  and 
Director  of  Pediatrics  at  St.  Michael’s  Medical 
Center  and  at  St.  James  and  Newark  City 
Hospitals.  He  was  a past-president  of  the 
Essex  County  Medical  Society,  a member  of 
the  Governor’s  Committee  on  Youth,  president 
of  the  New  Jersey  Child  Caring  Group,  and  a 
member  of  the  Boards  of  Trustees  of  the  New 
Jersey  Welfare  Council  and  the  New  Jersey 
Heart  Association. 


His  wife  was  the  former  Beatrice  Sanders  of 
Newark,  who  predeceased  him.  Doctor  Murray 
is  survived  by  three  sons  — Very  Reverend 
Monsignor  Harrold  A.,  John,  and  Michael, 
and  by  two  daughters— Mrs.  Beatrice  Farley 
and  Mrs.  Sara  Grantham. 

“Dynamic”  was  the  word  for  Harrold  Murray, 
in  everything  from  his  widely  ranging  interests 
to  his  zest  for  living  and  for  people.  Keen  of 
mind,  enthusiastic  in  his  energies,  he  embodied 
and  exemplified  those  attributes  indispensable 
for  accomplishment. 

Richard  I.  Nevin 

Season’s  Greetings 

The  editorial  and  business  staffs  of  The  Journal 
offer  season's  greetings  and  wish  the  best,  the 
happiest,  and  the  healthiest  New  Year  to  our 
readers. 

Let  us  hope  that  the  elected  custodians  of  the 
government  of  our  great  nation  will  have  the 
good  sense  to  keep  their  eyes  on  our  economy, 
their  noses  to  the  grindstone,  and  their  gluteus 
muscles  on  the  saddle,  instead  of  playing  foot- 
ball with  the  health  system  of  America. 

Let  us  resolve,  for  the  New  Year,  to  remain 
strong  proponents  of  what  is  right  and  adver- 
saries of  what  is  wrong  for  our  patients.  Let 
us  be  mindful  of  the  economic  limitations  of 
our  patients,  while  providing  unlimited  care 
and  diligence  to  their  health  needs. 

“The  ultimate  strength  of  a controller  (government)  de- 
pends upon  the  strength  of  those  whom  he  (it)  controls.  The 
wealth  of  a rich  man  depends  upon  the  productivity  of  those 
whom  he  controls  through  wealth:  slavery  as  a technique 
in  the  control  of  labor  eventually  proves  nonproductive 
and  too  costly  to  survive.  The  strength  of  a government 
depends  upon  the  inventiveness  and  productivity  of  its 
citizens;  coercive  controls  which  lead  to  inefficient  or 
neurotic  behavior  defeat  their  own  purpose.  An  agency 
which  employs  the  stupefying  practices  of  propaganda 
suffers  from  the  ignorance  and  the  restricted  repertoires  of 
those  whom  it  controls.  A culture  which  is  content  with  the 
status  quo  — which  claims  to  know  what  controlling 
practices  are  best  and  therefore  does  not  experiment  — may 
achieve  a temporary  stability  but  only  at  the  price  of 
eventual  extinction.”  B.F.  Skinner 

As  an  honorable  profession,  let  us  resolve  to 
remain  strong,  inventive,  productive,  stable, 
and  united.  A.K. 
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The  Myth  of  the 
Free  Lunch 

In  the  first  third  of  this  century  there  existed  a 
phenomenon  with  which  most  of  us  in  the  mid- 
dle years  or  older  are  familiar.  It  was  called 
the  “free  lunch”  and  it  was  obtained  in  the 
neighborhood  saloon.  Characteristically,  the 
working  man  stopped  in  at  the  corner  bar  for  a 
glass,  mug,  or  pitcher  of  beer  (depending  on  the 
size  of  his  thirst)  at  the  noon  hour  and  to  par- 
take of  the  comestibles  which  were  close  at  hand 
at  the  end  of  the  bar.  The  assortment  of  hard- 
boiled  eggs,  pieces  of  herring,  sliced  meat,  and 
other  delicacies  resembled  nothing  less  than  a 
delightful  smorgasbord  (according  to  a distant 
mental  image).  Although  the  beer  was  cheap 
by  today’s  standards  the  lunch  was  cheaper  — 
it  was  free!  But  was  it  really  free? 

If  one  gives  a little  thought  to  the  situation,  the 
combination  of  beer  and  free  edibles  has  a 
strange  resemblance  to  today’s  free  school 
lunch  program,  the  food  stamp  program,  aid 
to  unwed  mothers,  and  very  likely  to  the  na- 
tional health  insurance  programs  of  the  future. 
Government  representatives  would  like  the 
voters  to  believe  that  the  “free  lunch”  does  exist 
and  perhaps  it  does  for  some  of  the  recipients 
of  such  aid.  The  following  quotation*  concisely 
summarizes  the  fallacy  of  this  fable,  however: 

“A  natural  part  of  human  nature,  it  seems,  is 
the  unquenchable  desire  to  get  something  for 
nothing.  The  fact  that  you  don’t  pay  for  a lunch 
doesn’t  make  it  free.  Somebody  picks  up  the 
tab  — and  that’s  why  government  handouts  are 
as  spurious  as  free  lunches.  Government  is  never 
a source  of  material  goods.  Everything  pro- 


duced is  produced  by  the  people.  Everything  the 
government  gives  to  people  it  first  must  take 
from  them.  The  only  money  the  government 
has  to  spend  is  that  taxed  or  borrowed  out  of 
the  people’s  earnings.  When  government  de- 
cides to  spend  more  than  it  gets  in  this  way,  the 
extra  unearned  money  must  be  created  out  of 
thin  air  via  the  printing  press.  This  devaluation 
is  called  inflation  and  it’s  the  tab  we  all  pick  up 
when  we  allow  government  to  sell  us  the  myth 
of  the  ‘free  lunch.’  ” 

In  the  old  days,  the  price  of  the  beer  was  enough 
to  pay  for  the  “free  lunch,”  the  sodium  content 
of  which  was  high  enough  to  assure  a grand 
thirst  and  a large  consumption  of  the  brew  of 
the  hops.  Nevertheless,  the  barkeeper  and  the 
customer  both  ended  up  happy;  the  former 
made  a nice  profit  and  the  latter  had  a full 
stomach  and  his  “free  lunch.” 

National  health  insurance  never  will  be  a “free 
lunch,”  in  fact,  some  predict  its  recipients  may 
find  it  unpalatable  — both  to  the  stomach  and  to 
the  pocketbook.  That  it  will  be  expensive  one 
can  have  no  doubt.  That  it  will  serve  the  needs 
of  our  patients  one  can  have  grave  doubts. 

If  free  health  care  is  part  of  that  “unquenchable 
desire  to  get  something  for  nothing,”  American 
Medicine  has  a big  job  cut  out  for  it.  The  “free 
lunch”  of  the  saloon  of  the  20's  and  30's  is  gone 
without  a trace.  The  present  government's  con- 
cept of  the  “free  (health  care)  lunch,”  if  enacted, 
may  stick  in  the  craw  of  the  American  public 
forever.  A.  K. 


*“Why  There’s  No  Such  Thing  As  a Free  Lunch.”  Success 
Unlimited.  Chicago,  July  1977.  Republished  courtesy  of 
AMWAY  Corporation. 


Co\er  Photo 

The  cover  photo,  “Town  of  Rancocas  — Winter  1976”  was  provided  by  John  L.  Krause,  Jr., 
M.D.,  plastic  surgeon.  Cherry  Hill,  a member  of  our  Camden  County  Medical  Society.  Dr. 
Krause  is  an  accomplished  medical  and  nature  photographer,  as  well  as  a lecturer  on  these 
subjects. 
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consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasodilator 


(POSTERIOR  VIEW  OF  PANCREAS) 


» interference  in  the  management  of  the  diabetic  patient  has  been  reported  with 


IfASODILAN 

(ISOXSUFRINEHCI) 

the  compatible  vasodilator  TABLETS,  20  mg. 


•Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences- 
National  Research  Council  and/or  other  information,  the  FDA  has  classified  the  indi- 
cations as  follows 
Possibly  Effective 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 
2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  thromboangiitis 
obliterans  (Buerger's  Disease)  and  Raynaud's  disease 
Final  classification  of  the  less-than-effective  indications  requires  further  investigation 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg 
/asodilan  injection,  isoxsuprine  HCI,  5 mg , per  ml 


Dosage  and  Administration:  Oral  10  to  20  mg  , three  or  four  times  daily 
Intramuscular:  5 to  10  mg  ( 1 or  2 ml.)  two  or  three  times  daily.  Intramuscular  adminis- 
tration may  be  used  initially  in  severe  or  acute  conditions. 

Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral  use 
when  administered  in  recommended  doses  Should  not  be  given  immediately  postpartum 
or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood  of  side 
effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has  been  asso- 
ciated in  time  with  the  occurrence  of  hypotension,  tachycardia,  nausea,  vomiting 
dizziness,  abdominal  distress,  and  severe  rash.  If  rash  appears  the  drug  should  be 
discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions  with 
isoxsuprine.  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypotension  and 
tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses  For  these  reasons 
single  intramuscular  doses  exceeding  10  mg  are  not  recommended  Repeated  adminis- 
tration of  5 to  10  mg  intramuscularly  at  suitable  intervals  may  be  employed 
Supplied:  Tablets,  10  mg.,  bottles  of  100.  1000,  5000  and  Unit  Dose.  Tablets.  20  mg., 
bottles  of  100,  500.  1000,  5000  and  Unit  Dose:  Injection,  10  mg  per  2 ml.  ampul,  box  of 
six  2 ml.  ampuls.  U S Pat  No  3,056.836 
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A private  psychiatric  hospital  for: 


Adolescents 

Fair  Oaks  offers  a specialized  treatment  unit  for  adolescents.  Interpersonal  dif- 
ficulties are  addressed  through  the  therapeutic  community  while  individual,  group 
and  family  therapy  focus  on  internal  or  long-term  conflict  and  tensions.  Certified 
tutors  enable  adolescents  to  continue  their  studies. 


Adults 

The  adult  program  offers  a variety  of  treatment  methods  and  specialized  units 
ranging  from  a therapeutic  community  which  includes  individual,  group  and  family 
therapy  to  a crisis  intervention  unit  serving  those  needing  close  supervision. 


Alcohol  and  Sedative  Dependent  Persons 

The  One  Day  at  a Time  Unit  offers  treatment  to  persons 
dependent  on  alcohol  or  sedatives  through  a 28-day 
program  of  physical  stabilization,  counseling  and 
introduction  to  continuing  supports  such  as 
Alcoholics  Anonymous. 

Fair  Oaks  hospital 


19  Prospect  Street 
Summit,  New  Jersey  07901 


(201)  277-0143 


Would  You  Like  To  Increase  Your  Tax  Deductible 
Keogh  Contribution  By  Up  To  40%?* 

call 

American  National  Bank  & Trust  of  New  Jersey 

65  Madison  Avenue 
Morristown,  New  Jersey 
(201)  285-2167 

*0ur  defined  benefit  Keogh  Plan  allows  participants  from  35  to  60  to  increase  their  contributions. 


ORIGINAL  ARTICLES 


To  extend  the  potential  life-saving  capabilities  of  I A BP  with  emergency  cardiac 
surgery  to  the  entire  population  of  patients  afflicted  with  coronary  artery  disease, 
closer  relations  between  the  community  hospital  and  a major  medical  center  are 
required.  The  ability  to  transport  a patient  during  uninterrupted  inlra-aortic  balloon 
pumping  is  but  one  such  method  of  maintaining  closer  ties  between  such  institutions. 

The  result  is  improved  patient  care  and  salvage. 

Intra-Aortic  Balloon  Counterpulsation 
in  Community  Hospital* 

Interface  with  Open-Heart  Centers  and 
Description  of  a Patient  Transport  System 


Ronald  M.  Abel,  M.D., 

V.  A.  Subramanian,  M.D., 

J.  C.  McCabe,  M.D.,  and 

William  A.  Gay,  Jr.,  M.D.,  New  York 

The  mortality  rate  for  severe  cardiogenic  shock 
following  acute  myocardial  infarction  remains 
exceedingly  high,  particularly  in  patients  re- 
fractory to  augmentation  of  left  ventricular 
filling  pressure  utilizing  pulmonary  arterial 
wedge  pressure  monitoring  and  failure  of  an 
early  response  to  cardiac  pressor  agents.12  3-4 
The  use  of  intra-aortic  balloon  pumping  (I ABP) 
in  patients  with  cardiogenic  shock  alone5- 6- 7 
and  in  patients  with  acute  papillary  muscle  rup- 
ture, ventricular  septal  perforation,  refractory 
ventricular  arrhythmias,  or  persistent  isch- 
emia8-9-10  has  been  shown  to  bring  about  an 
immediate  hemodynamic  improvement  in  a 
majority  of  such  patients.  The  role  of  IABP 
alone  is  limited,  however,  in  that  temporary 
circulatory  support  by  this  method  is  re- 
sponsible for  only  a small  percentage  of  long- 
term survivors  who  become  hemodynamically 
stable  independent  of  counterpulsation.11  12  The 
overwhelming  majority  of  patients  placed  on 
IABP  counterpulsation  remain  dependent  on 
this  circulatory  support,  and,  therefore,  early 
coronary  angiography  and  left  ventriculog- 
raphy followed  by  palliative  cardiac  surgery 
becomes  the  only  hope  for  patient  survival.11-12 
Employing  this  aggressive  approach  in  “Class 
IV”  cardiogenic  shock  in  patients  who  hereto- 
fore were  faced  with  a 100  percent  mortality 
rate  resulted  in  acute  patient  survival  rates  as 


high  as  37  percent  and  late  survival  (one  to 
three  years)  of  29  percent.8 

The  institution  of  such  a program  requires 
demanding,  time-consuming,  heroic  efforts  by  a 
large,  multidisciplinary  team  in  a large  medical 
center  capable  not  only  of  managing  patients 
requiring  IABP,  but  with  cardiac  catheteriza- 
tion laboratory  and  open-heart  surgical  facili- 
ties. Because  of  the  economic  and  personnel 
limitations  implicit  in  the  magnitude  of  such  a 
program,  the  community  hospital  obviously 
has  been  limited  in  its  capacity  to  deliver  this 
type  of  care. 

For  these  reasons,  a pilot  project  was  initi- 
ated in  1973  at  the  Salem  Hospital,  Salem, 
Massachusetts,  a 360-bed  community  hospital 
forty  minutes  away  from  the  Massachusetts 
General  Hospital  in  Boston,  where  an  active 
IABP  program  had  been  established  several 
years  earlier.13  With  the  use  of  a patient  trans- 
port vehicle  modified  to  carry  a patient  safely 
during  uninterrupted  IABP,  six  patients  of  the 
first  sixteen  IABP  patients  at  the  Salem  Hos- 
pital were  transferred  for  open-heart  surgery; 
four  of  them  survived.  The  program  has  now 
expanded  in  the  greater  Boston  area  to  include 
at  least  three  additional  community  hospitals. 


•From  the  Department  of  Cardiothoracic  Surgery,  New 
York  Hospital  — Cornell  Medical  Center.  This  paper  was 
read  before  the  joint  Sections  on  Cardiovascular  Diseases, 
Family  Practice,  and  Medicine,  211th  Annual  Meeting, 
the  Medical  Society  of  New  Jersey,  May  15,  1977,  Atlantic 
City.  Reprints  may  be  requested  of  Dr.  Abel  at  525  East 
68th  Street,  New  York  10021 . 
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three  open-heart  centers,  and  four  ambulance 
companies  capable  of  managing  this  type  of 
patient  transport. 

The  following  report  describes  the  institution  of 
a similar  program  in  the  metropolitan  New 
York  City  area  which  was  instituted  in  Novem- 
ber, 1975,  and  the  logistics  involved  with  suc- 
cessful IABP  and  transport  of  the  first  two 
patients  in  this  program. 

Procedures  at  The  New  York  Hospital- 
Cornell  Medical  Center 

Counterpulsation  is  managed  with  the  Avco 
bidirectional  intra-aortic  balloon  pump  system. 
Balloon  pump  catheters  generally  are  inserted 
under  local  anesthesia  either  in  the  surgical 
intensive  care  unit  under  emergency  conditions, 
or  in  the  operating  room  if  time  and  hemo- 
dynamic status  of  the  patient  permit.  The 
procedure  (usually  performed  by  the  senior 
surgical  house  staff)  consists  of  wide  exposure 
of  the  proximal  common  femoral  artery 
(Figure  1).  Following  intravenous  injection  of 
7500  units  of  heparin,  a vertical  arteriotomy 
is  performed  as  high  in  the  common  femoral 
artery  as  possible.  (Figure  2).  A balloon  pump 
catheter  of  appropriate  size  (20,  30,  or  40  ml. 
capacity)  is  gently  inserted  (Figure  3)  into  the 
aorta  so  that  the  tip  is  just  below  the  left  sub- 
clavian artery,  as  judged  by  appearance  on 
plain  antero-posterior  chest  roentgenogram  or 
fluoroscopy.  (Figure  4).  The  catheter  is  fixed  by 
an  end-to-side  anastomosis  to  the  common 
femoral  artery  with  a 10  to  12  mm.  woven 
Dacron®  or  Teflon®  vascular  graft  through 
which  the  catheter  passes;  this  maintains  flow 
through  the  lower  extremity. 

Following  a period  of  hemodynamic  stability 
and  independence  from  IABP  support,  the 
pump  catheters  are  removed  under  local 
anesthesia  by  re-opening  the  incision,  passing 
balloon-tipped  embolectomy  catheters  proxi- 
mally  and  distally  (Figure  5)  to  assure  the 
absence  of  thrombotic  material,  and  the  excess 
graft  material  trimmed  away.  The  technical 
management  of  intra-aortic  balloon  pumping 
in  these  patients  is  by  the  cardiothoracic 
surgical  house  staff  and  by  the  surgical  inten- 
sive care  unit  nurses,  who  have  undergone  a 


program  of  training  within  The  New  York 
Hospital. t 


Figure  / — Surgical  anatomy  of  the  common  femoral  ves- 
sels during  intra-aortic  balloon  pumping  catheter  inser- 
tion. A high  vertical  incision  should  be  made  directly  over 
the  common  femoral  artery  to  assure  as  proximal  location 
in  the  vessel  as  possible  of  the  balloon  pump  catheter. 

Ambulance  Transport  Team 

Patients  in  cardiogenic  shock  are  transported 
to  The  New  York  Hospital  by  a team  of  para- 
medics trained  in  cardiopulmonary  resuscita- 
tion techniques.  The  paramedics,  who  also  have 
attended  basic  courses  in  intra-aortic  balloon 
pumpingt,  remain  in  constant  radio  contact 
with  the  hospital  during  patient  transfer  and 
convey  electrocardiographic  tracings  tele- 
metrically  to  the  hospital.  A senior  attending 
surgeon  and  surgical  resident  also  may  proceed 
out  with  the  paramedic  team  if  necessary. 

Transport  Vehicle 

The  vehicle  presently  utilized  is  a 27-foot  mobile 
home  with  a rear  door  converted  with  a fold-up 

tKindly  provided  by  Mr.  Jerry  Cicciu.  Avco  Medical  Prod- 
ucts, Everett,  Massachusetts. 
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ramp  and  electric  winch.  Hewlett-Packard 
monitoring  equipment  consisting  of  three 
pressure  transducers  and  electrocardiogram. 
7.5  KW  generator  for  AC  power,  a sink  with 
hot  and  cold  water,  ample  room  for  a full-sized 
hospital  bed,  volume-regulated  respirator, 
defibrillator,  air  conditioner,  two  independent 
heating  units,  two-way  radio,  and  a refrigerator, 
in  addition  to  the  standard  resuscitation  equip- 
ment and  drugs. 


N 


Figure  2 — Location  of  the  vertical  arteriotomy  in  the 
proximal  common  femoral  artery. 


Community  Hospital  Procedures 

In  community  hospitals  with  current  balloon- 
pumping capacity,  suitable  patients  (Case  #1 ) 
are  placed  on  IABP  and  transported  when 
stable  and  deemed  to  be  acceptable  for  further 
study  and  treatment.  These  patients  then  are 
transported  on  a semi-elective  time  schedule, 
since  hemodynamic  stability  already  has  been 
obtained  at  the  primary  hospital. 

In  the  hospital  setting  in  which  IABP  is  not 
presently  available  (Case  #2)  and  the  patient  is 
deemed  too  unstable  to  transport  by  conven- 
tional ambulance,  the  IABP  team,  with  the 
equipment  required  for  emergency  IABP  in- 
sertion, proceeds  to  the  community  hospital 


emergency  ward  or  coronary  care  unit.  Al- 
though far  less  desirable,  this  type  of  arrange- 
ment is  considered  feasible  in  certain  instances 
in  which  circulatory  support  is  absolutely  re- 
quired in  order  to  achieve  safe  patient  trans- 
port. 

The  following  two  case  reports  summarize  the 
first  such  patients  transported  successfully 
during  uninterrupted  IABP  by  both  of  the 
methods  described.  The  results  of  the  entire 
pilot  study  also  are  presented. 

Case  Reports 

Case  #/  — A fifty-four  year  old  man  developed  acute  an- 
terior chest  pain  radiating  to  both  arms  while  attempting  to 
climb  a hill.  On  admission  to  a community  hospital  a diag- 
nosis of  acute  diaphragmatic  myocardial  infarction  was 
made  and  supportive  measures  were  instituted.  Within 
twelve  hours  the  patient  became  oliguric  and  hypotensive 
and  required  intravenous  infusions  of  fluid,  norepinephrine, 
and  dopamine  in  moderate  to  high  doses.  Within  another 
twelve  hours,  however,  progressive  oliguria,  disorientation, 
arterial  hypotension  in  the  range  of  60mm  Hg.  developed 
despite  large  doses  of  catecholamines,  therefore  an  intra- 
aortic balloon  pump  was  inserted  and  counterpulsation 
initiated.  Although  the  patient's  mean  blood  pressure  stabil- 
ized at  100mm.  Hg.  he  became  anuric  and  mentally  ob- 
tunded  with  cold  and  clammy  extremities. 


; 


Figure  3 -Passage  of  the  deflated  balloon  pump  catheter 
into  the  common  femoral  artery  through  a 10mm.  woven 
dacron  vascular  prosthesis. 
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Figure  4 — Completed  anastomosis  of  the  dacron  prosthesis 
to  the  common  femoral  artery.  The  insets  show  proper 
location  of  the  tip  of  the  balloon  pump  catheter  (upper 
right)  hemodynamic  consequences  of  institution  of  balloon 
pumping  on  peripheral  arterial  pressure  and  pulmonary 
artery  wedge  pressure  (upper  left),  and  the  balloon  pump 
console  utilized  (lower  left). 

After  consultation  with  members  of  the  cardiothoracic 
service  at  The  New  York  Hospital,  it  was  elected  to  transfer 
the  patient  by  means  of  the  “Intensive  Heart  Care  Module” 
for  coronary  arteriography  and  possible  surgical  interven- 
tion. Just  prior  to  transfer,  however,  abdominal  distension 
with  diffuse  tenderness  and  bloody  diarrhea  were  noted. 

During  transport,  the  patient  was  carefully  monitored  by 
continuous  intra-arterial  blood  pressure  recordings  and 
supportive  therapy  was  maintained  by  the  paramedic  squad. 
Balloon  counterpulsation  was  uninterrupted  between  the 
two  institutions. 

On  admission  to  The  New  York  Hospital  a blood  pressure 
of  90-100  mm.  Hg.,  mean  pulmonary  capillary  wedge 
pressure  of  14-18  mm.  Hg.,  and  normal  sinus  rhythm  were 
noted.  Abdominal  examination  revealed  absent  bowel 
sounds  with  rebound  tenderness.  There  was  gross  blood  in 
the  nasogastric  tube  aspirate  and  bloody  diarrhea  persisted. 
Chest  x-ray  revealed  dilated  small  bowel  loops  with  no 
free  intraperitoneal  air.  Because  of  progressive  respiratory 
insufficiency,  endotracheal  intubation  and  ventilatory 
support  were  instituted.  Cardiac  output  (thermodilution 
technique)  was  3.2  1 /min. 

Following  a brief  period  of  stabilization  during  which  time 
a lower  dosage  of  norepinephrine  plus  an  intravenous  in- 
fusion of  nitroprusside  were  inititated,  the  patient  was 
taken  to  the  cardiac  catheterization  laboratory.  Coronary 
angiography  revealed  a 95  percent  stenosis  of  the  mid- 
portion of  the  right  coronary  artery  with  good  distal  ante- 
grade filling  of  a dominant  vessel.  The  left  coronary  artery 
was  unremarkable  and  left  ventriculography  revealed 
akinesis  of  the  diaphragmatic  left  ventricular  wall. 

He  was  taken  to  the  operating  room  on  the  evening  fol- 
lowing admission  with  a preoperative  diagnosis  of  massive 
diaphragmatic  myocardial  infarction  with  cardiogenic 
shock  and  presumed  mesenteric  vascular  occlusion  with 
bowel  infarction.  A single  aorto-coronary  saphenous  vein 
bypass  graft  was  performed  to  the  distal  right  coronary 


artery.  Following  reversal  of  systemic  heparinization  and 
closure  of  the  chest,  a laparotomy  was  performed.  Sixty 
centimeters  of  the  terminal  ileum  were  found  to  be  necrotic 
and  were  resected  with  a primary  end-to-end  anastomosis. 
The  sigmoid  colon  also  was  necrotic  for  a distance  of 
approximately  six  centimeters  and  was  resected  with  an 
end  colostomy  and  a distal  mucus  fistula  brought  through 
the  skin. 

Postoperatively,  he  remained  in  acute  anuric  renal  failure 
and  required  intermittent  hemodialysis  via  an  arterio- 
venous shunt.  The  intra-aortic  balloon  pump  was  removed 
in  72  hours  because  of  hemodynamic  stability  requiring  no 
additional  inotropic  support.  Because  of  a continued  ob- 
tunded  state  and  respiratory  failure,  a tracheostomy  was 
performed;  the  patient  required  ventilatory  support  for 
approximately  three  weeks.  Total  parenteral  nutrition  was 
initiated  shortly  after  admission  and  was  continued  for  five 
weeks  using  a solution  of  essential  1 -amino  acids  and  hyper- 
tonic dextrose.14-  l6He  was  discharged  from  the  hospital 
eight  weeks  following  admission,  but  required  dialysis  thrice 
weekly  and  a Giordano-Giovanetti  diet.  Within  two  weeks 
following  his  return  home,  daily  urinary  volumes  increased 


Figure  5 — Technique  of  ballon  pump  catheter  removal. 
Using  distal  local  occlusion  of  the  common  femoral  and 
profunda  femoris  arteries,  the  catheter  is  removed  and  a 
large  amount  of  blood  is  allowed  to  purge  through  the  graft 
(upper  panel).  Using  local  occlusion  of  the  distal  vessels  a 
balloon-tipped  embolectomy  catheter  is  first  passed 
proximally  (middle  panel),  and  then  distallv  to  remove 
thrombotic  material.  Finally,  (lower  right  panel),  excess 
graft  is  trimmed  away  and  the  prosthesis  is  over-sewn  with  a 
single  running  vascular  suture. 
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and  by  three  weeks  following  discharge,  dialysis  was  no 
longer  necessary. 

Six  months  following  his  initial  admission  the  patient  was 
readmitted  to  the  hospital  for  an  uneventful  colostomy 
closure  and  repeat  cardiac  catheterization.  The  coronary 
bypass  graft  was  patent  and  motion  of  the  diaphragmatic 
left  ventricular  wall  was  markedly  improved,  compared 
with  the  preoperative  study.  The  patient  has  regained  nor- 
mal renal  function  and  has  returned  to  full  employment. 

Case  #2  — A forty-five  year  old  man  entered  a community 
hospital  on  February  5,  1976  with  a five-day  history  of 
progressively  severe  chest  pain  followed  by  cardiovascular 
collapse.  The  patient  was  severely  obtunded  with  a palpable 
arterial  blood  pressure  of  40  mm.  Hg.  General  supportive 
measures  including  volume  infusion  and  catecholamine 
therapy  failed  to  improve  his  blood  pressure  or  relieve  his 
metabolic  acidosis.  One  hour  after  admission  a telephone 
consultation  with  the  cardio-thoracic  team  at  The  New 
York  Hospital  was  made  and  it  was  elected  to  proceed  out 
with  a team  of  paramedics  and  cardiovascular  surgeons  via 
the  “Intensive  Heart  Care  Module”  to  institute  intra-aortic 
balloon  counterpulsation.  This  was  performed  uneventfully, 
within  two  hours,  under  local  anesthesia  in  the  community 
hospital  emergency  room.  Following  a brief  period  of 
stabilization,  during  which  time  the  dose  of  norepinephrine 
was  significantly  diminished,  the  patient  underwent  an 
uneventful  transport  to  The  New  York  Hospital.  When 
taken  to  the  catheterization  laboratory,  his  systolic  arterial 
blood  pressure  was  100  mm.  Hg.,  with  continuous  intra- 
venous norepinephrine  infusion.  Selective  coronary  arteriog- 
raphy revealed  a 90  percent  obstruction  in  the  middle  third 
of  a strongly  dominant  right  coronary  artery  with  a distal 
artery  free  of  significant  disease.  The  left  anterior  descend- 
ing coronary  artery  was  totally  obstructed  in  its  mid-portion 
and  the  distal  vessel  was  never  visualized.  A thin,  irregular 
circumflex  coronary  artery  was  quite  small  and  severely 
diseased.  Left  ventriculogram  revealed  marked  hypo- 
kinesia of  the  posterior  -and  diaphragmatic  walls  with 
hypokinesia  of  the  remaining  ventricle.  The  left  ventricular 
end-diastolic  pressure  was  22  mm.  Hg.  and  a cardiac  index 
was  2.57  l/min/M;.  Over  the  next  six  hours  peritoneal  dia- 
lysis to  correct  severe  hyperkalemia  due  to  his  acute, 
anuric  renal  failure,  and  correction  of  severe  diabetic  keto- 
acidosis were  instituted.  He  acquired  a reasonable  metabolic 
balance  by  the  time  he  was  taken  to  the  operating  room 
sixteen  hours  after  admission. 

During  induction  of  anesthesia  the  patient  suddenly  be- 
came markedly  hypotensive  and  developed  electrome- 
chanical dissociation.  A median  sternotomy  was  rapidly 
performed  and  it  was  apparent  that  he  had  developed  left 
ventricular  rupture  with  pericardial  tamponade.  Cardio- 
pulmonary bypass  was  instituted  and  the  patient  cooled 
to  22°C.  In  the  diaphragmatic  wall,  there  was  a large 
ventricular  rupture  which  consisted  of  several  one  centi- 
meter perforations  through  severely  necrotic  and  friable 
tissues.  This  area  of  rupture  was  sutured  and  a bypass  graft 
placed  to  the  distal  right  coronary  artery.  The  patient  could 
not  be  weaned  from  cardiopulmonary  bypass  because  of 
severe  left  ventricular  failure  and  died  in  the  operating 
room. 

Summary  of  Overall  Patient 
Transport  Statistics 

During  this  early  phase  of  the  pilot  study  ini- 
tiated at  our  institution,  there  have  been 


transported  during  uninterrupted  intra-aortic 
balloon  counterpulsation  fourteen  patients  from 
eight  community  hospitals,  in  the  period  from 
January  23,  1976  through  March  6,  1977.  Two 
additional  cases  were  similar  to  Case  #2  in  that 
the  balloon  pump  was  instituted  on  arrival  by 
the  proceed-out  team,  namely,  inserted  quite 
late  during  the  course  of  profound  cardiogenic 
shock.  All  three  of  these  patients  eventually 
succumbed.  It  is  our  current  recommendation 
that  the  institution  of  intra-aortic  balloon 
counterpulsation  at  this  late  period  probably 
will  result  in  too  low  a patient  salvage  to  make 
this  aspect  of  the  program  a reasonable  one  to 
pursue  in  the  future.  Any  institution  that  pre- 
dicts a significantly  large  enough  patient  popu- 
lation so  as  to  require  balloon  counterpulsation, 
therefore,  actively  should  seek  to  acquire  the 
facilities  for  in-house  management  of  balloon 
counterpulsation  so  that  its  institution  can 
occur  prior  to  secondary  organ  system  failure 
such  as  cerebral  vascular  accidents,  acute  renal 
failure,  and  hepatic  necrosis. 

Of  the  remaining  eleven  patients  who  were 
balloon  pumped  at  the  community  hospital  and, 
when  stable,  were  transported  to  our  institu- 
tion, a total  of  six  (43  percent)  survived  the 
palliative  cardiac  surgical  procedure  and  were 
at  least  short-term  survivors  of  cardiac  surgical 
intervention.  These  patients  included  four  who 
underwent  coronary  bypass  surgery  for  left 
ventricular  power  failure  alone  (three  of  four 
survived),  two  patients  with  acute  rupture  of 
papillary  muscles  resulting  in  massive  mitral 
regurgitation  (two  survived  acutely,  although 
one  died  forty-one  days  postoperatively  of  a 
stroke),  and  one  patient  who  was  balloon- 
pumped  because  of  refractory  myocardial 
ischemia  and  survived  revascularization  alone. 

All  six  of  the  survivors  underwent  successful 
operation,  but  three  of  the  patients  were  not 
operated  upon.  Two  arrived  in  profound  cardio- 
genic shock  and  died  before  they  could  be 
resuscitated  even  to  the  point  of  undergoing 
coronary  arteriography.  The  third  patient  was 
inoperable  and  gradually  was  weaned  from 
balloon  counterpulsation  only  to  remain  as  a 
Class  IV  patient  in  profound  congestive  heart 
failure;  he  succumbed  within  two  months 
without  improvement. 
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Of  further  interest  is  the  time  factor  in  the 
institution  of  circulatory  assistance  in  these 
patients;  six  of  the  thirteen  patients  trans- 
ported (61.5  percent)  had  established  acute 
anuric  renal  tubular  necrosis  at  the  time  of 
arrival  to  our  institution.  Two  of  the  six  sur- 
vivors were  among  this  group;  this  represents 
a significant  improvement  in  the  previously 
reported  high  mortality  existing  with  renal 
failure  in  such  patients.  I7-18 

If  the  patient  is  capable  of  maintaining  rea- 
sonable tissue  perfusion  at  a systolic  arterial 
blood  pressure  of  80  mm.  Hg.  or  greater,  it  is 
suggested  that  “ordinary  transfer”  of  that 
patient  be  effected  by  physicians,  nurses,  and/or 
trained  paramedics  to  a center  capable  of 
instituting  I A BP  or  other  circulatory  support 
systems  immediately.  On  the  basis  of  the  ex- 
perience outlined  above,  it  no  longer  is  sug- 
gested that  “on  the  spot”  IABP  be  instituted 
prior  to  transfer  because  of  the  predicted 
extremely  low  salvage  rate  in  these  patients. 
The  timing  of  circulatory  support  is,  obviously, 
of  paramount  importance.  If  too  long  a period 
of  time  passes,  progressive  myocardial  necrosis 
and  secondary  organ  system  failure  will  occur, 
thereby  precluding  chances  for  ultimate  sur- 
vival. On  the  other  hand,  early  recognition  of 
refractoriness  to  routine  supportive  therapy 
and  institution  of  early  IABP  can  result  in  as 
high  as  a 40  percent  survival  in  cardiogenic 
shock  patients  with  or  without  mitral  regurgita- 
tion, ventricular  septal  defect  or  left  ventricular 
aneurysm.8 
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CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 
codeine. 

WARNINGS:  Drug  dependence.  Codeine  can  produce  drug 
dependence  of  the  morphine  type  and  may  be  abused.  Depen- 
dence and  tolerance  may  develop  upon  repeated  administration; 
prescribe  and  administer  with  same  caution  appropriate  to  oral 
narcotics.  Subject  to  the  Federal  Controlled  Substances  Act. 
Usage  in  ambulatory  patients.  Caution  patients  that  these  prod- 
ucts may  impair  mental  and/or  physical  abilities  required  for 
performance  of  potentially  hazardous  tasks  such  as  driving  a 
car  or  operating  machinery 

Interaction  with  other  CNS  depressants.  Patients  receiving 
other  narcotic  analgesics,  general  anesthetics,  phenothiazines. 
tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants 
(including  alcohol)  may  exhibit  additive  CNS  depression;  when 
used  together  reduce  dose  of  one  or  both. 

Usage  in  Pregnancy.  Safe  use  is  not  established.  Should  not  be 
used  in  pregnant  patients  unless  potential  benefits  outweigh 
possible  hazards. 

PRECAUTIONS:  Head  injury  and  increased  intracranial  pres- 
sure. Respiratory  depressant  effects  of  narcotics  and  their 
capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  mark- 
edly exaggerated  in  the  presence  of  head  injury,  other  intra- 
cranial lesions  or  a pre-existing  increase  in  intracranial  pressure. 
Narcotics  produce  adverse  reactions  which  may  obscure  the 
clinical  course  of  patients  with  head  injuries. 

Acute  abdominal  condition.  These  products  or  other  narcotics 
may  obscure  the  diagnosis  or  clinical  course  of  acute  abdomi- 
nal conditions. 

Special  risk  patients.  Administer  with  caution  to  certain  patients 
such  as  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  or  prostatic  hypertrophy  or  urethral  stricture. 
ADVERSE  REACTIONS:  Most  frequently  include  lightheaded- 
ness, dizziness,  sedation,  nausea,  and  vomiting;  more  promi- 
nent in  ambulatory  than  in  nonambulatory  patients;  some  may 
be  alleviated  if  patient  lies  down;  others  include:  euphoria,  dys- 
phoria, constipation  and  pruritus. 

DRUG  INTERACTIONS:  CNS  depressant  effect  may  be  additive 
with  that  of  other  CNS  depressants  See  Warnings. 

For  symptoms  and  treatment  of  overdosage  and  full  prescrib- 
ing information,  see  package  insert 


Introducing 

EMPRACET 

c CODEINE  "4 

© 
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60  mg  (1  gr)  (Warning— may  be  habit-forming); 
and  acetaminophen,  300  mg. 


Our  new  non-aspirin/ 
codeine  analgesic  for  moderate 
to  severe  pain. 

New  peach-colored  Empracet  c Codeine  #4 
offers  a potent  alternative  for  patients  in  whom 
aspirin  is  not  indicated. 

Unlike  compounds  containing  oxycodone 
which  afford  comparable  analgesia,  new 
Empracet  c Codeine  # 4 gives  you  Clll  prescribing 
convenience— up  to  5 refills  in  6 months  at  your 
discretion  (where  state  law  permits).  And,  prescrib- 
ing by  telephone  is  permissible  in  most  states. 
Moreover,  new  Empracet  c Codeine  # 4 has  less 
addiction  potential  than  does  oxycodone. 

For  those  of  your  patients  requiring  a less  potent 
analgesic,  non-aspirin  Empracet®  c Codeine  #3 
provides  effective  relief  of  moderate  pain. 
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I0LBY  PROCLAIMS 
WOMAN  SUFFRAGE 


Social  Security  Bill  Is  Signe* 
Gives  Pensions  to  Aged,  Joi 


>igns  Certificate  of  Ratification 
at  His’Home  Without 
Women  Witnesses. 


Roosevelt  Approves  Message  Intended  to  Benefit  30,1 
Persons  When  States  Adopt  Cooperating  Laws-He 
the  Measure  ‘Cornerstone’of  His  Economic  Progr 


MUTANTS  VEXED  AT  PRIVACY. 


Wanted  Movies  of  Ceremony, 

; But  Both  Factions  Are 

ItepK,  Aug.  rA  1920-'- 


SENATE  APPROVES 
18-YEAR  OLDVOTE 
INALL  ELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


TRUMAN  CLOSES 


WASHINGTON, March  10, 
1971— The  Senate  approve  1 
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WASHINGTON,  Aug. 
The  Social  Security  Bill, 
a broad  program  of  unem 
insurance  and  old  age 
and  counted  upon  to  ben 
20,000,000  persons,  becan 
day  when  it  was  signed 
dent  Roosevelt  in  the  pi 
those  chiefly  responsible 
ting  it  through  < 

Mr.  R>  sevelt  cal 
“the  o erstone 
wh  x xo  >eing  ’ 1 
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"ED  NATIONS  CONFEREE 


TH  PLEA  TO  TRANSLAT 


"HARTER  INTO  DEEDS 


NEW  WORLD  HOPE 


President  Hails  ‘Great 
Instrument  of  Peace,' 
Insists  It  Be  Used 


LANDMARK 


Meeting  Gives  Standing 
Mop  as  Executive 
res  Peace  Gain 


i%S*KS 


"If  we  fail  to  use  it,”  he  declared 
to  the  solemn  final  meeting  of  the 
delegates,  ‘we  shall  betray  all  of 
those  who  have  died  in  order  that 
we  might  meet'here  in  freedom  and 
safety  to  create  it.’ 

"If  we  seek  to  use  it  selfishly— for 
the  advantage  of  any  one  nation  or 
any  small  group  of  nations— we 
shall  be  equally  guilty  of  that  be- 
trayal." 

Fervent  Interpolation 
The  President,  speaking  in  the 
auditorium  of  the  War  Memorial 
Opera  House,  built  in  memory  of 
sons  of  the  Golden  Gate  city  who 
gave  their  lives  in  the  first  World- 
War,  in  which  he  himself  served, 
seemed  to  give  unconscious  expres- 
sion to  the  solemn  feeling  of  the 
occasion  when,  at  the  outset  of  his 
speech,  he  Interpolated  the  words, 
half  a hope,  half  a prayer: 

"Oh,  what  a great  day  thlff  c*rf* 
be  in  history!” 

Tvs  c f KnfAVfl  ♦ V»r»  nlonnrtr  taccmn 


me  Dra 


Ends 


WASHINGTON,  Jan.  27, 
1973— “With  the  signing  of 
the  peace  agreement  in 
Paris  today,  and  after  re- 
ceiving a report  from  the 


PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer's  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  right  to  know  more  about  his 
or  her  prescription  medications  (hie 
way.  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated. they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyme's  standards. 

The  PX1A  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough5  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information5  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a "fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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Subcutaneous  mastectomy  may  be  a useful  procedure  in  the  woman  at  high  risk  to 
develop  breast  cancer  or  in  the  patient  who  has  intralobular  or  ductal  carcinoma 
in  situ.  Data  are  lacking,  however,  to  determine  its  prophylactic  or  curative  value. 
Long-term  information  is  very  much  needed  but  may  be  difficult  to  obtain. 

Subcutaneous  Mastectomy:* 

Perspectives  and  Problems 


Robert  M.  Ooldwyn,  M.D., 

Brookline,  Mass. 

Since  its  first  description  in  1 9 1 7, 1 the  operation 
of  subcutaneous  mastectomy  has  undergone 
many  vicissitudes,  from  oblivion  to  accept- 
ability. The  decisions  involved  in  that  procedure 
as  well  as  the  indications,  advantages,  and 
disadvantages  merit  analysis. 

Rationale  and  Indications 

Bartlett1  originally  performed  subcutaneous 
mastectomy  for  benign  disease  and  preserved 
the  areola-nipple  complex  and  the  skin  envelope 
so  that  he  could  transplant  fat  in  order  to  re- 
store contour.  Today,  subcutaneous  mastec- 
tomy is  done  to  minimize  deformity  and  usually 
to  remove  premalignant  tissue  before  invasive 
carcinoma  develops.  Although  the  term  “pre- 
malignant” is  controversial,  it  includes  ductal 
dysplasia  (atypia),  severe  ductal  hyperplasia, 
and  papillomatosis.  For  some  surgeons,  it  is 
the  operation  of  choice  for  carcinoma  in  situ, 
intraductal  and  lobular.2 

Because  of  the  increased  incidence  of  cancer 
developing  in  breasts  with  chronic  cystic 
disease,3-4  subcutaneous  mastectomy  has  been 
advocated  for  that  condition,  particularly  in 
women  who  have  had  repeated  biopsies  and 
have  a strong  family  history  of  premenopausal 
breast  cancer. 

In  women  having  had  removal  of  the  breast  for 
carcinoma,  subcutaneous  mastectomy  may  be 
indicated  for  the  opposite  breast,  whose  prob- 
ability of  developing  malignancy  is  about  ten 
percent.2  Should  every  woman  with  a history  of 
unilateral  breast  cancer  have  a subcutaneous 
mastectomy?  Should  it  be  reserved  only  for 


those  with  worrisome  microscopic  Findings? 
These  are  questions  whose  answers  must  be 
individualized.  However,  if  reconstruction  is 
being  done  after  unilateral  mastectomy,  sub- 
cutaneous mastectomy,  to  achieve  symmetry 
and  to  prevent  cancer,  would  seem  more 
appropriate  for  the  other  side,  if  pendulous, 
then  reduction  mammaplasty.  But  here  again, 
the  patient  and  the  surgeon  must  make  that 
decision  together. 

Occasionally,  subcutaneous  mastectomy  is 
recommended  for  mastodynia  but  primary 
psychological  factors  and  dorsal  radiculitis 
should  be  excluded. 

Underlying  the  performance  of  subcutaneous 
mastectomy  for  premalignant  disease  is  the 
assumption  that  with  less  mammary  tissue 
present,  the  likelihood  of  developing  mammary 
cancer  is  reduced,  perhaps  even  proportionate- 
ly. While  seemingly  logical  and  reasonable, 
this  hypothesis  has  yet  to  be  proved.  At  this 
time,  data  from  long-term  follow-up  are 
lacking  to  assess  the  prophylactic  worth  of 
subcutaneous  mastectomy. 

The  Problem 

Studies-  in  cadavers  and  patients  have  demon- 
strated residual  breast  tissue  after  subcutaneous 
mastectomy  not  only  beneath  the  areola  and 
nipple,  as  might  be  expected,  but  unpredictably 
at  the  margins  of  resection.  With  experience, 
the  surgeon  can  perform  a more  extensive 
extirpation  of  mammary  tissue,  with  coring  of 


*Read  before  the  Section  on  Plastic  and  Reconstructive 
Surgery,  211th  Annual  Meeting,  the  Medical  Society  of 
New  Jersey,  Atlantic  City.  May  15,  1977.  Dr.  Goldwyn  is 
associate  clinical  professor  of  surgery.  Harvard  Medical 
School;  Head  of  Plastic  Surgery.  Beth  Israel  Hospital;  and 
Surgeon,  Peter  Bent  Brigham  Hospital,  Boston. 
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the  nipple,  and  can  obtain  biopsies  of  the  mar- 
gins for  frozen  sections  to  detect  residual  breast 
tissue  in  order  to  increase  the  yield.  Despite 
these  measures,  both  the  surgeon  and  the 
patient  must  understand  that  the  removal  of 
breast  tissue,  nevertheless,  is  incomplete.  Those 
who  consider  breast  cancer  a systemic  disease 
would  hold  that  the  presence  of  even  one 
mammary  cell  is  sufficient  to  develop  a malig- 
nancy under  certain  conditions,  still  not  under- 
stood. 

Despite  more  than  a century  of  intensive  breast 
surgery,  we  lack  fundamental  anatomical  and 
oncological  information.  Why  does  the  upper 
outer  quadrant  of  the  breast  have  a higher 
incidence  of  cancer?  Is  it  due  to  the  presence  of 
more  lobules  and/or  more  active  glands?  Is  the 
pectoral  fascia  penetrated  by  breast  tissue?  If 
so,  to  what  extent  and  how  frequently?  Is  it 
necessary  to  take  the  pectoral  fascia  in  order  to 
do  a satisfactory  subcutaneous  mastectomy? 
What  is  the  relative  effectiveness  in  removing 
breast  tissue  by  the  various  types  of  mastec- 
tomy: simple,  subcutaneous,  radical,  modified 
radical? 

When  the  Reconstruction 

Reconstruction  immediately  after  subcutaneous 
mastectomy  has  the  advantages  of  quickly 
correcting  the  deformity,  thereby  sparing  the 
patient  both  psychological  trauma  and  a 
financial  burden  since  many  insurances  do  not 
pay  for  another  hospitalization  if  reconstruc- 
tion were  delayed.  However,  the  silicone  im- 
plant, which  is  the  most  common  method  of 
restoring  the  breast  form,  is  more  hazardous  in 
a recent  wound  in  which  seroma,  hematoma, 
infection,  and  skin  necrosis  are  more  likely  to 
occur  than  in  a completely  healed  wound. 
Infection,  however,  is  surprisingly  infrequent, 
being  less  than  two  percent  even  under  the 
conditions  of  immediate  reconstruction.  Skin 
necrosis  is  more  likely  if  the  subcutaneous 
mastectomy  has  been  done  aggressively  with 
the  flaps  having  been  thinned  to  remove  as 
much  breast  tissue  as  possible.  The  thicker  the 
flap,  the  easier  and  the  better  is  the  recon- 
struction; the  thinner  the  flap,  the  better  the 
patient’s  prognosis  and  survival  may  be  since  a 
more  vigorous  subcutaneous  mastectomy  has 


probably  been  done.  Without  data,  however, 
these  statements  regarding  survival  and  prog- 
nosis are  conjecture.  To  determine  the  likeli- 
hood of  skin  flap  ischemia,  intravenous  fluores- 
cein can  be  used.t  The  fluorescent  areas,  judged 
15  to  20  minutes  after  administration,  indicate 
sufficient  blood  supply.  However,  in  black 
women  and  in  patients  with  previous  scars 
as  well  as  darkly  *pigmented  areola  and  nipple, 
fluorescein  findings  may  be  difficult  to  inter- 
pret. An  alternative  is  to  delay  insertion  of  the 
implant  for  three  to  four  days  after  the  sub- 
cutaneous mastectomy.  The  wound  at  the  time 
of  the  subcutaneous  mastectomy  is  closed  with 
a few  buried  gut  sutures,  and  drained;  Steri- 
stripst  are  applied  to  avoid  skin  sutures  which 
may  introduce  bacteria  along  the  tracks  and 
engender  more  reaction  along  the  suture  line. 

Every  patient  who  has  a subcutaneous  mastec- 
tomy must  be  warned  of  the  probability  of 
abnormal  firmness  and  contour  of  the  recon- 
structed breast.  For  reasons  still  unclear,  the 
implant  may  become  surrounded  by  a thick 
scar  which  may  contract  and  make  the  breast 
unpleasingly  spherical  and  hard.  Subpectoral 
placement  of  the  implant  has  been  tried  to  avoid 
this  unfavorable  result  but  it  still  may  occur. 
Putting  the  prosthesis  under  the  pectoral 
muscle  is  easier  if  the  fascia  is  preserved  but, 
as  mentioned,  removing  the  fascia  may  insure  a 
better  extirpation  of  the  breast.  Whether  or  not 
this  is  true  has  not  been  demonstrated  by 
microscopic  studies. 

To  decrease  capsule  formation  of  an  excessive 
degree  steroids  have  been  employed,  but  they 
must  be  used  carefully  to  avoid  atrophy  of  the 
skin  and  later  extrusion  of  the  implant.  If  the 
breast  becomes  too  hard  after  the  implant,  as 
frequently  happens  following  augmentation 
mammaplasty,  external  manual  compression 
may  successfully  split  the  scar  and  make  the 
breast  less  firm.  This  type  of  capsulotomy  after 
subcutaneous  mastectomy  is  less  effective  than 
after  augmentation  mammaplasty.  Occasional- 
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ly,  surgical  release  of  the  capsule  which  can  be 
done  under  local  anesthesia  on  an  outpatient 
basis  is  needed  and  usually  ameliorates  the 
problem. 

A word  should  be  said  about  the  resected  speci- 
men. To  detect  suspicious  areas  for  microscopic 
analysis,  x-rays  are  helpful  and  should  be  done 
prior  to  serial  sectioning.  The  incidence  of 
occult  breast  cancer  following  subcutaneous 
mastectomy  is  approximately  six  percent  which 
is  the  incidence  of  breast  cancer  in  the  female 
population.  Because  of  the  possibility  of  finding 
unsuspected  breast  cancer,  some  surgeons 
change  instruments,  gowns,  and  gloves  prior  to 
beginning  the  second  side. 

Follow-Up 

Since  every  patient  after  subcutaneous  mastec- 
tomy must  be  assumed  to  have  residual  breast 
tissue,  she  should  be  followed  closely  for  the 
possibility  of  developing  mammary  malignancy. 
Clinical  examination  is  a better  means  of  fol- 
lowing these  patients  than  mammography, 
xeroradiography,  or  thermography.  Occasional- 
ly, these  methods  provide  help  in  localizing 
remaining  mammary  tissue  or  in  the  differential 
diagnosis  of  a “mass.” 

Prognosis 

As  mentioned  earlier,  the  degree  of  protection 
which  subcutaneous  mastectomy  truly  affords  is 
still  unknown.  Pennisi  and  his  associates8-9 
have  reported  a 0.5  percent  incidence  of 
carcinoma  developing  after  subcutaneous 
mastectomy  in  patients  followed  up  to  15  years. 
With  a longer  follow-up,  the  incidence  will 
likely  increase. 

One  might  legitimately  question  the  value  of 
subcutaneous  mastectomy  since  breast  tissue 
is  left  behind.  Why  not  do  at  least  a simple 
mastectomy?  Unfortunately,  data  are  insuffi- 
cient to  judge  the  efficacy  of  simple  mastectomy 
in  terms  of  cancer  prevention.  The  woman  who 
is  at  high  risk  but  without  a definite  mammary 
malignancy  probably  will  be  unwilling  to  accept 
the  greater  deformity  of  a simple  mastectomy 


compared  to  that  of  a subcutaneous  mastec- 
tomy. Yet,  because  of  the  possibility  that 
cancer  will  develop,  both  the  surgeon  and  the 
patient  might  prefer  subcutaneous  mastectomy 
despite  its  limitations,  because  it  is  probably 
safer  than  examinations  every  three  to  four 
months,  multiple  aspirations,  frequent  biop- 
sies, and  repeated  radiography. 

The  Future 

It  is  important  that  there  be  an  orderly  accu- 
mulation of  data  regarding  subcutaneous 
mastectomy.  To  this  end,  a registry  has  been 
established  at  the  Saint  Francis  Memorial 
Hospital  in  San  Francisco.  An  intrinsic  problem 
is  that  surgeons  vary  enormously  in  the  per- 
formance and  extent  of  subcutaneous  mastec- 
tomy and  pathologists  differ  widely  in  their 
interpretation  of  microscopic  findings. 
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Cardilate  (erythrityl  tetranitrate) 

' JDIC  ATIONS  For  the  prophylaxis  and  long 
treatment  of  patients  with  frequent  or  recurre 
angina!  pam  and  reduced  exercise  tolerance 
associated  with  angina  pectoris,  rather  than 
the  treatment  of  the  acute  attack  of  angina  pe< 
since  ts  onset  s somewhat  slower  than  that 
nitroglycerin 

PREC  ACTIONS  As  with  other  effective  nitritr 
some  tall  n bl<  x id  pressure  may  occur  with 
large  doses 

Caution  should  be  ot  st  rved  in  administering 
drug  t<  i patients  with  a history  of  recent  cereb 
hem<  irrhaqe  because  ot  the  vasodilation  whi 
occurs  in  tht - are  i Although  therapy  permits 
more  normal  activity,  the  patient  should  not  b 
alii  s\ec!  ti  i m -.interpret  freedom  from  anginal 
attai  ks  ts  a signal  lo  drop  all  restrictions 
SIDE  T FFECTS  No  serious  side  effects  have 
I ter  n s ported  In  sublingual  therapy  a linglir 
sensation  (like  that  of  nitroglycerin)  may  som 
times  be  noted  it  the  point  of  tablet  contact  v\ 
the  m . :ous  membrane  If  obiectionable  this 
be  mitiq  ited  by  placing  the  tablet  in  the  bucc, 
peach  A with  nitroglycerin  or  other  effective 
nitrites  tempi  n try  vascular  headache  may  oc 
during  tht  'first  few  days  of  therapy  This  can  t 
ci  min  • : : . vmporary  dosage  reduction  in 
. | ter  t. ' allow  adiusiment  of  the  cerebral  herr 
dynamics  lo  the  initial  marked  cerebral  vasod 
tion  Thu  e headache:  usually  disappear  with 
one  week  it  mtmuous  therapy  but  may  be  r 
mized  by  the  administration  of  analgesics 
Mild  oat  tiointestinal  disturbances  occur  occa 
sk in, illy  with  lam, >r  t us  and  may  be  control 
by  reducing  the  dose  temporarily 
HOW  SUPPLIED  '0  mg  chewable  scored  lat 
bottle  of  100  Also  5 10  and  15  mg  oral/sublini 
scored  tablets  in  bottles  ol  100  10  mg  oral/ 
sublingual  scored  tablets  also  supplied  in  bolt 
of  1.000 

Also  available  Cardilate'  P brand  Erythrityl 
Teti amtrate  with  Phenobarbital*  Tablets  (Scor 
('Warning  may  be  habit  forming  ) 
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‘‘Our  sex  life  is  nil...”  A problem  of  the  first  magnitude  to  many  post 
infarct  patients  and  their  mates,  patients  are  often  reluctant  to  broach  the 
subject:  physicians  may  freguently  overlook  its  implications.  This  new 
16mm  film  combines  candid  patient  interviews  with  discussions  by  Drs. 
Herman  Hellerstein.  Thomas  Hackett,  Albert  Kattus,  Richard  Stein.  Carroll 
Witten  and  Lenore  Zohman.  Film  and  related  monograph  comprise  2 
AAFP  credit  hours.  To  arrange  viewing,  write  Burroughs  Wellcome  Co., 
Educational  Services  Department.  Research  Triangle  Park.  N.C.  27709  or 
contact  your  B W Co."  representative 

Sex  and  the 
heart  patient: 

A film  every  doctor  should  see. 


Fear  of  pain  greatest  deterrent 
to  post  Ml  sex 

In  the  multitude  of  Ml  patients  with 
angina,  pain  is  due  to  diminished 
coronary  reserve  and  increased 
myocardial  oxygen  demand,  pre- 
cipitated by  sex.  other  excitement 
and  improper  exercise  Anginal 
pain,  however,  can  be  relieved,  and 
its  recurrence  mitigated. 

Cardilate”  (erythrityl 
tetranitrate)  increases  exercise 
tolerance. 

Cardilate  relieves  anginal  pain  and 
prevents  its  recurrence,  thereby 
allowing  increased  activity. 
Commencing  to  work  in  as  little  as 
2 to  5 minutes,  Cardilate  protects 
against  recurrence  of  angina  for  at 
least  2 hours. 

Available  in  both  sublingual  and 
chewable  forms.  Cardilate  is  a versa- 
tile. convenient  agent  to  help  make 
the  angina  patient's  life  more  livable. 
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Here  presented  is  a chart  for  determining  the  statistical  significance  of  clinical  data 
obtained  from  two  equally  sized  groups  of  patients. 


Assessment  of  Statistical  Significance 
of  Clinical  Data 


Gavin  Hildick-Smith,  M.D.*  and 
R.  L.  Taetzsch,  M.S.,  New  Brunswick 

The  practice  of  reporting  clinical  data  without 
statistical  evaluation  is  now  diminishing.  Phy- 
sicians, however,  still  are  faced  with  diffi- 
culty in  determining  whether  impressive  find- 
ings reported  in  some  biological  and  clinical 
studies  are,  in  fact,  statistically  significant.  For 
this  reason  the  attached  chart  was  developed 
for  easy,  rapid  determination  of  the  statistical 
significance  of  clinical  data  obtained  from  two 
equal  groups  of  patients  in  which  response  to 
therapy,  toxic  manifestations,  and  other  param- 
eters are  reported. 

The  chart  was  developed  by  the  use  of  a digital 
computer  using  Fisher’s  -exact  test  and  the 
chi-square  test.1  It  is  based  on  a 95  percent 
confidence  level.  It  allows  an  investigator  to 
determine  whether  a real  difference  exists 
between  two  groups  under  comparison  with  the 
understanding  that  in  approximately  one  in 
every  20  instances  the  observed  difference  will 
have  been  a chance  occurrence  (Type  I Error).2 

The  use  of  the  chart  best  is  illustrated  by  two 
examples  (see  chart).  In  the  first  example  64 
percent  of  50  patients  treated  with  preparation 
A were  cured,  and  38  percent  of  50  patients 
treated  with  preparation  B were  cured.  To 
determine  whether  the  difference  in  the  two 
cure  rates  is  statistically  significant,  use  the 
following  procedure: 

1.  Draw  a vertical  line  originating  at  point  50  on  the  hori- 
zontal axis  since  there  are  50  patients  in  each  treatment 
group. 

2.  Locate  the  point  on  this  line  corresponding  to  the  higher 
cure  rate  of  64  percent  (see  right  margin).  Since  the  64 
percent  curve  is  not  drawn  on  the  chart,  the  location  of  the 


64  percent  line  must  be  approximated. 

3.  Draw  a horizontal  line  to  the  left  vertical  axis  from  the 
estimated  point  established  in  step  2. 

4.  Read  the  critical  value  on  the  left  vertical  axis  (42 
percent). 

5.  Compare  the  actual  cure  rate  (38  percent)  for  the  treat- 
ment group  with  the  lower  cure  rate  with  the  critical  value 
determined  in  step  4 (42  percent).  Since,  the  actual  cure  rate 
is  less  than  the  critical  value,  we  conclude  that  there  is  a 
statistically  significant  difference  between  the  two  cure 
rates. 

In  a second  example,  the  observed  cure  rates 
are  64  and  88  percent  for  two  groups  of  25  sub- 
jects each.  Employing  the  procedure  outlined 
above,  the  critical  value  for  the  higher  cure  rate 
was  59  percent.  Since  this  critical  value  is  less 
than  the  lower  cure  rate  of  64  percent,  the 
difference  between  the  cure  rates  is  not  statis- 
tically significant.  We  may  state  correctly  that 
the  observed  differences  between  the  population 
cure  rates  are  not  large  enough  to  demonstrate  a 
statistical  difference  at  the  95  percent  con- 
fidence level.  If,  however,  we  should  state  that 
there  is  no  difference  between  the  cure  rates 
this  statement  may  be  in  error  (Type  II  Error), 
especially  with  small  samples.2  The  sample  size 
required  to  keep  Type  II  Error  to  a minimal 
level  is  mainly  a function  of  the  magnitude  of 
the  difference  in  cure  rates.  Very  large  dif- 
ferences can  be  detected  with  small  samples  but 
very  large  samples  are  required  to  detect  small 
differences.  For  example,  in  order  to  keep  the 
Type  II  Error  below  10  percent  a sample  size  of 
42  subjects  is  required  when  there  is  a cure  rate 
difference  between  two  groups  of  30  percent, 
while  a sample  of  400  subjects  is  needed  with  a 
cure  rate  difference  of  5 percent.2 


*Dr.  Hildick-Smith  is  Clinical  Assistant  Professor,  De- 
partment of  Pediatrics,  CMDNJ,  Rutgers  Medical  School, 
Piscataway. 
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95%  Confidence  Level  Chart 

For  Obtaining  The  Statistical  Significance  Of  the  Difference  in  Percentages 
Obtained  From  Two  Equally  Sized  Groups  of  Patients 


100% 

90% 

80% 

70% 

60% 

50% 

40% 

30% 

20% 


References 

1.  Armitage  P:  Statistical  Methods  in  Medical  Research. 
New  York,  Wiley,  1971,  p.  131. 


2.  Feinstein  AR:  Clinical  biostatistics  XXXIV.  The  other 

Johnson  and  Johnson.  New  Brunswick 


side  of  “statistical  significance":  Alpha,  beta,  delta,  and  the 
calculation  of  sample  size.  Clin  Pharmacol  1 8(4):49 1-505, 
October,  1975. 

3.  Gail  M,  Gart  JJ:  The  determination  of  sample  sizes  for 
use  with  the  exact  conditional  test  in  2 x 2 comparative 
trials.  Biometr  29:44 1-448,  September,  1973. 


VOL.  74-NUMBER  12—  DECEMBER  1977 


1057 


Higher  Observed  Percentage 


A study  was  made  in  1974  of  the  incidence  of  acute  myocardial  infarction  [AMI]  in 
urban  blacks  among  the  residents  of  Paterson  treated  in  hospitals  in  and  around  the 
city;  the  1970  census  was  used  for  age.  race,  and  sex-specific  rates.  Of  the  162  docu- 
mented cases  among  Patersonians,  17  were  blacks;  27  percent  of  the  total  population 
of  144.824  was  black.  The  crude  rate  per  100,000  of  AMI  among  persons  over  30 
years  was  higher  in  the  whites  as  a group  (260)  than  in  blacks  (146).  Whereas  the 
overall  incidence  of  AMI  was  higher  in  white  males,  there  was  no  significant  differ- 
ence among  the  females.  The  age-specific  rate,  however,  revealed  higher  incidence  in 
blacks  in  the  30-39  (59  vs  29  per  100.000).  70-79  (673  vs  578)  and  80-89  (613  vs  291) 
decades  (all  P's  <0.02).  The  two  groups  differed  insignificantly  with  respect  to  loca- 
tion. severity,  complication  and  mortality  from  AMI.  Smoking  was  the  most  fre- 
quent risk  factor  in  the  two  groups  (55  vj  18  percent  for  hyperlipidemia  and  26  per- 
cent for  hypertension).  The  blacks,  however,  had  a higher  prevalence  of  hypertension. 

63  as  compared  to  23  percent  in  white  (P <0.0002).  These  data  indicate  that  the  rate 
of  AMI  in  age-related  blacks  is  actually  higher  than  in  whites.  The  reported  rarity 
of  AMI  in  blacks  may  be  due  to  the  fact  that  the  black  population  is  relatively 
younger. 

Incidence  of  Acute  Myocardial  Infarction 
among  Blacks  in  an  Urban  Community* 


S.  S.  Ahmed,  M.D.,  R.  Rozefort,  M.D., 
and  R.  Brancato,  M.D.,  Newark 

Coronary  artery  disease  has  increased  to  epi- 
demic proportions  in  this  country  as  shown  by 
estimates  which  suggest  that  one  out  of  five 
males  will  develop  coronary  artery  disease  be- 
fore reaching  sixty.  The  estimated  incidence  for 
this  malady  in  the  USA  is  reported  to  be 
320/100,000  for  males  and  90/100,000  for 
females.1  The  reported  incidence  of  acute  myo- 
cardial infarction  in  black  persons  has  been 
substantially  lower  than  that  reported  for 
Caucasians. 

Arterial  hypertension,  an  accepted  risk  factor 
for  the  development  of  coronary  artery  disease, 
occurs  more  frequently  in  blacks  than  in 
whites.2'5  In  spite  of  this,  the  reason  for  the 
apparent  rarity  of  myocardial  infarction  in 
blacks  is  not  clear. 

This  study  was  designed  to  determine  the  inci- 
dence of  acute  myocardial  infarction  in  black 
persons  in  an  urban  community  — Paterson, 
New  Jersey.  From  the  State  Department  of 
Health  statistics  it  was  recognized  that  the  resi- 
dents in  this  town  who  developed  an  acute 
coronary  episode  were  treated  in  the  three  in- 
town  hospitals  and  did  not  seek  admission  to 
any  out-of-town  hospital.  Thus,  we  were  able  to 


trace  every  case  of  myocardial  infarction  which 
occurred  in  Paterson  in  1974. 

Method 

All  cases  of  acute  myocardial  infarction  occur- 
ring among  the  Paterson  residents  of  all  races 
were  traced  from  January  1,  1974  to  December 
31,  1974  regardless  of  the  hospital  in  which  they 
were  admitted.  By  means  of  patient  origin  data 
supplied  by  the  State  Department  of  Health,  we 
were  able  to  ascertain  that  every  single  patient 
with  a myocardial  infarction  occurring  in  Pat- 
erson was  admitted  to  one  of  the  three  hospitals 
in  town.  All  charts  with  the  diagnoses  of  acute 
coronary  disease,  coronary  thrombosis,  and 
acute  myocardial  infarction  at  each  hospital 
were  reviewed  for  confirmation  of  the  diagnosis. 
The  diagnosis  of  acute  myocardial  infarction 
was  accepted  when  diagnostic  Q waves  were 
present  with  positive  serial  values  for  myo- 
cardial enzymes;  a non-transmural  infarction 
was  diagnosed  when  the  ST-T  depression  or  new 
T wave  inversion  occurred  and  remained  for  at 


‘From  the  Department  of  Medicine.  St.  Joseph's  Hospital, 
Paterson  and  CMDNJ-New  Jersey  Medical  School, 
Newark.  Supplemented  by  research  grant  (GR  2ES75) 
from  Essex  County  Heart  Association  affiliate,  American 
Heart  Association.  Presented  in  part  at  the  10th  Inter- 
American  Congress  of  Cardiology,  Caracas,  Venezuela. 
September  1976.  Martin  Eeuer  rendered  technical  assis- 
tance in  the  standard  analysis  of  the  data. 
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least  48  hours  along  with  the  elevation  of 
cardiac  enzymes,  but  without  development  of  a 
new  Q wave. 

These  charts  were  then  tabulated  according  to 
patient’s  age,  sex,  race,  and  survival.  In  order 
to  determine  the  rate  per  hundred  thousand,  the 
1970  census  for  Paterson  was  utilized. 

The  statistical  analyses  were  performed  using 
the  t test  for  actual  numbers  of  patients  within 
each  group  and  the  1970  population  figures.6  A 
modified  McNemar’s  chi  square  test  was  used 
for  determining  the  incidence  of  risk  factors.7 
This  method  which  also  is  known  as  the  “re- 
peated testing  of  the  same  individuals”  or  “test- 
ing for  correlated  proportions,”  measures  the 
same  samples  of  individuals  when  exposed  to 
two  or  more  risk  factors.  Fisher’s  exact  test  was 
used  for  very  small  samples  for  measuring  the 
differences  between  the  two  groups.6 

Results 

There  were  800  patients  with  acute  myocardial 
infarction  who  were  admitted  with  that  diag- 
nosis in  the  three  hospitals  in  Paterson  in  1974. 
Of  these,  175  were  residents  of  that  city.  As  no 
Paterson  resident  was  admitted  with  the  diag- 
nosis of  acute  myocardial  infarction  in  any  out- 
of-town  hospital,  these  were  considered  the  total 
cases  occurring  in  this  town  in  one  year.  Only 
162  black  and  Caucasian  individuals  were  ana- 
lyzed since  the  rest  were  either  of  Hispanic  or 
other  racial  background  and  few  in  number. 
Of  these  162,  145  were  white  (91  males,  54 
females),  and  17  were  black  (7  males,  10  fe- 
males). The  crude  rate  per  100,000  was  260  in 
whites  and  146  in  blacks  (P<0.005).  The  crude 
rate  per  100,000  was  much  higher  in  white 
males  (346)  than  in  white  females  (178)  and  in 
blacks  (138).  There  was  no  difference  between 
the  females  of  the  two  races  or  between  the  two 
sexes  among  the  blacks  (Figure  1 ). 

Of  the  144,824  people  in  Paterson,  blacks  to- 
taled 38,919  or  27  percent.  In  contrast  to  whites 
in  whom  46  percent  of  the  population  was  under 
30,  68  percent  of  the  blacks  were  30  years  or 
younger  (Figure  2).  To  evaluate  this  difference, 
the  rate  of  myocardial  infarction  was  calculated 
in  each  decade.  The  incidence  of  myocardial 
infarction  calculated  per  100,000  in  each  decade 
appears  to  be  significantly  higher  in  the  blacks 
at  the  30-39  and  70-79  years  of  age  (Figure  3). 


INCIDENCE  OF  MYOCARDIAL  INFARCTION 
BY  RACE  AND  SEX 

PER  100,000  P<  O.OOI 


Figure  / — Incidence  of  myocardial  infarction  per  hundred 
thousand  calculated  according  to  race  and  sex.  Figures  at 
the  top  of  the  bars  are  actual  number  of  cases. 

PATERSON  POPULATION  (1970) 

DISTRIBUTION  BY  RACE  AND  AGE 


THOUSANDS 


Figure  2 — The  Paterson  population  (1970  census)  with 
distribution  according  to  race  and  age. 

These  cases  were  further  analyzed  to  uncover 
any  differences  in  the  clinical  characteristics, 
risk  factors,  and  so  on.  These  two  groups  dif- 
fered insignificantly  as  to  duration  and  charac- 
ter of  pain,  physical  findings,  or  the  levels  of 
cardiac  enzymes.  There  were  no  differences 
between  the  two  groups  with  respect  to  loca- 
tion of  myocardial  infarction.  Mortality  figures 
were  essentially  similar:  16  percent  for  whites 
and  1 1 .8  percent  for  blacks. 

Analysis  of  the  risk  factors  disclosed  that  smok- 
ing was  the  most  frequent  risk  factor  in  the  two 
groups.  Whereas  55  percent  of  the  population 
smoked,  only  26  percent  had  hypertension  and 
18  percent  had  hyperlipidemia.  McNemar’s  chi 
square  test  for  testing  of  correlated  proportion 
was  highly  significant  at  a level  of  0.001  for 
both  smoking  and  hypertension.  Diabetes  was 
more  frequent  than  hyperlipidemia  in  both 
groups.  Except  for  hypertension,  which  was 
significantly  more  frequent  in  blacks,  risk  fac- 
tors did  not  differ  significantly  for  the  two 
groups. 
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INCIDENCE  OF  MYOCARDIAL  INFARCTION 
BY  RACE  AND  AGE 

PER  >00,000  PC0.02 


AGE  IN  YEARS 

Figure  3 — Age-specific  incidence  of  myocardial  infarction 
in  the  two  races. 

Discussion 

Published  reports  which  describe  the  incidence 
of  coronary  disease  in  blacks  were  all  derived 
from  autopsy  data.8'10  No  attempt  was  made  in 
any  of  these  studies  to  relate  the  number  of 
myocardial  infarctions  to  the  base  population. 
The  calculation  of  incidence  of  disease  of  a 
particular  age  group  requires  evaluation  of  the 
population  at  risk  and  the  actual  number  of 
cases  occurring  in  that  base  population  irre- 
spective of  the  place  where  they  were  confined 
during  their  acute  episode.  The  only  study  that 
attempted  to  relate  to  the  base  population  was 
that  of  Oalmann,  who  compared  blacks  and 
whites  using  a population  attending  a particu- 
lar parish  in  the  inner  city.*  However,  true  inci- 
dence cannot  be  derived  in  a city  by  using  a pre- 
selected group  to  the  exclusion  of  the  remainder. 
Since  an  older  age  group  is  more  likely  to  attend 
a given  church,  the  true  incidence  of  myocardial 
infarction  validly  cannot  be  based  on  a study  of 
incidence  among  attendants. 

The  reported  lower  incidence  of  coronary  artery 
disease  in  the  African  Bantu  may  be  real  be- 
cause there  is  a lack  of  atheromatous  disease 
among  this  group,  possibly  related  to  the  diet." 
No  such  difference  in  the  production  of  ather- 
oma has  been  described  in  the  American  black. 
Apparently  the  risk  factors  for  blacks  and 
whites  in  this  country  are  essentially  similar. 
Furthermore,  hypertension  is  well  known  to  be 
more  prevalent  among  the  blacks.5  The  reasons 
for  the  lower  incidence  of  myocardial  infarction 
in  the  40-49  and  50-59  age  groups  in  our  study 


a similar  nature  carried  out  in  Newark,  New 
Jersey,  Weisse  noted  a higher  death  rate  out  of 
the  hospital  from  coronary  heart  disease  among 
blacks.12  This  may  pertain  to  our  Paterson  pop- 
lation. 

It  is  clear  from  this  study  that  the  age-specific 
incidence  of  acute  myocardial  infarction  in  our 
group  was  actually  higher  in  blacks  than  in 
whites.  The  reported  rarity  of  AMI  in  blacks 
may  be  due  to  a relatively  younger  population 
or  to  the  failure  of  studies  to  include  deaths 
from  AMI  in  black  persons  out  of  hospitals. 
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CASE  REPORTS 


A case  of  meihylphenidaie  (Ritalin*)  abuse  is  presented.  The  need  for  careful 
examination  of  fundi,  pulmonary,  and  vascular  findings  is  stressed.  Complications  of 
foreign  body  granulomata.  osteomyelitis,  pulmonary  hypertension,  and  embolization 
are  discussed.  The  possibility  of  granulomata  occurring  on  heart  valves  should  be 
kept  in  mind,  and  these  patients  should  be  examined  carefully  for  evidence  of  bac- 
terial endocarditis.  Certain  diagnostic  and  laboratory  procedures  such  as  pleural 
biopsy  will  aid  in  early  diagnosis. 

Methylphenidate  (Ritalin®)  Abuse* 


Patrick  D.  Abiuso,  M.D.  and 
S.  Pandarinath,  M.D.,  Camden 

The  many  deleterious  medical  sequelae  asso- 
ciated with  intravenous  drug  abuse  have  been 
described  by  a number  of  authors1-2.  An  in- 
creasing use  of  methylphenidate  (Ritalin') 
among  addicts  on  methadone  maintenance 
programs  has  been  reported  by  Willey’,  and 
Raskind  and  Bradford4.  The  present  case 
illustrates  several  complications  arising  in  one 
patient. 

Case  Report 

A 26-year-old  male  was  admitted  to  Cooper  Medical 
Center  w ith  a ten-day  history  of  cough,  pleuritic  chest  pain, 
fever,  and  chills.  Prior  to  admission  he  had  been  treated  by 
his  local  physician  with  a ten-day  course  of  oral  penicillin 
with  no  clinical  improvement.  The  patient,  a kn  wn  addict 
for  many  years  and  currently  on  a methadone  program  for 
narcotic  withdrawal,  admitted  to  recent  intravenous  use  of 
Ritalin".  His  only  significant  past  history  was  that  of 
hepatitis  five  years  earlier. 

Physical  examination  revealed  a well-developed  male  in  no 
acute  respiratory  distress.  Except  for  a temperature  of 
I0I°F  his  vital  signs  were  within  normal  limits.  Examina- 
tion of  the  head.  eyes.  ears.  nose,  and  throat  were  within 
normal  limits.  Cardiac  examination  revealed  normal 
heart  sounds  except  for  a grade  2/6  ejection  systolic  mur- 
mur at  the  apex  with  no  transmission  to  the  carotids  or 
axillae. 

There  were  decreased  breath  sounds  and  diminished  vocal 
resonance  at  the  right  lung  base.  The  abdomen  was  soft 
with  no  splenomegaly.  Extremities  revealed  some  needle 
tract  marks  and  puncture  wounds. 

Initial  laboratory  studies  revealed  a hemoglobin  of  13.6 
grams  and  white  blood  count  of  12.800  with  a shift  to  the 
left  A gram  stain  of  sputum  revealed  a few  polymorphs 
but  no  organisms.  The  remaining  studies  included  six 
negative  sputum  cultures  for  tuberculosis,  a positive  PPD 
skin  test  with  a 19  mm.  induration,  positive  VDRL.  but  a 
non-reactive  FTA. 

The  patient  continued  to  be  febrile  for  the  next  three  days 
and  a pleural  biopsy  was  performed.  The  biopsy  revealed 


multiple  foreign  body  granulomas  (Figure  I)  and  bi- 
refringent  particles  under  a polarizing  microscope  (Figure 
2).  No  evidence  of  tuberculosis  was  found  in  these  speci- 
mens. The  blood  cultures  drawn  on  admission  grew  out 
alpha  hemoly  tic  streptococci  in  two  sets  of  bottles.  The 
phy  sical  examination  of  the  patient  remained  unchanged. 


Figure  I — Foreign  body  granuloma  (low-power) 

On  the  eleventh  day  of  admission,  the  patient  again  in- 
jected Ritalin"  while  still  in  the  hospital  and  started 
complaining  of  pain  bilaterally  in  his  ankles  and  back.  His 
ankles  became  swollen  and  hot  and  there  was  tenderness 
over  the  first  and  second  lumbar  spines.  A Gallium  bone 
scan  was  performed  which  showed  "blastic  activity"  over 
the  left  femur,  left  shoulder,  and  left  maxilla.  A repeat 
scan  ten  days  later  was  unchanged.  A scan  for  the  bone 
marrow  using  99  TC  sulfur  colloid  was  performed  to  dis- 


*This  case  report  is  from  the  Cooper  Medical  Center. 
Camden. 
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tinguish  bone  infarcts  from  osteomyelitis,  and  the  results 
were  interpreted  as  being  consistent  with  osteomyelitis. 

The  patient  was  treated  for  bacterial  endocarditis  and 
osteomyelitis  with  20  million  units  of  penicillin  daily  for 
six  weeks  and  one  gram  of  streptomycin  daily  for  two 
weeks,  followed  by  0.5  gm  daily  for  four  more  weeks.  The 
patient  was  asymptomatic  after  a full  course  of  intravenous 
antibiotic  therapy.  Repeat  bone  scan  was  unchanged  and  the 
chest  x-ray  was  clear  at  the  time  of  discharge. 

, * . 
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Figure  2 — Birefrigent  particles  under  polarizing  micro- 
scope 


Discussion: 

Ritalin*®  is  a mild  stimulant  and  antidepressive 
drug,  which  in  high  doses,  acts  similarly  to 
amphetamines.  The  practice  of  Ritalin K abuse 
is  known  as  “West  Coast”  among  addicts.1 
Most  of  them  administer  ground  tablets  intra- 
venously. There  is  an  apparent  additive  “high” 
using  it  in  this  manner.  Granulomas  similar  to 
talc  granulomas  have  been  described  in  such 
addicts.  Indeed  the  granulomas  are  thought  to 
result  from  talc  particles  from  Ritalin®  tablets. 
Hahn  and  Schwad  describe  biopsies  from  a 
number  of  patients,  including  a patient  with 
endocarditis  who  had  typical  granulomatous 
lesion  over  her  tricuspid  valve.  The  authors 
raise  the  interesting  question  about  the  role  of 
these  granulomata  on  the  tricuspid  valve  in  the 


pathogenesis  of  endocarditis.  Similar  granu- 
lomas have  been  observed  with  the  intravenous 
use  of  other  drugs  experimentally.6-7 

Our  case  revealed  complications  of  Ritalin® 
abuse  namely,  (1)  osteomyelitis  of  several 
bones,  (2)  granulomatosis  of  the  lung  with  a 
superimposed  streptococcal  pneumonia,  and 
(3)  possible  emboli  from  heart  valves  to  the 
lungs  and  bone. 

Conclusion 

Addicts  on  methadone  programs  should  be 
checked  carefully  for  evidence  of  early  pul- 
monary hypertension  and  the  presence  of 
granulomas  in  the  fundi/  The  urine  should  be 
screened  for  the  presence  of  Ritalin®  particles. 
Pleural  or  lung  biopsies  in  patients  where  there 
is  a suspicion  of  pulmonary  involvement 
enable  early  recognition  of  this  problem  which 
appears  to  be  increasing  in  frequency  among 
drug  abusers. 
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A case  of  carcinoma  of  the  common  hepatic  duct  is  presented  Because  of  incasement 
of  the  porta l vein  and  hepatic  artery,  resection  was  not  possible.  A Siloff  vitallium 
tube  was  used  as  a permanent  internal  stent  after  failure  with  a "T"  tube  The  pro- 
cedure was  judged  to  provide  a good  palliative  result 

Palliation  of  Non-Resectable  Carcinomas 
of  the  Extrahepatic  Duct  System 


Cono  Pecora,  M.D.,  Sam  Khanna,  M.D., 
and  Frank  P.  Gradone,  M.D.,  Belleville 

Extrahepatic  ductal  obstruction  by  carcinoma 
is  a difficult  diagnostic  and  therapeutic  problem 
for  the  operating  surgeon.  The  management  of 
a patient  with  common  hepatic  duct  carcinoma 
is  presented. 

Report 

A 66-year-old  male  was  admitted  to  Clara  Maass  Memorial 
Hospital  on  August  I,  1974  with  a clinical  diagnosis  of 
obstructive  painless  jaundice.  He  had  been  hospitalized  for 
jaundice  20  years  prior  to  this  admission  but  more  recently 
he  had  a three-year  history  of  vague,  right,  upper-quadrant 
abdominal  pain. 

He  denied  receiving  blood  transfusions  and  injectable 
medications  during  the  past  year.  Prior  to  this  admission  he 
ate  raw  clams  after  which  he  complained  of  pruritus. 
Jaundice,  light  stools,  and  dark  urine  were  present  for  one 
week  prior  to  admission. 

Pertinent  laboratory  findings  on  admission  were  as  follows: 
total  bilirubin  — 9.0  mg/dl:  alkaline  phosphatase  — 230 
mu/ml;  SGOT— 132  mu/ml;  SGPT  — 69  int.  units,  WBC 
= 3,800  with  a normal  differential.  On  August  3,  1974,  the 
total  bilirubin  was  12.4  mg/dl  (direct  of  8.1  and  indirect  of 
4.3).  Urobilinogen  was  4.0  Ehrlich  U/100  ml.  The  direct 
Coombs  and  Australian  antigen  were  negative. 

On  August  12,  laparotomy  revealed  an  obstructing  lesion 
of  the  common  hepatic  duct  which  involved  the  right  and 
left  hepatic  ducts  and  extended  up  into  the  liver.  Incasement 
of  the  hepatic  artery  and  the  portal  vein  was  also  demon- 
strated. The  liver  was  pigmented,  however  normal  in  size, 
shape,  and  position.  Frozen  section  biopsy  of  the  common 
hepatic  duct  mass  was  reported  as  adenocarcinoma.  The 
obstructing  lesion  was  dilated  using  Bakes  dilators  and  a 
“T"  Tube  was  placed  across  the  obstruction  as  an  internal 
stent  (Figure  1),  and  a cholecystojejunostomy  was  per- 
formed for  drainage.  The  postoperative  course  was  unevent- 
ful. The  bilirubin  went  from  a preoperative  high  of  20  mg/dl 
to  6.1  mg/dl  on  the  day  of  discharge  with  the  “T”  tube  in 
place.  Treatment  was  with  combined  radiotherapy  and 
chemotherapy. 

The  patient  was  readmitted  to  Clara  Maass  Memorial 
Hospital  on  September  23,  1974  with  a diagnosis  of  ascend- 
ing cholangitis  and  a bilirubin  of  5.5  mg/dl.  Culture  and 


Figure  2 
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sensitivity  of  the  bile  revealed  E.  coli  and  the  blood  culture 
was  negative.  The  patient  responded  well  to  antibiotic 
therapy.  A repeat  “T”  tube  cholangiogram  showed  no 
change  in  the  radiographic  findings.  The  bilirubin  was  5.1 
mg/dl  and  the  patient  was  discharged  to  outpatient 
follow-up.  Prior  to  radiotherapy,  a repeat  “T”  tube 
cholangiogram  revealed  no  dye  going  proximally  into  the 
hepatic  radical  (Figure  2).  The  bilirubin  began  to  rise, 
stools  were  clay  colored,  and  the  urine  became  port  wine  in 
color.  On  October  27,  1974  the  patient  was  readmitted  to 
the  Clara  Maass  Memorial  Hospital  because  of  obstructive 
jaundice.  The  bilirubin  was  13.6  mg/dl  and  the  alkaline 
phosphastase  was  266.  The  patient  was  reoperated  on 
November  1,  1974.  Laparotomy  at  this  time  demonstrated 
the  common  duct  to  be  completely  obstructed  above  the 
upper  limb  of  the  “T”  tube.  The  “T”  tube  was  removed  and 
a Niloff  vitallium  tube  (Figures  3 and  4)  was  placed  across 
the  obstructing  lesion  after  a passage  was  made  using 
Bakes  dilators.  The  gallbladder  was  removed,  the  cho- 
lecystojejunostomy  anastomosis  taken  down,  and  the 
jejunal  opening  closed. 

Cholangiogram  was  taken  through  the  “T”  tube  which 
had  been  placed  within  the  (Niloff)  tube.  The  postoperative 
course  was  free  of  major  complications.  On  November  13, 
1974  a “T"  tube  cholangiogram  showed  a free  flow  of  bile 
both  proximally  and  distally.  (Figure  5)  On  November  18, 
1974,  the  “T”  tube  was  removed  and  the  patient  was  dis- 
charged to  office  follow-up.  Since  discharge  the  patient  has 
had  several  episodes  of  cholangitis  which  were  successfully 
treated  with  antibiotics  at  home. 


A 


Figure  4 


Figure  5 


Discussion 

Schuppie  et  al.  recognized  the  first  case  of 
carcinoma  of  the  hepatic  ducts  in  1878.  W.  J. 
Mayo4  is  credited  with  the  first  successful 
resection  of  primary  carcinoma  of  a biliary  duct 
in  1903. 

Carcinoma  of  the  extrahepatic  ducts  is 
relatively  infrequent.  Neibling,  et  al.'  reported 
an  incidence  of  0.26  percent  in  12,000  autopsies 
and  0.5  percent  in  14,000  operations  on  the 
biliary  tract.  Glenn  and  Hill-  reported  41 
carcinomas  of  the  ductal  system  including  the 
Ampulla  of  Vater  in  a combined  autopsy  and 
surgical  study.  The  infrequency  of  common  bile 
duct  carcinoma  also  was  noted  in  a study  by 
Quattlebaum,  Jr.'  Metastasis  to  the  liver 
appears  to  occur  relatively  late,  however,  in  the 
course  of  its  development,  the  presence  of 
jaundice  usually  carries  a poor  prognosis. 

The  preoperative  diagnosis  is  seldom  made  and 
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the  operative  diagnosis  is  not  easy.  Although 
the  disease  is  difficult  to  diagnose  percutaneous 
cholangiogram  or  “T”  tube  cholangiogram 
are  procedures  that  may  offer  considerable 
diagnostic  help.4  Malignant  tumors  of  the 
hepatic  ducts  produce  obstruction  early  in  the 
course  of  the  disease;  they  are  slow  growing  and 
metastasize  late.  Distinct  metastases  may 
remain  absent,  and  palliative  procedures  have 
been  associated  with  surprisingly  long  periods 
of  survival.  Carcinoma  of  the  major  hepatic 
ducts  is  seldom  considered  as  a cause  of  ob- 
structive jaundice,  but  does  occur  often  enough 
for  any  surgeon  to  come  upon  it  unexpectedly 
at  laparotomy.  We  believe  one  should  take  an 
aggressive  approach  to  the  problem  and  attempt 
to  eradicate  the  disease  if  possible.  If  not,  then 
a palliative  procedure  such  as  a by-pass  should 
be  tried. 5-6-7  One  patient  operated  by  Altomeier 
lived  five  and  a half  years;  repeat  exploratory 
laparotomy  showed  no  extension  beyond  the 


primary  site.4 
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Alcoholism  More  Dangerous  to  Women  than  Men 


Alcoholism  is  more  damaging  to  women  than 
to  men,  says  a report  in  the  July  issue  of  the 
AM  A’s  Archives  of  Internal  Medicine. 

Scientists  at  the  University  of  Toronto,  Canada, 
report  on  a study  of  physical  disease  profiles  of 
135  female  and  737  male  alcoholics,  similar  in 
age,  social  class,  and  referral  pattern.  Although 
the  women  had  been  drinking  hazardously  for 
fewer  years,  the  prevalence  of  most  diseases  was 
similar  in  men  and  women,  says  Mary  Jane 
Ashley,  M.D.,  and  colleagues.  There  was  an 
excess  of  anemia  in  women,  and  an  excess  of 
fatty  liver  and  chronic  obstructive  lung  disease 
in  men.  Women  had  double  the  frequency  of 
cirrhosis  of  the  liver. 


The  average  duration  of  hazardous  drinking 
before  the  first  occurrence  of  almost  all  illness 
events  was  shorter  in  women,  14.1  years  to 
20.2  years.  “These  findings  suggest  that  the 
development  of  physical  morbidity  in  relation  to 
hazardous  drinking  may  be  accelerated  in 
women,”  Dr.  Ashley  concludes. 

There  are  indications  that  the  incidence  of 
alcoholism  in  women  is  increasing.  The  sug- 
gestion that  the  development  of  physical  mor- 
bidity may  be  accelerated  in  female  compared 
to  male  alcoholics  should  be  a cause  for  con- 
cern and  a stimulus  for  the  further  clarification 
of  sex  differences  in  the  physical  disease  con- 
sequences of  alcoholism,  she  says. 
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The  unusual  features  of  a patient  with  blunt  chest  wall  trauma  are  described.  Correct 
diagnosis  of  life-threatening  pericardial  tamponade,  emergency  pericardial  decom- 
pression. and  definitive  repair  of  a tear  of  the  right  atrial  appendage  saved  the 
patient's  life. 

Tear  of  Right  Atrial  Appendage  Following 
Blunt  Chest  Wall  Trauma 


Barry  B.  Galton,  M.D.,  Wayne 

Rupture  of  the  heart  has  been  reported  in  chest 
wall  trauma,  with  and  without  direct  lacera- 
tion of  the  heart,1-4  and  with  crush  injuries  to 
the  lower  trunk  and  legs.  In  the  latter  cases  it  is 
presumably  secondary  to  sudden  sharp  increase 
in  venous  return  and  rapid  increase  in  right 
atrial  pressure.56  The  free  wall  of  the  right 
ventricle  is  the  most  common  chamber  in- 
volved with  direct  trauma,  followed  by  left 
ventricle,  right  auricle,  and  left  auricle  in  that 
order.  Aortic  laceration  also  may  occur  with 
blunt  chest  trauma  and  sudden  deceleration 
injuries,  with  the  most  common  site  being  at 
the  Ligamentum  Arteriosum.7  In  many  cases 
signs  of  external  chest  trauma  may  be  absent. s 

In  our  review  of  the  literature  we  failed  to  find 
mention  of  laceration  of  the  right  atrial  append- 
age and  associated  involvement  of  the  in- 
nominate artery.  This  case  report  describes  a 
patient  with  both. 

Case  Report 

A 23-year-old  female  was  brought  to  the  emergency  room 
of  Chilton  Memorial  Hospital,  Pompton  Plains,  New  Jer- 
sey after  her  auto  hit  a tree.  She  was  not  known  to  be  a 
drug  or  alcohol  abuser  and  past  history  was  negative. 
Examination  revealed  pulse  120,  BP  70/50,  and  respirations 
18.  Superficial  lacerations  of  the  head  and  Hat  neck  veins 
were  noted.  The  anterior  chest  was  minimally  bruised  but 
the  lungs  were  clear;  heart  sounds  were  normal  without 
murmur,  rub,  or  gallop.  The  abdomen  was  tender  in  both 
upper  quadrants  with  decreased  bowel  sounds,  but  there 
was  no  organomegaly.  Peripheral  pulses  were  good  except 
the  right  radial  artery  which  was  decreased.  Hematocrit 
was  30.  Hgb  9.0,  and  WBC  27.000.  EKG  revealed  only 
sinus  tachycardia.  Chest  x-ray  showed  enlargement  of 
vascular  density  in  righu  medial  infraclavicular  area  but 
normal  heart  and  lungs.  After  infusion  of  3000  cc  of  Ring- 
er's lactate  solution,  the  blood  pressure  rose  to  140/90. 

The  patient  was  transferred  to  the  intensive  care  unit.  The 
attending  surgeon’s  working  diagnosis  was  intra-abdominal 


hemorrhage  with  probable  ruptured  spleen,  but  abdominal 
taps  on  four  attempts  revealed  only  small  amounts  of  light- 
pink  stained  fluid.  Neck  vein  distension  two  and  a half 
hours  after  admission  suggested  cardiac  tamponade.  A 
thoracic  surgeon  removed  100  cc  of  non-clotting  pericardial 
blood  via  a sub-xyphoid  approach.  A catheter  was  placed 
via  the  left  subclavian  vein  and  the  central  venous  pressure 
measured  180  mm  saline;  the  pulse  dropped  from  156  to 
1 35  and  the  patient's  condition  became  stable. 

Due  to  absent  right  brachial  pulse,  damage  to  the  innomi- 
nate artery  or  aortic  root  was  suspected.  Because  of  the 
possible  need  for  immediate  thoracotomy  at  a center  with 
pump  stand-by,  it  was  decided  to  transfer  the  patient  to 
St.  Michael's  Hospital,  Newark.  Before  transfer,  pericar- 
diocentesis was  repeated  and  an  intracath"  was  inserted  and 
left  in  the  pericardium  in  case  the  CVP  rose  and  repeat 
aspiration  was  necessary  during  the  trip  by  ambulance.  A 
cardiac  monitor  was  attached  and  an  I.C.U.  nurse  was  in 
attendance.  The  trip  was  uneventful. 


Figure  I — Portable  x-ray  on  day  of  admission  showing 
increased  vascular  shadow  in  right  superior  mediastinum. 
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Figure  2—  Aortogram  showing  intramural  hematoma  in 
innominate  artery  and  luminal  narrowing,  secondary  to 
intimal  tear. 

At  St.  Michael's  Hospital,  an  emergency  aortic  root  angio- 
gram revealed  hematoma  of  the  ascending  aorta  and  kink- 
ing of  the  innominate  artery,  thought  to  be  due  to  torsion 
caused  by  the  hematoma  Thoracotomy  revealed  a fractured 
sternum,  ruptured  right  atrial  appendage,  hemopericar- 
dium.  and  hematoma  of  the  innominate  artery  and  ascend- 
ing aorta  The  atrial  appendage  was  ligated;  bleeding  was 
controlled  and  the  wound  closed  With  drainage  of  the 
pericardium  and  ligation  of  the  right  atrial  appendage,  the 
right  brachial  pulse  returned  to  full  force  without  specific 
therapy  to  the  innominate  artery. 

The  patient  then  underwent  laparotomy,  and  a partial 
laceration  of  the  right  ovarian  vein  and  laceration  of  the 
liver  were  found  and  sutured  Despite  the  extensive  trauma 
and  surgery,  the  patient  made  an  uneventful  recovery  and 
was  discharged  on  the  eleventh  hospital  day. 


Figure  3 — Chest  x-ray  17  months  after  accident  — normal 
except  for  minimal  pleural  reaction  to  right  apex. 


Comment 

This  case  illustrates  the  fact  that,  although  the 
initial  findings  pointed  to  major  abdominal 
trauma,  the  life-threatening  injury  (pericardial 
tamponade)  soon  became  evident,  with  neck 
vein  distension  and  absent  right  brachial  pulse, 
even  though  the  external  chest  trauma  appeared 
minimal  and  initially  was  considered  trivial. 
The  laceration  of  the  right  atrial  appendage  is 
distinctly  unusual  according  to  our  review  of 
the  literature,  and  the  association  with  innom- 
inate and  aorta  hematoma  has  not  been  noted 
previously. 

The  use  of  a pericardial  catheter  for  pericardial 
decompression  during  transfer  to  a center  with 
open  heart  facility  has  not  been  reported  before. 
It  provided  a method  for  successful  transfer  of 
a critically  ill  patient  from  a community 
hospital  to  a nearby  university  hospital  center 
where  definitive  cardiovascular  repair  was 
possible. 


Follow-up 

The  patient  was  seen  in  follow-up  17  months 
after  the  accident.  Pulse  was  68  and  regular. 
BP  I 12/64  right  brachial,  I 10/60  left  brachial. 
Supraclavicular  and  peripheral  pulses  were 
normal  throughout.  The  lungs  were  clear. 
There  was  a short  systolic  adventitial  sound 
over  the  precordium.  No  definite  cardiac  mur- 
mur was  noted.  EKG  showed  T-wave  inverted 
and  coved  V 1-2  and  was  considered  a normal 
pattern  for  her  age.  Chest  x-ray  now  shows 
minimal  pleural  reaction  at  the  right  apex. 
The  heart  and  aorta  appear  normal. 

The  patient  had  had  plastic  repair  of  her 
original  sternal-splitting  scar  six  months  after 
the  accident.  She  is  feeling  well  and  working 
full  time. 
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The  purpose  of  this  communication  is  to  report  a case  of  simultaneous  bilateral  and 
complete  rupture  of  the  quadriceps  extensor  mechanism  as  well  as  to  discuss  the 
pathophysiology  and  treatment  of  this  rare  event. 


Simultaneous  Bilateral  and 
Complete  Rupture  of  the 
Quadriceps  Extensor  Mechanism 


R.  M.  Pejic,  M.D.,  E.  R.  Principato,  M.O. 
and  B.  Liepa,  M.D.,  Camden 

Bilateral  ruptures  are  about  15  to  20  times  less 
common  than  unilateral  ruptures  of  the  quadri- 
ceps tendons.  However,  because  of  the  steady 
increase  in  the  geriatric  population  all  over  the 
world,  the  authors  feel  that  this  particular 
problem  will  emerge  from  its  inconspicuous 
position  and  become  a recognizable  entity  in 
medicine  and  surgery.  The  chronic  debilitating 
diseases,  which  are  more  common  among  the 
aged,  are  usually  responsible  for  the  degenera- 
tive changes  causing  weakness  of  the  musculo- 
tendinous tissue  and  subsequent  rupture  when 
exposed  to  undue  stress. 

Historical  Aspects 

Galen4  was  the  first  to  record  a rupture  of  the 
quadriceps  tendon  and,  according  to  Conway4, 
Lister  was  the  first  to  repair  the  quadriceps 
tendon  surgically  in  1878.  Since  antiseptics 
were  not  available  prior  to  that  time,  this 
problem  was  treated  only  medically.  In  1887, 
McBurney2  published  the  results  of  the  first 
operated  case  in  American  literature.  He 
approximated  the  tendon  using  catgut  suture 
and  silver  wire,  with  drill  holes  in  the  patella,  to 
reinforce  the  attachments. 

To  date  about  two  hundred  cases  of  quadriceps 
tendon  rupture  have  been  reported  in  the  litera- 
ture, the  largest  series  being  by  Walker14  in 
1896.  However,  only  a few  cases  of  bilateral 
simultaneous  rupture  of  the  quadriceps  ex- 
pansion mechanism  have  been  seen  or  reported. 
The  first  case  report  published  was  that  by 
Steiner  and  Palmer12  in  1949.  Further  reports  by 


Wetzler  and  Merkow14,  Preston  and  Adicoff", 
Dalai  and  Whittam4  and  Levy  el  al.1  followed. 

Anatomy 

The  rectus  femoris  and  the  vastus  lateralis, 
medialis  and  intermedius  muscles  coalesce  to 
form  the  quadriceps  extension  mechanism. 
This  common  tendon  cuff  forms  the  front  wall 
of  the  knee  joint  and  covers  all  but  the  articular 
surface  of  the  patella  before  becoming  the 
infrapatellar  tendon.  This  entire  mechanism 
acts  to  extend  and  stabilize  the  knee  joint  and 
the  patella  is  its  weakest  link.  However,  in 
cases  of  chronic  debilitating  diseases  or  exces- 
sive attritional  degeneration  of  the  adjacent 
tendon  fibers,  the  musculotendinous  com- 
ponents may  be  weakened  to  the  point  of  rup- 
turing under  specific  force. 

The  patellar  tendon,  ligament,  and  retinacula, 
formed  from  the  vastus  medialis  and  lateralis 
muscles,  constitute  the  anterior  fibrous  capsule 
of  the  knee  joint.  The  fo>  r bursae,  with  their 
relationship  to  the  anterior  fibrous  capsule  of 
the  knee  joint,  are  illustrated  in  Figure  1. 

Pathology 

Under  normal  circumstances  the  patella  is  the 
weakest  point  in  the  quadriceps  extension 
mechanism.  However,  in  the  chronically 
debilitated  patients,  the  musculotendinous 
portion  of  the  quadriceps  extension  mechanism 
is  weaker  and  may  tear  under  unusual  stress 
(violent  quadriceps  contraction  against  a sudden 
load  of  the  body  weight  on  the  flexed  knee). 


*This  case  study  is  from  the  Cooper  Medical  Center, 
Camden,  New  Jersey. 
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Figure  / —The  four  ventral  bursae  are  labeled  and  shown 
in  the  mid-sagittal  plan  of  the  knee  joint.  1 Quadriceps 
expansion  formed  by  the  rectus  femoris  and  vastus  lateralis, 
medialis  and  intermedius  muscles.  2.  Patella.  3.  Infra- 
patellar tendon. 

The  usual  history  is  that  the  patient  stumbled  on 
a step  and  fell  with  the  knee  in  a partially 
flexed  position  while  attempting  to  straighten 
himself  out  and  prevent  the  fall. 

Musculotendinous  quadriceps  tears  have  been 
reported  in  gout7,  diabetes1,  secondary  hyper- 
parathyroidism’, systemic  lupus  erythemato- 
sus14 and  chronic  renal  failure  with  acidosis10. 
Also,  excessive  use  of  steroids,  such  as  in  syst- 
tematic  lupus  erythematosus,  may  contribute  to 
this  state.  The  common  finding  in  all  of  these 
conditions  are  alerted  and  weakened  tendon 
structures.  The  ruptures  begin  as  minute  tears  in 
the  degenerating  tendons  and  extend  under 
tension.  In  the  case  of  gout7  extensive  fibrinoid 
nectrosis  and  fibrin  deposits  have  been  seen 
histologically.  In  addition,  there  is  marked 
synovial  proliferation  with  the  formation  of 
villous  processes  infiltrated  by  lymphocytes, 
macrophages,  plasma  cells,  and  granulomas. 

Diagnosis 

The  diagnosis  may  be  confirmed  by  knee 


arthrography6  which  would  show  an  abnormal 
tract  of  contrast  agent  dissecting  from  the 
suprapatellar  bursa  into  the  soft  tissue  anterior 
to  the  patella  and  downward  to  a level  below 
the  tibial  plateau.  However,  in  most  cases  the 
diagnosis  is  made  by  the  patient’s  history  and 
physical  findings.  These  patients  usually  ex- 
perience, for  no  apparent  reason,  a sudden 
collapse  while  walking  and  are  not  able  to  ex- 
tend their  legs  or  stand  up  after  the  fall7.  The 
physical  examination  discloses  diffuse  anterior 
swelling  of  the  knee  joint,  at  times  subcutaneous 
ecchymoses,  a palpable  defect  above  the  patella 
with  local  joint  tenderness  and  inability  of  the 
patient  to  extend  the  knee  voluntarily. 

Case  Report 

A 64-year-old  male  fell  forward  on  his  knees  as  he  was 
standing  on  a curb,  waiting  to  cross  the  street.  He  could  not 
get  up  nor  extend  his  knees  after  the  fall.  The  patient  denied 
any  history  of  trauma,  chronic  debilitating  disease,  or  pre- 
vious knee  problems.  Physical  examination  revealed  no 
ecchymosis,  pain,  or  swelling  of  the  knee  joints.  There  was 
only  a definite  bilateral  depression  palpable  above  both 
patellae  and  the  patient  could  not  extend  his  legs. 

A diagnosis  of  bilateral  simultaneous  rupture  of  the  quad- 
riceps extensor  mechanism  was  made  and  the  patient  was 
prepared  for  emergency  surgery.  The  pre-operative  evalua- 
tion was  normal  except  for  a hemoglobin  and  hematocrit  of 
10  and  30  respectively. 

At  surgery  exposure  was  obtained  through  a transverse 
incision  about  three  to  four  cm  proximal  to  the  superior 
edge  of  the  patella.  Complete  transverse  tear  of  the  mus- 
culotendinous portion  of  the  extensor  mechanism  was 
found  about  two  cm  proximal  to  the  patella.  The  tom  edges 
were  debrided  and  reapproximated  to  the  tendinous 
attachment  of  the  patella  using  interrupted  O braided 
Tevdek®  figure-of-eight  sutures.  It  was  not  necessary  to 
drill  holes  into  the  patella  since  there  was  sufficient  tendi- 
nous tissue  for  suturing  proximal  to  the  patella.  Full  length 
posterior  plaster  of  paris  splints  were  applied  from  the 
patient’s  toes  to  his  mid-thigh  region  and  secured  by  means 
of  elastic  bandages  prior  to  termination  of  anesthesia. 

Postoperatively,  an  extensive  evaluation  of  the  patient’s 
anemia  revealed  it  to  be  on  the  basis  of  G-6-PD  and  iron 
deficiency.  He  was  treated  with  packed  red  cell  transfusions, 
an  oral  iron  and  vitamin  medication,  and  advised  against 
taking  any  medications  which  are  detrimental  to  those 
with  G-6-PD  deficiency.  Ten  days  later,  full-length  cylinder 
casts  extending  from  the  ankles  to  mid  thigh  were  applied 
and  the  patient  was  discharged  from  the  hospital. 

About  five  days  after  discharge  the  patient  was  re-admitted 
because  of  a dizzy  spell  and  pain  in  his  left  thigh  and  leg.  An 
ERG  revealed  a non-transmural  antero-septal  myocardial 
infarction  which  was  substantiated  with  enzyme  studies. 
The  left  leg  and  thigh  swelling  was  felt  to  be  due  to  phle- 
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bothrombosis  and  a lung  scan  was  compatible  with  RUL 
and  LLL  pulmonary  embolism.  The  patient  was  treated 
with  intravenous  antibiotics,  heparin,  bed  rest,  with  the 
left  leg  elevated,  and  with  hot  compresses.  He  responded 
nicely  to  treatment  and  the  left  leg  and  thigh  edema  subsided 
completely.  The  patient  was  discharged  thirty  days  later,  at 
which  time  weight  bearing  and  ambulation  with  a walker 
were  progressing  well. 

Discussion 

Bilateral  rupture  of  the  quadriceps  expansion 
mechanism  usually  occurs  in  an  older  patient 
population  and  has  no  sex  predilection8.  Nor- 
mally the  patella  is  the  weakest  link  in  the  ex- 
tension mechanism,  thus,  when  the  musculo- 
tendinous portion  of  that  mechanism  is  torn, 
the  physician  should  be  alerted  to  the  possibi- 
lity of  systemic  causes  for  the  weakness  of  that 
structure3.  The  differential  diagnosis  should 
include  chronic  anemia,  diabetes,  chronic  renal 
failure,  systemic  lupus  erythematosus,  gout  and 
secondary  hyperparathyroidism.  The  mecha- 
nism of  injury  is  a sudden,  resisted  contraction 
of  the  quadriceps  muscle  in  an  attempt  to  pre- 
vent a fall.  The  normal  tendon  does  not  rupture 
under  stress  as  shown  by  McMaster9,  except 
by  direct  trauma.  The  dehiscence  occurs  at  the 
musculotendinous  junction  through  the  muscle 
belly  or  at  its  insertion.  The  rupture  usually 
begins  as  minute  tears  in  the  degenerating  ten- 
dons14 whose  capacity  to  heal  is  impaired. 

A triad  of  a palpable  and  painful  suprapatellar 
defect,  swelling  of  the  knee  joint,  and  inability 
to  extend  the  leg  voluntarily  should  be  sufficient 
to  make  the  diagnosis. 

The  repair  is  made  by  reapproximating  the 
torn  proximal  tendinous  tissue  to  the  distal 
structures  or  even  to  the  patella  itself  by  creat- 
ing burr  holes.  All  kinds  of  suture  material  have 
been  used  for  this  repair,  such  as  catgut,  silver 
wire,  silk,  fascia  lata  fibers  and  even  kangaroo 
tendons4.  More  recently,  monofilament  or 
multifilament  synthetic  suture  has  been  used 
because  of  its  strength  and  inertness. 

The  results  are  much  better  if  the  diagnosis  is 
made  quickly  and  surgery  performed  before 
fibrosis  of  the  proximal  contracted  segment 
of  muscle  occurs.  Delay  in  surgery  would  make 
it  more  difficult  to  approximate  the  proximal 


segment  to  the  patella  or  its  adjacent  tissue 
and  would  create  tension  at  the  suture  line. 

The  healing  and  convalescent  period  is  usually 
three  to  six  months  during  which  time  cylinder 
casting  and  later  progressive  ambulation  with 
partial  weight  bearing  is  required  prior  to  un- 
assisted ambulation.  In  addition,  treatment  and 
correction  of  any  systemic  disease  must  be 
accomplished. 

Summary 

1.  Bilateral  simultaneous  rupture  of  the  quad- 
riceps expansion  mechanism  is  a rare  entity, 
less  than  ten  cases  having  been  reported  in  the 
literature. 

2.  If  thought  of,  the  diagnosis  is  usually  easily 
made  by  a good  history  and  physical  examina- 
tion. 

3.  The  older  patient  population  tends  to  be 
affected  and  there  is  no  sex  predilection. 

4.  A chronic  systemic  debilitating  disease  is 
usually  present  in  such  patients,  as  well  as  the 
use  of  steriods  in  isolated  cases. 

5.  Treatment  is  surgical  reconstruction  of  the 
quadriceps  extension  mechanism  and  the  earlier 
the  repair,  the  better  are  the  long  term  results. 

6.  The  rehabilitation  is  prolonged,  usually  re- 
quiring three  to  six  months. 
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Pediatric  Briefs* 

Adenovirus  Type  3 Pneumonia  Causing  Lung  Damage  in  Childhood.  Herbert,  F.A.  et  al.:  Canad. 
Med  Assoc  J 1 16:274  (1977). 

Nineteen  children  ages  3 to  21  months  were  victims  of  an  epidemic  of  adenovirus  pneumonia.  The 
pneumonia  was  severe  in  many  of  the  children  with  signs  of  bronchiolar  obstruction  and  atelectasis. 
However,  none  of  the  children  needed  ventilatory  assistance  and  none  died.  When  reevaluated  8 to 
10  years  later,  10  had  abnormal  x-rays  and  7 had  bronchiectasis. 

Comment:  Adenovirus  is  known  to  be  able  to  cause  severe  necrotizing  bronchiolitis  and  pneu- 
monia as  well  as  pertussis  syndrome,  classical  bronchiolitis,  and  laryngotracheobronchitis.  This 
agent  may  be  the  commonest  cause  of  bronchiectasis.  Severe  pneumonia  need  not  be  bacterial; 
viral  pneumonia  need  not  be  mild  and  “self-limited.”  R.H.R. 

Successful  Protection  of  Humans  Exposed  to  Rabies  Infection.  Bahmanyar,  M.  et  al.;  JAMA 
236:2751  (1976). 

A new  rabies  vaccine  prepared  from  human  diploid  cells  (rather  than  duck  embryo)  was  given  with 
antirabies  serum  to  45  persons  severely  bitten  by  rabid  wolves  and  dogs.  This  combination  was 
totally  effective.  Several  patients  were  begun  on  therapy  as  long  as  14  days  after  exposure  with 
excellent  results.  The  authors  conclude  that  ”...  a major  breakthrough  has  been  achieved. . .”. 
The  human  diploid  vaccine  is  highly  immunogenic  and  virtually  without  side  effects. 

Comment:  This  field  trial  of  a new  vaccine  is  very  encouraging.  R.H.R. 

•Excerpts  from  CMDNJ  Rutgers  Medical  School  Pediatric  Newsletter  (Vol.  1,  No.  8,  June  1977),  Richard  H.  Rapkin. 
M.D.,  Editor.  Dr  Rapkin  has  given  The  Journal  permission  to  reprint  this  material  from  time  to  time. 
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Special  Article 


Bioethics:  Health  Care  Questions  for  a New  Age 

Russell  L.  McIntyre,  Th.D.* 


The  eminent  social  analyst  and  psychologist 
Rollo  May  has  written  recently: 

We  are  living  at  a time  when  one  age  is  dying  and  the  new 
age  is  not  yet  born.  . . To  live  with  sensitivity  in  this  age  of 
limbo  requires  courage.  A choice  confronts  us.  Shall  we. 
as  we  feel  our  foundations  shaking,  withdraw  in  anxiety  and 
panic.  Frightened  by  the  loss  of  our  familiar  mooring  places, 
shall  we  become  paralyzed  and  cover  our  inaction  with 
apathy?  If  we  do  these  things,  we  will  have  surrendered  our 
chance  to  participate  in  the  forming  of  the  future.  . . Or 
shall  we  seize  the  courage  necessary  to  preserve  our  sensi- 
tivity, awareness  and  responsibility  in  the  face  of  radical 
change?  Shall  we  consciously  participate,  on  however  small 
a scale,  in  the  forming  of  the  new  society?  (from  Courage 
to  Create) 

The  “new  society”  which  May  envisions, 
though  long  in  coming,  already  has  started  to 
manifest  itself  in  our  experience.  No  one  can 
point  specifically  and  say  “there  it  is!”  But,  all 
of  us  feel  its  birth  pangs. 

Movements  to  create  change  usually  take  one  of 
two  possible  directions.  The  most  radical  is  total 
social  upheaval  — revolution  — which  often 
allows  for  the  creation  of  a social  order  more 
intolerable  than  the  one  which  created  the  need 
for  revolution.  In  such  a process  the  identity 
of  the  oppressors  changes,  but  oppression  is  still 
the  modus  operandi. 

The  calmer  model  for  change  is  much  like  the 
incoming  tide.  Its  moment-by-moment  progress 
almost  goes  unnoticed,  until  at  last  there  has 
been  significant  change. 

The  American  model  for  change  has  been  more 
like  the  latter.  Indeed,  the  political  structure  of 
our  society  tends  to  permit  major  changes  only 
every  four  or  eight  years,  with  the  intervening 
period  resulting  in  a quieter  working  out  of  the 
details  of  that  change.  In  contrast,  of  course, 
are  the  democracies  of  Western  Europe  which 
can  collapse  and  change  with  a simple  “vote  of 
no  confidence”  in  the  ruling  party. 


At  the  center  of  the  most  recent,  and,  inci- 
dentally, the  most  pervasive,  decade  of  social 
change  in  America  is  the  concern  raised  over  the 
inequities  in  America’s  health  care  industry. 
While  absolutely  astounding  changes  have 
occurred  in  both  the  medical  community’s 
ability  to  deal  with  acute  and  chronic  disease 
and  the  quality  of  needed  services,  serious 
questions  are  being  raised  with  regard  to  the 
extent  to  which  newly  developed  medical 
technologies  are  being  employed  to  support  life 
and  the  decisions  that  are  being  made  about 
patient  care.  Four  major  factors  are  re- 
sponsible for  this  change. 

First,  from  the  technicians’  perspective,  the 
most  important  aspect  is  the  scientific  develop- 
ments of  the  technologies  themselves.  Advances 
in  biomedical  technology  in  the  past  ten  years 
radically  have  changed  the  practice  of  medicine 
and  the  provision  of  health  care.  And  hospitals 
generally  have  not  been  slow  to  adopt  the  latest 
methods,  devices,  theories,  drugs,  or  tech- 
nologies. This  may  be  part  of  the  problem,  i.e., 
that  there  are  differences  of  opinions  about 
which  therapy  is  most  effective  or  which  drug 
has  fewer  undesirable  side  effects.  Time,  re- 
search, and  experimentation  eventually  will 
settle  many  of  these  issues  but,  until  it  does, 
ambiguities  remain. 

Second,  from  my  perspective  as  an  ethicist, 
equally  as  important  as  the  technological  ad- 
vances are  the  dramatic  social  changes  that 
have  taken  place  in  the  United  States  in  the 
past  ten  to  fifteen  years.  Prior  to  the  Kennedy 
years,  America  was  still  trying  to  stabilize  her- 
self after  World  War  II.  The  Eisenhower  years 

*Dr.  McIntyre  is  Director,  Programs  in  Health  Care 
Humanities,  CMDNJ.  Formerly  a Fellow  in  Medical 
Ethics  at  Harvard  Medical  School,  he  is  a bioethicist  and 
currently  serves  all  CMDNJ  schools  as  a member  of  Dr. 
Bergen's  staff. 
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were,  to  a large  extent,  stabilization  years  which 
allowed  for  business  and  industry  to  concen- 
trate on  growth  and  development,  but  also 
allowed  for  the  inequities  of  the  capitalistic 
system  to  become  re-entrenched  in  the  working 
mentality  of  “status  quoism.” 

With  Kennedy,  the  transformation  began. 
But  instead  of  dealing  with  America's  per- 
vasive social  problems,  the  major  impetus  was 
given  to  the  scientific  community  to  develop  a 
technological  dream  of  reaching  beyond  planet 
earth.  Science  and  technology  were  being 
combined,  not  to  bring  the  “good  life"  here  to 
those  on  earth,  but  to  help  us  reach  it  some- 
where else. 

It  was  principally  during  the  administration  of 
Lyndon  Johnson  that  America's  second  civil 
revolution  began.  Probably  because  of  forces 
present  not  of  his  own  choosing,  national 
policies  developed  which  allowed  for  major 
social  changes  to  occur.  Political  “conserva- 
tives” suddenly  saw  the  U.S.  Constitution  and 
Bill  of  Rights  as  the  radical  document  it  is. 
“The  rights  of  man,”  John  Kennedy  had  as- 
serted in  his  inaugural  address,  “come  not 
from  the  hands  of  the  state,  but  from  the 
hands  of  God."  That  “all  men  are  created 
equal  . . . endowed  by  their  creator  with  cer- 
tain unalienable  rights,”  became  the  force  of 
major  Supreme  Court  decisions.  And  an  ethical, 
legal,  and  social  revolution  was  under  way.  Of 
ail  of  the  changes  that  have  taken  place  in  our 
society,  this  change  in  our  conceptual  realiza- 
tion of  human  or  natural  rights  has  been  the 
most  powerful  in  sensitizing  us  to  the  in- 
equities of  the  system. 

A third  major  factor  is  in  the  type  of  protection 
that  American  citizens  are  demanding  from  the 
institutions  and  systems  which  surround  their 
lives.  Beginning  as  a revolt  against  the  rising 
cost  of  living,  the  consumer  movement  has 
affected  every  aspect  of  public  responsibility 
and  accountability.  Consumer  advocates  like 
Ralph  Nader,  Common  Cause,  and  the  ACLU 
have  arisen  to  force  the  public  bearers  of  social 
responsibility  into  a recognition  of  how  easily 
their  social  contract  can  — and  does— become 
perverted  for  personal  gains.  In  addition,  the 


concept  of  a “special  prosecutor”  has  now  been 
widely  accepted  as  a “necessary  evil”  to  deal 
with  corruption,  even  in  the  highest  of  offices, 
e.g.,  the  Presidency  of  the  United  States. 

These  three  major  developments  all  have 
affected  the  distribution  of  health  care  services 
in  the  United  States.  It  is,  perhaps,  most  ob- 
vious with  the  advancements  of  biomedical 
technology.  The  civil  rights  movement  and  the 
consumer  movement  also  have  placed  tremen- 
dous challenges  on  the  health  care  system,  or 
“non-system”  as  it  sometimes  has  been  called. 
The  demand  for  equal  access  to  health  care 
services  and  facilities  has  been  extended  into  the 
concept  of  “national  health  insurance”  pro- 
grams and  proposals  for  a “national  health 
service  corps.”  Various  programs,  especially 
“Medicare”  and  “Medicaid”  have  contributed 
to  the  growing  understanding  of  health  care  as 
a “right”  for  all  Americans. 

Finally,  a fourth  development  is  currently 
cresting  on  the  horizon,  namely  the  malpractice 
crisis.  Many,  unfortunately,  fail  to  see  the  mal- 
practice issue  as  an  extension  of  the  “civil 
rights”  and  “consumerism”  movements,  but  it 
is,  in  fact,  just  that  — an  extension  of  the  basic 
“rights”  notion  of  man  coupled  with  the  need 
to  be  protected  against  misuse  by  the  “system” 
of  health  care.  There  is  no  question  but  that 
inappropriate  things  have  been  done.  No  one 
recognizes  this  any  more  painfully  than  the 
sensitive  clinician.  What  to  do  about  these 
problems  is  often  much  more  than  an  individual 
matter.  It  might  also  mean  a change  in  hospital 
policy,  confronting  the  practices  of  colleagues, 
or  “bucking”  the  politics  of  the  system. 

But  major  changes  are,  in  fact,  occurring. 
Sensitivities  today  are  considerably  different 
than  they  were  fifteen  years  ago.  Recognition  of 
“patients'  rights”  and  the  professions'  respon- 
sibilities are  articulated  much  more  clearly 
today  than  they  ever  have  been.  And  the 
ethical,  legal,  and  social  responsibilities  of  all 
health  care  providers  are  recognized  and 
respected  more  universally. 

In  point  of  fact,  my  role  as  a “bioethicist”  is 
quite  new  Before  1970  there  were  no  such 
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individuals.  And  there  are  still  frightfully  few 
“in  the  field.”  Indeed,  the  term  “bioethics” 
has  not  yet  found  its  way  into  the  latest  medical 
dictionaries  even  though  several  medical 
schools  have  recognized  the  importance  of 
introducing  students  to  the  issues  bioethicists 
are  raising. 

The  field  of  bioethics  is  one  of  the  most  exciting 
fields  to  develop  in  health  education.  Its  scope 
is  as  wide  as  biomedical  research;  its  depth 
includes  the  most  basic  questions  of  human  life 
and  meaning;  and  into  its  purview  come  all 
members  of  the  health  “team.” 

Ethics  is  both  the  study  of  human  action  and  the 
search  for  the  values  which  underlie  those 
actions.  It  is  also  the  search  for  normative 
judgments  by  which  we  can  qualitatively  inter- 
pret the  meaningfulness  of  human  life.  Bioethics 
begins  with  questions  about  the  appropriate  use 
to  which  biomedical  technologies  are  applied, 
but  very  quickly  gets  to  the  deeper  questions  of 
life,  namely  the  philosophical  questions  about 
life’s  purpose,  meaning,  direction,  and  whether 
or  not  social  life  can  be  improved  through 
specific  proposals  for  change. 

The  questions  are  deep  questions  and,  perhaps, 
to  the  non-philosophically  inclined,  seem  too 
vague  and  abstract  to  answer  concretely.  Such  a 
typical  question  might  include:  “What  is  the 
nature  of  human  freedom  and  autonomy?” 
Very  vague  and  difficult  to  answer  in  the  ab- 
stract. But,  if  the  question  of  human  freedom  is 
applied  to  patient’s  rights,  and  the  question  of 
autonomy  to  informed  consent,  suddenly  these 
abstract  questions  become  extremely  relevant 
for  the  provision  of  health  care. 

Another  example  might  be  the  question:  “Are 
human  rights  naturally  endowed  or  only 
politically  conferred?”  What  about  the  right  to 
bear  children?  How  about  as  many  children  as 
we  want?  Basically  our  society  has  affirmed  the 
“natural”  rights  of  procreation.  But,  will  that 
also  hold  for  our  future?  In  1973  the  “Presi- 
dent’s Commission  on  Population  Growth  and 
the  American  Future”  projected  that  unless 
something  drastic  is  done  to  curtail  population 
growth  in  the  United  States,  by  the  year  2073 


we  could  have  a population  of  one  billion  living 
within  our  continental  limits— about  a five-fold 
growth  of  our  current  population.  We  are  aware 
of  the  forced  sterilization  program  in  India. 
What  will  be  the  direction  of  our  society  in  the 
future?  How  much  authority  should  our  govern- 
ment have  in  regulating  population  growth? 
Who  should  decide  who  has  the  “right”  to 
reproduce?  We  realize,  of  course,  that  even  if 
everyone  alive  today  agreed  to  go  to  “zero 
population  growth”  (i.e.,  only  reproduce  your- 
self) that  it  would  take  seventy  years  before  the 
population  would  stabilize. 

More  exciting,  perhaps,  than  these  “philo- 
sophical" questions  is  a recognition  that  it  is  the 
availability  of  the  technologies  themselves  that 
raise  the  ethical,  legal  and  social  questions.  The 
questions  here  involve  defining  both  the  ap- 
propriate and  inappropriate  uses  for  the  tech- 
nology in  question.  The  technologies  can  be 
divided  into  at  least  six  basic  categories. 

1.  Technologies  of  Population  Control  — 
Questions  here  would  revolve  around  the  moral 
and  ethical  justifications  appropriate  to  the 
methods  of  population  control,  namely  con- 
traception, abortion,  and  sterilization.  The 
questions  might  include,  among  others:  Once 
conceived,  is  there  any  “right”  to  be  born?  Who 
should  decide?  Is  a fetus  a human  being?  Is  it  or 
should  it  be  protectable  in  the  same  way  that  a 
child  born  alive  is  protectable  under  the  law? 
What  about  congenitally  deformed  infants?  Is 
there  a social  mandate  to  keep  them  alive  by 
employing  all  heroics  possible  regardless  of  the 
minimum  quality  of  life  they  would  enjoy?  Is 
there  any  moral  or  ethical  difference  in  letting 
die  or  actively  terminating?  Should  there  be  a 
law  to  protect  every  product  of  human  con- 
ception? Including  those  very  seriously  de- 
formed or  genetically  damaged? 

2.  Technologies  of  Genetic  Control  — The  basic 
question  of  human  genetics  involves  the  extent 
to  which  we  are  willing  to  substitute  the  design 
and  engineering  of  future  human  beings  (and 
society)  for  the  evolutionary  natural  selection 
process.  It  may  include  genetic  engineering, 
cloning,  therapy  on  defective  genes,  artificial 
insemination  for  desirable  physical  and/or 
mental  characteristics,  in  vitro  fertilization. 
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pre-natal  diagnosis  and  counseling,  and  re- 
stricted procreation  rights  for  those  with 
genetic  anomalies.  The  field  also  includes  the 
possibilities  and  dangers  for  “Recombinant 
DNA  Research”  which  technologically  com- 
bines genes  from  nonrelated  species  into  the 
creation  of  new  forms  of  “life.” 

3.  Technologies  of  Behavior  Control  and 
Modification—  It  is  sometimes  recognized 
that  the  basic  purpose  of  psychiatry  is  often 
different  from  that  of  medicine,  namely  that, 
while  medicine  functions  by  the  guideline  of 
what  is  in  the  patient's  best  interest,  psychiatry 
functions  very  often  by  the  guidelines  of  what  is 
in  the  society’s  best  interest.  The  questions 
here  would  involve  the  mental  patient’s  “right” 
to  treatment,  the  appropriateness  of  institu- 
tionalization for  “mental”  illness,  the  appro- 
priate uses  of  drugs,  psychosurgery,  psychiatry, 
electroshock,  and  so  on,  for  purposes  of  be- 
havior modification  or  control.  There  are 
significantly  different  dimensions  to  the  ques- 
tions of  informed  consent  and  proxy  consent 
when  dealing  with  mental  illness.  If  it  is  true, 
as  Rollo  May  has  insisted,  that  psychiatrists 
are  moralists  and  teachers,  to  what  extent  is  it 
appropriate  to  substitute  society’s  will  for  the 
will  of  the  individual  through  the  techniques  of 
thought  control  and  redesigning  behavior 
patterns? 

4.  Technologies  of  Control  over  Death  and 
Dying  — This  is  one  of  the  most  widely  dis- 
cussed areas  in  the  entire  field  of  medical  ethics, 
mainly  because  of  the  sensitivities  surrounding 
such  widely  publicized  cases  as  Karen  Ann 
Quinlan.  Because  of  major  advances  in  bio- 
medical technologies,  medical  science  is  able  to 
keep  the  body  functioning  mechanically  after 
many  of  the  body’s  own  systems  have  failed. 
The  questions  here  involve  the  making  of 
“quality  of  life”  decisions,  when  is  a person 
dead,  and  to  what  extent  should  we  keep  a 
person  on  mechanical  support  systems  when  it 
is  unclear  whether  we  are  prolonging  life  or 
only  postponing  death?  Other  questions  might 
be:  Is  the  physician  ever  morally  obligated  to 
assist  the  person  in  his  dying?  For  example,  a 
person  in  the  final  stages  of  a terminal  illness  in 
which  excruciating  pain  cannot  be  relieved 


except  by  megadoses  of  narcotics  which,  be- 
yond a certain  level,  become  life-threatening 
because  of  their  ability  to  depress  respiratory 
and  cardiac  function.  Is  this  euthanasia? 

5.  Technologies  for  Medical  Experimentation 
and  Research  on  Human  Subjects  — It  is 
obvious  to  most  people  that  in  order  for  medical 
science  to  advance,  research  on  human  subjects 
must  occur  at  some  point,  whether  it  be  for 
testing  a new  drug  or  perfecting  a new  surgical 
technique.  The  results  gained  in  animal  re- 
search do  not  guarantee  the  same  clinical 
results  in  humans.  Therefore,  as  is  certainly  the 
case,  regulations  (federal,  state  and  institu- 
tional) must  guide  biomedical  experimentation 
on  human  subjects.  The  research  must  be  con- 
ducted within  certain  ethically  defined  limits 
stressing  informed  consent  and  the  right  of  the 
research  subject  to  withdraw  from  the  experi- 
ment at  any  time.  But,  who  is  qualified  to  give 
consent?  Can  truly  “informed"  consent  ever 
be  given,  especially  on  a new  drug  whose  side 
effects  and  therapeutic  benefit  have  not  yet 
been  established.  Can  children  give  consent? 
Or  can  their  parents  give  “proxy”  consent? 
What  if  it  is  for  a non-therapeutic  experiment? 
How  about  prisoners  and/or  mental  patients? 
Can  consent  in  these  areas  ever  be  free  from 
coercion?  And  would  it  ever  be  appropriate 
(ethical?)  to  use  a human  subject  for  research 
purposes  against  his  will?  What  if  his  disease  or 
condition  posed  a tremendous  threat  to  the 
survival  of  mankind  or  he  had  an  extremely 
contagious  disease?  Can  the  benefit  to  society 
ever  be  used  to  justify  compelling  persons  to  be 
used  in  research?  Do  patients  admitted  to 
teaching  hospitals  implicitly  consent  to  being 
used  both  for  teaching  and  research? 

6.  Miscellaneous  Matters  or  Other  Considera- 
tions Affecting  Health  Care  Delivery—  Ethical 
questions  raised  here  span  an  almost  unbe- 
lievable spectrum  from  “truthtelling”  to  the 
role  of  government  in  health  care  policy  forma- 
tion. Is  there  a right  to  health  or  to  health  care 
in  this  society  (two  very  different  questions)? 
Does  a physician  (or  hospital)  have  the  “right” 
to  refuse  needed  (or  emergency)  medical  ser- 
vices to  a person  who  cannot  pay  for  them?  We 
realize,  of  course,  that  many  poor  people  do 
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not  qualify  for  public  assistance  programs. 
What  are  the  rights  and  responsibilities  of  the 
physician-patient  relationship?  How  can  a 
patient's  confidentiality  and  right  to  privacy  be 
protected  as  more  and  more  medical  informa- 
tion is  being  stored  in  computers  with  access  to 
that  information  being  available  to  more  and 
more  people?  What  are  the  physician’s  ethical 
obligations  to  “keep  up”  with  the  latest  ad- 
vances in  biomedicine?  How  can  his  continued 
competence  be  measured  and  evaluated?  Should 
relicensing  exams  be  required  periodically? 
Should  continuing  education  be  required  for 
recertification?  How  can  current  “team” 
approaches  to  health  care  delivery  be  structured 
to  assure  a sharing  of  both  responsibility  and 
power  by  all  health  care  persons  involved?  How 
can  the  patient  best  participate  in  the  health 
decisions  made  about  his  or  her  life?  If  the 
patient  is  unable  to  participate  (incompetent 
or  comatose),  how  can  the  family  best  partici- 
pate? Who  should  decide  medico-moral  prob- 
lems—the  physician,  the  patient,  the  family,  a 
patient-advocate,  a hospital  “ethics”  com- 
mittee, a hospital  administrator,  some  com- 
bination of  these,  or  the  courts? 

It  should  be  obvious,  even  to  those  who  have 
never  had  (or  been  involved  in)  a major  medical 
crisis,  that  these  all  are  important  questions. 
Every  question  asks  about  the  underlying 


“values”  with  which  we  approach  the  questions 
of  life,  death,  and  the  dilemmas  that  occur 
between  those  two  points.  In  an  important  way, 
we  have  been  too  successful  too  rapidly,  i.e.,  we 
have  perfected  the  technologies  which  surround 
us  before  we  have  fully  explored  and  clarified 
the  appropriate  and  the  inappropriate  uses  to 
which  that  technology  might  be  applied.  This  is 
not  at  all  to  suggest  that  the  technologies  ought 
to  be  rejected.  Rather,  it  is  to  suggest  that  the 
potential  benefits  and  problems  of  the  tech- 
nologies ought  to  be  brought  into  the  public 
forum  before  becoming  either  matters  of 
accepted  social  policy  or  medical  polity. 

We  are  at  the  threshold  of  an  age  in  which  it 
will  become  increasingly  possible  to  design  a 
great  deal  of  both  that  which  surrounds  life, 
such  as  ecology,  and  “life”  itself,  through 
genetic  engineering  and  behavior  control. 
Whether  or  not  this  is  the  “new  age”  which 
Rollo  May  envisions,  it  is  important  to  heed  his 
plea  to  “seize  the  courage  necessary  to  pre- 
serve our  sensitivity,  awareness,  and  re- 
sponsibility in  the  face  of  radical  change.” 
Biomedical  ethics  is  one  important  step  in  the 
attempt  to  raise  the  most  essential  questions 
about  human  life  — its  purpose,  its  meaning,  its 
direction  — and  of  the  values  that 'underlie  life 
which  make  it  truly  “human.” 


100  Bergen  Street,  Newark 


Wanted:  Referrals  with  Primary  Pulmonary  Hypertension 


The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  with  primary  pulmonary 
hypertension  for  studies  conducted  by  the 
National  Heart,  Lung,  and  Blood  Institute  at 
the  Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland.  Patients  18  years 
of  age  or  older  who  are  relatively  early  in  the 
course  of  their  disease  (i.e.,  prior  to  onset  of 
clinical  right-heart  failure)  are  acceptable. 
Patients  will  undergo  complete  cardiopulmo- 
nary evaluation,  including  right-heart  cathe- 


terization, to  confirm  the  diagnosis  and  assess 
the  efficacy  of  several  potential  therapeutic 
agents  on  pulmonary  vascular  resistance  and 
pressure.  A complete  summary  of  the  work-up 
findings  and  recommendations  will  be  sent  to 
the  referring  physician.  Those  interested  in 
further  details  and  in  having  their  patients  con- 
sidered for  admission  may  write  to  Dr.  Stuart 
F.  Seides,  Cardiology  Branch,  National  Heart, 
Lung,  and  Blood  Institute,  Conical  Center, 
Room  7B15,  Bethesda,  Maryland  20014. 
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NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 
Problems  of  Human  Infertility 


The  Institute  provides  a complete  diagnostic 
and  consultation  service  for  infertile 
couples.  Investigations  are  conducted  by 
well-known  specialists  in  conjunction  with 
consultants  in  the  various  fields  of  medicine 
related  to  infertility. 


Patients  are  returned  to  the  referring  physi- 
cian after  appropriate  studies  have  been 
made,  together  with  a complete  detailed 
report  of  the  findings  of  the  Institute  and  its 
consultants  and  recommendations  for 
therapy.  Literature  on  request. 


123  East  89th  Street,  N.Y.,  N.Y.  10028 
Phone:  TR  6-9300 


THE  FIRST  ANNUAL 
EDWARD  G.  WATERS 
GYNECOLOGIC 
CONFERENCE 

To  be  held  at  the  Resorts  International  Hotel,  Atlantic 
City,  New  Jersey  March  17-19,  1978.  Sponsored  by 
the  Department  of  Obstetrics  and  Gynecology  of  the 
New  Jersey  Medical  School. 

For  further  information  please  contact  Herik  Caterini, 
M.D.,  Department  of  Obstetrics  and  Gynecology,  New 
Jersey  Medical  School,  65  Bergen  Street,  Newark,  New 
Jersey  07 1 07.  (201 ) 643-8800  ext.  2706. 


EDUCATIONAL 

CREDIT:  ACOG  Cognates:  20  Cognates 

AAFP  Credits:  17  Credits 
AMA  Credits:  17  Credits 
NJ  Nurses  Association:  17  Credits 


COLD  FEET 

LEG  CRAMPS 

TINNITUS 

DISCOMFORT 
ON  STANDING 


•NICIN 

RAL  VASODILATOR 


IMMEDIATE  or  GRADUAL 

nicotinic  acid  therapy 


IMMEDIATE  RELEASE 


LIPO-NICIN/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg 

Niacinamide  . . 75  mg 

Ascorbic  Acid  150  mg 

Thiamine  HCL  (B- 1)  25  mg 

Riboflavin  (8-2)  . . . . 2 mg 

Pyridoxine  HCL  (B-6)  10  mg 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 
1000. 


LIP0-NICIN/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide  75  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (B-l)  25  mg. 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCL  (B-6)  10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000. 


GRADUAL 

RELEASE 


LIP0-NICIN/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg 

Ascorbic  Acid  150  mg 

Thiamine  HCL  (H-l)  25  mg 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCL  (B-6)  10  mg 


In  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodilator  in  the  symp- 
toms of  cold  feet,  leg  cramps,  dizziness,  memory 
loss  or  tinnitus  when  associated  with  impaired 
peripheral  circulation.  Also  provides  concomitant 
administration  of  the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow  each  dose  of  LIPO- 
NICIN  100  mg.  or  250  mg.  is  one  of  the  thera- 
peutic effects  that  often  produce  psychological 
benefits  to  the  patient.  Side  Effects:  Transient 
flushing  and  feeling  of  warmth  seldom  require  dis- 
continuation of  the  drug.  Transient  headache,  itch- 
ing and  tingling,  skin  rash,  allergies  and  gastric 
disturbance  may  occur.  Contraindications:  Patients 
with  known  idiosyncrasy  to  nicotinic  acid  or  other 
components  of  the  drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with  glaucoma,  severe 
diabetes,  impaired  liver  function,  peptic  ulcers, 
and  arterial  bleeding. 


( broLVJ.1!  the  brown  PHARMACEUTICAL  CO.,  INC.  2500  West  Sixth  Street,  Los  Angeles,  California  90057  pjjg 
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Commentary 

Improved  Health  in  Newark: 

An  End  to  Perceptions  of  the  Past 


The  theme  statement  for  a recent,  city-spon- 
sored symposium  on  health  care  in  Newark  had 
the  sound  of  urgency  about  it  that  character- 
izes much  of  the  rhetoric  about  Newark  and  ur- 
ban places  like  it.  The  statement  suggested 
crisis,  the  need  for  action,  now.  It  concerned 
the  “flight”  of  physicians,  “bridging  gaps,” 
and  “viable  alternatives.” 

It  was  the  rhetoric  of  government  planners  on 
the  move,  people  anxious  to  demonstrate  their 
compassion  and  devoted  to  polishing  their 
skills,  promoting  their  jobs  and  doing,  in  gen- 
eral, what  they  are  trained  and  hired  to  do.  As 
a person  charged  with  considerable  planning 
responsibilities  in  Newark  for  a number  of  years 
myself,  I understand  the  language  of  crisis. 
We  used  it  to  call  attention  to  problems,  our  ef- 
forts to  confront  if  not  solve  them,  and  to  attract 
federal  dollars. 

Indeed,  the  present  stereotype  of  Newark  as  a 
model  of  urban  decay  resulted  not  only  from  its 
very  real  problems,  underscored  by  the  trauma- 
tic disorders  of  1967,  but  also  in  part  from 
national  policy  in  the  1960s  which  required  cit- 
ies to  dramatize  their  worst  conditions  in  or- 
der to  compete  successfully  for  federal  aid.  An 
additional  factor  was  the  overheated  political 
and  racial  rhetoric  of  the  day,  particularly  in 
Newark,  which  was  in  the  process  of  shifting 
from  white  to  black  political  control. 

II  we  accept  that  what  we  tend  to  believe  about 
Newark  today  results  in  part  from  a set  of  cir- 
cumstances not  likely  to  be  repeated  again  soon, 
we  are  free  to  reconsider  the  stereotype,  rein- 
terpret data  with  an  open  mind,  and  find  our 
way  to  more  objective  analysis  and  decision- 
making. 

The  Urban  Health  Institute  has  been  conduc- 
ting hospital  planning  and  testing  a model 
health  education  program  in  Newark  for  sever- 
al years.  As  a result,  we  have  taken  fresh  looks 
at  its  data.  The  data  which  are  available  suggest 
a city  not  unlike  many  others.  The  common 


conditions  include  a declining  population,  erod- 
ing tax  base,  and  a relatively  high  percentage 
of  persons  with  incomes  below  the  poverty 
level.  However,  the  percentage  of  substandard 
housing  in  Newark,  a frequently  used  measure 
of  decay,  was  reduced  from  1960  to  1970  and 
the  reduction  has  continued  in  the  1970s. 

In  terms  of  personal  health,  the  statistics  for 
Newark  show  marked  improvement  and  in 
some  cases  indicate  conditions  better  than  the 
rest  of  the  tri-county  area  of  Essex,  Union,  and 
Hudson.  They  suggest  a normalization  which 
may  be  closer  to  the  truth  about  Newark  in  the 
1970s  than  perceptions  established  in  the  pre- 
vious decade. 

The  following  brief  Institute  analysis  of 
Newark's  health  data  may  contribute  some  per- 
spective. 

Newark  health  data  reflect  the  relative  youth  and  poverty 
of  its  population.  Death  rates  from  cancer,  for  example,  are 
substantially  lower  in  Newark  than  the  rest  of  the  State. 
This  is  also  true  of  death  rates  from  cerebrovascular  disease. 
Death  rates  from  heart  disease  match  those  of  the  tri-county 
area.  The  youth  of  the  population  is  undoubtedly  a factor  in 
these  rates,  but  they  are  positive,  nonetheless. 

Newark's  infant  mortality  rates  and  neonatal  mortality 
rates  have  tended  to  be  higher  than  the  statewide  rates. 
However,  there  have  been  indications  that  the  neonatal 
and  infant  death  rates  in  Newark  are  tending  to  approxi- 
mate more  closely  the  statewide  rates  and  that  the  dif- 
ference between  the  rates  among  the  white  and  non-white 
populations,  also  widely  publicized,  may  not  only  be  equal- 
izing. but  reversing  itself. 

For  example,  in  1974,  the  last  year  for  which  official  figures 
were  available  in  time  for  this  analysis,  the  infant  mortality 
among  the  majority  black  population  in  Newark  was  lower 
than  the  rate  among  whites.  The  rate  among  blacks  was  re- 
ported as  20.2  deaths  per  1,000  births  as  compared  to  21.6 
deaths  for  whites  in  Newark  and  25.5  deaths  for  blacks  in 
the  tri-county  area,  26.9  deaths  for  blacks  in  the  rest  of 
Essex  and  39.3  deaths  for  blacks  in  Hudson.  The  neonatal 
mortality  rate  for  Newark  as  a whole  in  1974  was  reported 
at  1 1.0  deaths  per  1,000  births,  lower  than  the  overall  tri- 
county rate  of  13.4  deaths.  Among  blacks  in  Newark  the 
rate  was  reported  at  9.4  deaths,  the  lowest  of  any  group, 
black  or  white,  in  the  tri-county  area  and  lower  than  all 
whites  in  New  Jersey  as  a whole. 

Conversely,  tuberculosis  and  venereal  disease  rates  in 
Newark,  while  improving,  are  still  substantially  higher  than 
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in  the  State  as  a whole. 

The  tuberculosis  morbidity  rate  declined  from  99.5  cases 
per  100,000  population  in  1970  to  69.0  cases  per  100,000 
population  in  1974  — a decrease  of  over  30  percent  in  the 
prevalence  rate  in  Newark.  This  was  only  a slightly  greater 
improvement  than  the  statewide  improvement  of  almost 
29  percent  decrease  in  the  rate. 

The  prevalence  rate  of  syphilis  per  100,000  population  in 
Newark  remains  high  at  169.1  cases  per  100,000  population. 
However,  the  1974  rate  was  less  than  five  times  the  state- 
wide rate,  as  compared  with  the  1972  rate  which  was  almost 
six  times  the  statewide  rate.  Similarly,  with  regard  to  gon- 
orrhea, Newark’s  high  prevalence  rate  of  1,333.4  cases  per 
100,000  population  in  1974  was  just  over  six  times  the  state- 
wide rate  compared  with  its  1970  rate  which  exceeded  the 
statewide  rate  by  almost  ten  times.  However,  venereal  dis- 
ease rates  are  among  those  most  affected  by  uneven  report- 
ing and  any  analysis  of  them  must  be  treated  with  caution. 

It  may  be  that  some  of  the  improvement  in 
Newark  results  from  reporting  inaccuracies  or 
from  mistakes  in  processing  the  data  among 
agencies.  The  State  Health  Department  is 
among  those  surprised  by  the  data.  On  the  other 
hand,  it  may  be  that  all  the  time,  energy,  skill 
and  money  that  thousands  of  persons  and  doz- 
ens of  agencies  have  invested  in  helping  Newark 
have  begun  to  produce  positive  results. 

In  any  case,  it  calls  into  question  many  assump- 
tions about  Newark.  There  may  well  have  been 
a “flight”  of  physicians  from  the  city,  but  there 
are  no  hard  statistics  to  prove  it.  The  city’s 
health  planners  are  trying  to  develop  some, 
however,  they  may  find  that  the  “flight”  simply 
matches  the  steady  decline  in  Newark's  overall 
population. 

The  important  thing  about  any  such  “flight”  is 
that  it  presumably  opens  a “gap”  between 
“need”  and  availability  of  service.  The  conven- 
tional wisdom  suggests  such  a “gap”  indeed  ex- 
ists. But  does  it?  As  planners  and  evaluators, 
we  would  be  better  able  to  judge  if  someone 
would  define  “gap”  and  “need,”  not  to  mention 
“availability.”  Arguments  about  how  best  to 
define  and  measure  such  things  thrive  in  health 
planning  circles  and  remain  largely  unresolved. 

In  considering  any  “gap,”  it  is  worth  remember- 
ing that  w hile  the  ratio  of  people  seeking  service 
to  private  physician  hours  in  Newark  is  un- 
known, the  utilization  of  health  centers  and  hos- 
pitals is  known.  Newark  has  some  of  the  finest 
hospitals  in  the  state.  Saint  Michael's  and  Beth 
Israel,  are  examples.  It  has  a medical  school 


and  a new  university  hospital  under  construc- 
tion. It  has  a significant  number  of  Medicaid- 
related  practices  and  facilities,  some  good, 
others  not  so  good.  It  has  a series  of  neighbor- 
hood health  centers,  with  others  still  to  come, 
which  would  be  the  envy  of  cities  twice 
Newark’s  size.  It  has,  in  its  Medicaid  Waiver 
project,  a 54  million  dollar  demonstration  on 
behalf  of  the  medically  indigent,  larger  than 
any  undertaken  in  the  nation.  With  all  this,  the 
health  centers  in  Newark  are  far  from  crowded 
and  the  hospitals  run  at  occupancies  of  between 
70  and  80  percent,  which  is  compatible  with 
state  and  national  averages,  hardly  indicative 
of  any  pressure  for  service. 

Is  there  a “gap”  then,  one  which  requires 
“viable  alternatives?”  Possibly.  But  it  would  be 
well  to  define  better  where  it  exists,  who  is 
affected  by  it  and  what  needs  to  be  done  about 
it.  Newarkers  waiting  to  see  a doctor  doesn't 
prove  much.  Virtually  all  Americans  wait  to 
see  a doctor,  even  in  the  richest  of  suburbs. 
Newarkers  “forced”  to  use  hospital  emergency 
rooms  and  clinics  doesn't  prove  much  either. 
Emergency  rooms  are  misused  in  the  suburbs 
as  well.  It  has  more  to  do  with  the  style  of 
private  practice  than  with  anything  sinister. 
Doctors  don't  like  to  work  evenings  and  don't 
make  house  calls.  That's  as  true  in  Princeton  as 
it  is  in  Newark.  In  fact,  the  use  of  emergency 
rooms  as  family  physician  in  both  places, 
particularly  in  the  evenings,  is  quite  similar. 
In  Newark,  people  are  short  of  money  and  in 
Princeton,  short  of  time. 

My  own  view  is  that  Newark  faces  very  real  and 
serious  problems,  in  health  and  in  a wide  variety 
of  other  things  that  help  determine  quality  of 
life.  So  do  many  other  places.  Newark  is  not, 
however,  at  the  edge  of  disaster.  It  is  simply 
at  another  point  on  a continuum;  identifying 
problems,  confronting  them,  solving  some  of 
them  and.  of  course,  leaving  the  new  problems 
produced  by  old  solutions  to  those  w ho  follow. 

My  purpose  is  to  help  us  look  not  at  Newark 
through  the  eyes  of  the  sixties  but  of  the  seven- 
ties and  eighties.  If  we  do  that,  we  might  agree  it 
is  time  to  find  out  more  clearly  how  much  the 
many  programs  and  initiatives  now  underway 
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can  contribute  to  the  well-being  of  Newark 
before  succumbing  once  again  to  the  vocabulary 
of  crisis. 

The  Newark  health  care  system  has  changed 
significantly  and  for  the  better.  So  has  the 
health  of  its  residents.  It  may  be  small  comfort 
to  those  who  still  suffer  disease  without  ade- 
quate care  or  to  those  who  must  accept  service 


offered  without  dignity,  but  improvement  in 
Newark  is  a fact.  It  is  time  to  evaluate  the  city’s 
positive  health  trends.  What  has  worked  well? 
What  hasn’t?  Why?  It  is  time  to  insure  that  new 
activities  and  resources  are  keyed  not  to  the 
past,  but  to  the  needs  of  people  today. 

Donald  Malafronte,  Director 
Urban  Health  Institute 


Housing  Application 
212th  Annual  Meeting 
The  Medical  Society  of  New  Jersey 
May  6-9,  1978 

DAILY  RATES 


Single 

Twin 

Suites 

Holiday  Inn 

$30 

$36 

Rates  quoted  upon 

(MSNJ  Headquarters) 

38 

44 

request 

46 

52 

Howard  Johnson’s 

$30 

$36 

Rates  Quoted  upon 

(Auxiliary  Headquarters) 

38 

44 

request 

46 

52 

If  room  is  not  available 

at  rate  requested,  next 

available  rate  will  be  assigned 

Mail  this  application  directly  to  the  Atlantic  City  Convention  Bureau 

16  Central  Pier 
Atlantic  City,  N.  J.  08401 


Please  list  1st  and  2nd  choice;  confirmation  will  come  directly  from  hotel. 

1st  Choice 2nd  Choice 

Accommodations  desired:  Q Single  Q Twin  Suite  Parlor  & 1 Bedroom 

| j Suite  Parlor  & 2 Bedrooms 

Name 

Address — 

City State Zip  

Phone 

Will  arrive Time Will  depart Time 

DATE  DATE 

| | Check  if  Official  Delegate County 
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KESSLER  INSTITUTE 
FOR  REHABILITATION 

West  Orange,  New  Jersey 

Affiliated  with  the  College  of  Medicine  and  Dentistry  of  New  Jersey 

A voluntary,  non-profit  specialty  hospital  founded  in 
1949  serving  physically  handicapped  children  and 
adults.  The  newly  opened  pavilion,  together  with  the 
modernization  of  existing  facilities,  provide  intensive 
and  comprehensive  medical,  social,  psychological  and 
vocational  services  for  patients  with  spinal  cord  injuries, 
stroke,  amputations  or  any  physical  impairment  due  to 
congenital  condition,  accident  or  disease. 

Total  facilities  include  a 76  bed  inpatient  wing, 
separate  outpatient  department,  complete 
hydrotherapy  unit,  speech  and  audiology  services. 

Fully  accredited  by  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  and  the  Commission  on  Accreditation 
of  Rehabilitation  Facilities. 

Provider  of  hospital  services  under  Medicare  and 
Medicaid. 

ADMISSION  BY  MEDICAL  REFERRAL  TO 
DIRECTOR  OF  ADMISSIONS 

RICHARD  A.  SULLIVAN,  M.D. 

Medical  Director 

WILLIAM  K.  PAGE,  Executive  Director 
Telephone:  731-3600 


KATE  MACY  LADD 
CONVALESCENT  HOME 

FAR  HILLS,  N.J. 

John  F.  Dixon,  Jr.,  M.D.,  DABFP 
MEDICAL  DIRECTOR 


Don  T.  Van  Dam,  M.D.,  FAAFP 
ASST.  MEDICAL  DIRECTOR 


"Skilled  Convalescent  Care 
Without  Charge” 

Newark  Office  — 744  Broad  St. 
For  all  Newark,  N.  J. 

information  07102 

Tel:  201 -MA  2-1484 


Over  19,000  admissions 
since  1949 


( 

Officially  Endorsed  by  The  Medical  Society  of  New  jersey 

group 

major  medical  program 
for  Doctors 

Olow  rates 

0 BROAD  COVERAGE 
5 OPEN  ENROLLMENT  - JUNE 

For  More  Information  Contact 

Donald  F.  Smith  and  Associates 

Research  Park,  1101  State  Road  • Princeton,  New  Jersey  08540  • (609)  924-8700  or  (201)  622-6046 

Underwritten  by  New  Jersey  Blue  Cross-Blue  Shield. 
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Trustees'  Minutes 

October  1 6,  1 977 

A regular  meeting  of  the  Board  of  Trustees  was 
held  on  Sunday,  October  16,  1977,  at  the 
Executive  Offices,  Trenton.  Detailed  minutes 
are  on  file  with  the  secretary  of  your  county 
medical  society.  A summary  of  significant 
actions  follows: 

Medical  Care  Study  . . . Referred  to  the  Council 
on  Medical  Services  Dr.  Begen's  suggestion 
that  a study  be  made  to  determine  the  dis- 
tribution of  medical  care  in  the  State  of  New 
Jersey  — to  identify  any  lack  of  proper  dis- 
tribution, to  define  such  lack,  and  to  recom- 
mend to  the  Board  of  Trustees  the  manner  in 
which  any  deficiencies  can  be  rectified. 

National  Health  Insurance  Hearings  . . . Re- 
ceived a report  from  the  Executive  Director 
that  Drs.  Benz  and  Watson  participated  in  the 
first  National  Health  Insurance  Hearing  held  in 
Newark  on  October  13,  and  that  Drs.  Krosnick 
and  O'Regan  would  represent  MSNJ  and 
NJFHCE,  respectively,  at  the  second  hearing 
in  Trenton  on  October  19. 

New  Headquarters  Facility  . . . Authorized  the 
expenditure  of  up  to  $1,500  for  an  architectural 
study  of  the  feasibility  of  acquiring  a building 
in  Lawrence  Township,  formerly  occupied  by 
Educational  Testing  Services,  as  a new  head- 
quarters facility  to  house  MSNJ,  the  Insurance 
Exchange,  the  New  Jersey  Foundation,  and 
possibly,  the  Academy  of  Medicine. 

CMDNJ  . . . Received  as  informative  a report 
from  Dr.  Bergen,  President,  CMDNJ,  which 
discussed  the  following  items: 

1.  CMDNJ  is  opposing  Assembly  Bill  3258  which  would 
direct  CMDNJ  to  award  a Doctor  of  Science  in  Dentistry 
degree  to  a candidate  who.  for  reasons  of  visual  difficulties, 
was  forced  to  withdraw  prior  to  completion  of  course 
requirements,  on  the  grounds  that  it  is  an  invasion  of 
academic  freedom  and  takes  from  the  Board  of  Higher 
Education  the  very  powers  granted  by  the  Legislature  in 
1966.  and  that  since  the  student  has  not  fulfilled  the  require- 


ment for  graduation  to  confer  such  a degree  would  endanger 
the  institution’s  accreditation. 

2.  CMDNJ’s  proposed  budget  for  1978-1979  is  S132 
million  which  would  support  six  academic  units,  two 
hospitals,  and  two  community  mental  health  centers. 

3.  CMDNJ's  Deans  are  developing  a position  paper 
indicating  the  eventual  enrollments,  with  initial  attention 
directed  toward  the  annual  number  of  physician  graduates. 

4.  Concerning  the  issue  of  temporary  licensure  and 
countersigning  of  residents'  orders,  there  is  some  small 
evidence  of  a developing  change  in  the  Board  of  Medical 
Examiners'  attitude  and  a realization  by  some  of  the 
members  of  the  inadvisability  of  enforcing  the  counter- 
signature.  48-hour  rule. 

5.  CMDNJ’s  educational  effort  in  behalf  of  the  New  Jersey 
Medical  Education  Facilities  Bond  Act  of  1977  — A-3352. 

6.  CMDNJ's  Foundation  has  announced  that  the  proceeds 
of  its  endowment  exceed  S10  million. 

7.  The  issue  of  foreign  medical  graduates,  both  foreign 
nationals  and  United  States  citizens  attending  foreign 
medical  schools. 

New  Jersey  Hospital  Association  . . . Received 
as  informative  a report  from  Mr.  Jack  Owen, 
President.  NJHA.  which  discussed  the  follow- 
ing: 

1.  NJHA  litigation  to  challenge  the  Department  of  Health 
and  the  Health  Care  Administration  Board  on  its  adoption 
of  a rule  requiring  hospitals  to  submit  charge  data  by  cost 
center. 

2.  Certificate  of  Need  for  radiation  therapy  — the  issue  is 
whether  the  Health  Care  Administration  Board  and  the 
Department  of  Health  have  authority  to  regulate  phy- 
sicians' income,  since  the  law  excludes  the  private  practice 
of  medicine.  The  Health  Care  Administration  Board 
deleted  the  requirements  that  hospitals  must  submit 
information  on  total  charges  in  the  department  of  radiology 
and  that  physicians  must  contract  to  provide  the  service, 
but  directed  that  hospitals  must  report  the  total  remunera- 
tion paid  to  specialists. 

3.  Compliance  form  under  the  Rehabilitation  Act  of  1973 
— NJHA  has  been  advising  hospitals  not  to  sign  the  form  on 
the  basis  that  they  may  waive  their  rights  to  challenge 
future  regulations.  HEW  counsel  advises  hospitals  to  sign 
and  attach  a letter  which  indicates  they  are  not  waiving 
such  rights. 

4.  Hospital  Association  Health  Plan,  administered  by 
Prudential  — eight  hospitals  are  participating;  the  schedule 
of  payments  is  the  same  as  those  for  Blue  Shield. 

MSNJ  Student  Association  . . . Approved  the 
following  recommendation  concerning  the 
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Medical  Society  of  New  Jersey  Student  Asso- 
ciation, whose  membership  presently  is  35: 

That  the  present  student  members  be  placed  on  the  overall 
membership  mailing  list  of  the  Medical  Society  of  New 
Jersey  so  that  they  may  receive  The  Journal  and  the  Mem- 
bership Newsletter 

Medicaid  Payment  for  Abortion  . . . Approved 
the  following  recommendation  (as  amended  by 
the  Board)  from  the  Committee  on  Medicaid: 

That  the  Medical  Society  of  New  Jersey  reaffirm  its  posi- 
tion that  abortion  services  be  considered  by  all  third  party 
payers  as  compensable  services. 

. . . Voted  to  instruct  MSNJ’s  AMA  Delegates 
to  introduce  a resolution  in  support  of  that 
recommendation  at  the  1977  AMA  Interim 
Meeting  in  Chicago  in  December.  Copies  of  the 
resolution,  with  a covering  letter,  should  be 
sent  to  New  Jersey  Congressional  Representa- 
tives, the  Governor  of  New  Jersey,  the  Com- 
missioner of  the  Department  of  Human  Ser- 
vices, the  New  Jersey  Division  of  Medical 
Assistance  and  Health  Services,  and  MSNJ's 
Council  on  Public  Relations. 

MSP  Coverage  for  Surgical  Assistants  . . . 
Approved  the  following  recommendation  from 
the  Council  on  Medical  Services: 

That  the  Medical  Society  of  New  Jersey  support  the 
incorporation  of  the  payment  of  assisting  surgical  fees  into 
Blue  Shield's  basic  contract;  and  if  this  is  impossible,  MSNJ 
support  the  implementation  of  some  method  or  methods  to 
cover  this  cost  for  the  patient’s  benefit. 

Note  MSP  had  developed  a Rider  (at  an  additional  pre- 
mium) to  cover  assisting  surgeon  fees,  which  was  disap- 
proved by  the  Commissioner  of  Insurance. 

Weight  Control  Centers  . . . Approved  the 
following  resolution,  a substitute  for  the  one 
proposed  by  the  Council  on  Medical  Services, 
concerning  “certificate  of  need"  for  weight 
control  centers: 

That  a communication  be  sent  to  the  New  Jersey  State 
Department  of  Health,  expressing  the  concern  of  MSNJ 
that,  by  the  requirement  of  a certificate  of  need  (for  the 
opening  of  a weight  control  center),  the  Department  of 
Health  is  giving  credence  to  free-standing  agencies,  without 
control. 

Health  Care  Delivery  Systems  . . . Approved 
the  following  recommendation  from  the  Coun- 
cil on  Medical  Services: 


Recognizing  that  the  delivery  of  health  care  in  New  Jersey 
has  many  nuances,  and  on  the  premise  that  (1)  freedom  of 
choice  of  physicians  is  a desire  of  many  patients;  (2)  the 
private  practice  of  medicine  and  its  resulting  patient- 
physician  relationship  is  a desire  of  both  patient  and  phy- 
sicians; and  (3)  the  prepaid  concept,  including  preventive 
care,  is  attractive  to  many  elements  of  society  and  is  being 
encouraged  by  government,  the  Council  recommends: 

That,  in  addition  to  the  already  established  modes  of 
practice,  those  physicians  who  so  desire  be  encouraged  to 
form  IPA/HMO  types  of  organizations,  with  the  marketing 
and  promotion  of  such  organizations  left  to  those  best 
qualified  to  undertake  them. 

Note:  The  council  encourages  a multiplicity  of  health  care 
delivery  systems,  realizing  that  each  practitioner  should 
choose  the  types  of  practice  that  make  it  possible  for  him  to 
serve  patients  in  a setting  conducive  to  the  mutual  well- 
being of  patient  and  physician. 

Medical  Necessity  Program  ( Blue  Shield)  . . . 
Approved  the  following  recommendation  from 
the  Council  on  Medical  Services  as  amended  by 
the  Board: 

That  the  Board  of  Trustees  of  MSNJ  accept  the  concepts 

(1)  That  in  the  promotion  of  quality  care,  the  removal 
from  the  procedure  code  of  items  which  have  been  deter- 
mined locally  and  nationally  to  be  obsolete  be  encouraged; 
and 

(2)  That  payment  not  be  categorically  denied,  but.  after 
appropriate  and  timely  notification  of  the  profession,  be 
made  only  upon  submission  of  a report  satisfactorily 
establishing  medical  justification. 

Emergency  Medical  Care  . . . Approved  the 
following  recommendation  from  the  Com- 
mittee on  Emergency  Medical  Care: 

That  the  Board  of  Trustees  approve  the  “State  of  New 
Jersey  Plan  for  Emergency  Mass  Casualty  Care"  and  its 
presentation  at  a conference  on  November  16  to  which 
invitations  will  be  extended  to  the  following: 

Hospital  Emergency  Department  Physicians 
Hospital  Administrators 

Emergency  Department  Nurses'  Association  Members 
New  Jersey  State  First  Aid  Council  Members 
Municipal  and  County  Civil  Defense  and  Disaster 
Control  Directors 

Members  of  American  College  of  Emergency  Physicians, 
New  Jersey  Chapter 

County  and  New  Jersey  Fire  Chiefs'  Associations 
Members 

County  and  New  Jersey  Police  Chiefs'  Associations 
Members 

County  Emergency  Medical  Services  Councils 
Members 

Council  on  Public  Relations  . . . Approved  the 
following  as  continuing  projects  of  the  Council 
on  Public  Relations  for  1977-1978: 
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(a)  Publication  and  distribution  of  the  Membership  News- 
letter. and  a Periodic  Newsletter  to  cooperating  agencies/ 
individuals,  as  required. 

(b)  Preparation  and  publication  of  special  news  releases  as 
required  in  furtherance  of  the  Society's  activities,  including 
the  eye  health  screening  program,  the  annual  meeting,  child 
safety  week,  and  selected  official  programs. 

(c)  Bestow  al  of  Golden  Merit  Award. 

(d)  Press  releases  and  information  center  at  annual  meet- 
ing. 

(e)  Orientation  programs  for  new  members  under  sponsor- 
ship of  component  societies. 

(f)  Encouragement  of  statewide  emergency  medical  care 
coverage. 

In  relation  to  the  above  item,  the  following 
recommendation,  as  amended  by  the  Board, 
was  approved: 

That  the  Board  of  Trustees  empower  the  Council  on  Public 
Relations  to  define  and  publicize  "What  is  an  emergency?" 
for  the  lay  public. 

(g)  Voluntary  blood  donations. 

(h)  Radio  broadcasts  under  auspices  of  component  medical 
societies. 

(j)  Medical  TV  programs. 

(k)  Diabetes  Detection  Month. 

(l)  Placement  Service. 

Professional  Liability  . . . Directed  that  a 
communication  be  directed  to  the  Commis- 
sioner of  Insurance  urging  approval  of  a rate 
structure  for  the  State  Reinsurance  Authority, 
under  which  some  3.200  New  Jersey  phy- 
sicians are  insured. 

Note  On  July  27.  the  Federal  Insurance  Company  (admin- 
istrator for  the  State  Reinsurance  Authority)  filed  a re- 
quest with  the  Department  of  Insurance  for  an  overall 
increase  in  professional  liability  rates  of  41.4  percent,  to 
affect  policies  which  are  renewable  November  1.  A public 
hearing  was  held  on  August  5,  but  no  action  has  been 
taken  by  the  Commissioner. 

AHA  Committee  on  Regulatory  Process  . . . 
Agreed  to  Dr.  Madara's  request  for  input  from 
the  Board  on  reaction  scores  on  a questionnaire 
from  the  American  Hospital  Association  setting 
forth  regulation  categories  and  suggested 
regulation  recommendations. 

Social  Security  Numbers  To  Identify  Medicaid 
Providers  . . . Directed  that  the  AMA  Delegates 


introduce  a resolution  at  the  upcoming  AMA 
Interim  Meeting  in  December  seeking  reversal 
of  the  HEW  position  (via  regulation)  of  re- 
quiring a physician's  social  security  number  as 
his  Individual  Medicaid  Practitioner  number 
(IMP)  for  the  Medicaid  fiscal  agent.  Prudential 
Insurance  Company. 

Note . In  a communication  to  the  Bergen  County  member 
physician  concerning  this  matter  Mr.  Maressa  (Executive 
Director)  noted  that  a physician's  medical  license  number 
could  be  used  for  such  identification  purposes.  He  also 
pointed  out  that  Individual  Medicaid  Practitioner  identifi- 
cation numbers  may  well  jeopardize  the  corporate  standing 
of  physicians  practicing  via  professional  service  corpora- 
tions. 

Local  HSA  and  NHI  Problem  Areas  . . . 
Instructed  Marvin  Solomon,  M.D.,  President 
of  the  Cumberland  County  Medical  Society  to 
present  to  the  Board  a written  report  outlining 
the  specific  problems  he  is  experiencing  in 
South  Jersey  in  dealing  with  the  Hospital 
Service  Administration  and  with  national  health 
insurance,  and  his  suggestions  for  remedying 
such. 

Report  from  the  Foundation 

Dani«l  J.  O'Regan,  M.D.,  Medical  Director 

The  Foundation  extends  to  all  who  read  these 
lines  its  best  wishes  for  the  holiday  season, 
and  a New  Year  free  from  strife.  This  was 
written  before  the  November  elections,  so  we 
can’t  say  who  will  be  waiting  for  Santa  when  he 
climbs  down  the  chimney  at  Morven.  Let' s hope 
he  leaves  something  that  will  sweeten  the 
relationships  between  physicians  and  the  State 
government.  The  year  1977  was  an  eventful  one 
for  us.  The  presence  of  PSROs.  HSAs.  and 
HMOs  attracted  the  attention  of  our  colleagues 
throughout  the  State.  This  has  resulted  in  more 
physician  awareness  of  the  forces  at  work,  and 
1978  should  produce  more  interest,  as  activities 
“heat  up"  even  more.  Some  form  of  National 
Health  Insurance  legislation  is  sure  to  surface, 
and  will  stimulate  more  reaction  than  the  Con- 
corde at  Kennedy  Airport.  The  decibel  count 
may  be  high,  but  the  speed  will  be  less  than 
supersonic.  Keep  your  cool,  but  keep  yourself 
informed,  and  don't  forget  your  patients.  They 
will  listen  to  you.  and  there  is  no  better  public 
relations  medium. 
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Membership  Directory 

1978-1979 

Arrangements  for  the  1978-1979  Membership 
Directory  have  been  concluded  with  Mercury 
Group  Publications,  a unit  of  the  International 
Medical  News  Group,  publishers  of  six  national 
medical  specialty  news  bulletins.  Publication 
date  has  been  set  for  September  1978. 

The  Mercury  Group  assisted  MSNJ  in  the 
production  and  publication  of  the  current 
Directory,  and  has  completed  an  extensive 
study  of  our  requirements,  directed  toward 
expediting  the  information-gathering  process. 
Several  new  techniques  (the  results  of  which  will 
be  evaluated)  are  being  introduced  to  improve 
the  accuracy  and  speed  of  responses  from  mem- 
bers concerning  their  individual  listings. 

During  this  month  a random  group  of  200  mem- 
bers will  be  contacted  to  test  a telephone 
survey  program.  Two  different  procedures  will 
be  tried  to  determine  which  method  is  most 
productive  and  efficient  for  you  as  the  mem- 
ber and  for  your  association  as  the  publisher. 
Complete  instructions  will  be  mailed  to  those 
members  selected  to  participate.  The  survey 
methods  are  designed  to  encourage  fast  re- 
sponse and  will  not  require  more  than  the  time 
needed  to  review  and  update  the  biographical 
listing  in  the  1967-1977  Directory. 

A different  procedure  will  be  employed  also  to 
obtain  hospital  information.  Hospitals  will 
receive  questionnaires  which  follow  a standard 
format,  designed  to  be  used  in  conjunction  with 
hospital  personnel  directories.  Complete  in- 
structions will  be  included  for  completion  of  the 
questionnaires. 

We  emphasize  the  need  for  your  prompt 
cooperation  in  supplying  complete  and  accurate 
information  and  thus  helping  us  in  our  efforts 
to  contain  the  ever-increasing  cost  of  producing 
our  Directory. 


Patronize  Our  Advertisers 


Therapeutic  Drug 
Information  Center* 


1.  Is  there  a known  drug-drug  interaction  between  pro- 
pranolol and  antacids? 

Several  studies  have  shown  that  aluminum  hydroxide- 
containing  antacids  significantly  decrease  the  bioavail- 
ability of  a number  of  drugs  including  chlorpromazine 
(Thorazine®),  isoniazide.  quinine,  tetracycline  and  di- 
goxin.1^  Several  proposed  mechanisms  by  which  antacids 
may  decrease  bioavailability  include  alteration  of  gastric 
pH.  precipitation  of  drugs,  interference  with  dissolution, 
adsorption  of  drugs  to  antacids,  chelation,  and  delayed 
gastric  emptying  time. 

Studies  concerning  propranolol  (InderaP)  show  that  there 
is  inter-individual  variation  in  the  absorption  of  this  drug 
and  that  food  may  enhance  its  absorption."  Because  of  the 
widespread  use  of  propranolol  and  the  widespread  use  of 
products  containing  aluminum-hydroxide  gel,  and  the 
possibility  of  concurrent  use,  Dobbs,  et  at  conducted  a 
study  to  evaluate  the  effects  of  aluminum-hydroxide  gel  on 
the  bioavailability  of  orally  administered  propranolol. 
Five  healthy  patients,  each  acting  as  their  control  in  a 
simple  cross-over  study,  received  either  80  mg  of  pro- 
pranolol alone  or  in  combination  w ith  30  ml  of  aluminum- 
hydroxide  gel.  Concurrent  administration  of  the  antacid 
gel  resulted  in  a decrease  in  bioavailability  of  propranolol 
in  four  of  the  five  subjects.  The  mean  decrease  in  maximum 
propranolol  plasma  concentration  was  57  percent.  The  area 
under  the  plasma  concentration  time  curve  was  decreased 
by  58  percent.  Based  on  the  above  preliminary  data,  there  is 
a suggestion  that  a significant  drug-drug  interaction  may 
occur  between  propranolol  and  antacid  gels.  This  inter- 
action most  likely  can  be  prevented  by  spacing  the  doses  of 
propranolol  and  antacid  by  several  hours;  or  if  they  must 
be  given  concurrently,  a larger  dose  of  propranolol  may 
be  needed. 


•The  Schwartz  Inter-National  Pharmaceutic  and  Thera- 
peutic Drug  Information  Center  of  the  Brooklyn  College  of 
Pharmacy,  Long  Island  University,  compiles  the  informa- 
tion contained  in  this  column  each  month.  The  Center  serves 
as  a source  of  intelligence  on  therapeutic  and  pharmaceutic 
information  not  readily  available  to  physicians,  at  no  charge 
to  them,  and  provides  this  information  with  minimal  time 
involvement.  It  is  staffed  by  trained  pharmacists;  Jack  M. 
Rosenberg,  Pharm.  D.,  Associate  Professor  and  Chairman, 
Division  of  Clinical  Pharmacy,  Brooklyn  College  of  Phar- 
macy, is  Director  and  Walter  Modell,  M.D.,  Emeritus  Pro- 
fessor of  Pharmacology  at  Cornell  University  Medical  Col- 
lege, is  pharmacologist  consultant.  The  service  is  available 
Monday  through  Friday  from  9 a.m.  to  4:30  p.m.  — tele- 
phone (212)  622-8989  or  303-2735.  The  following  are  ques- 
tions and  answers  handled  by  the  Center  recently. 

This  month's  column  was  prepared  b\  J.  \1.  Rosenberg. 
M S..  Pharm.  D..  M.  K.  Raina.  M ' Pharm  . Ph.D..  P 
Sangkachand.  B.S..  Alan  Bakst.  Pharm.  D..  Doris  Lau. 
B.S..  Brookly  n College  of  Pharmacy  . LIU 
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2.  What  is  the  value  of  antacid  therapy  in  relieving  pain  and 
healing  peptic  ulcer? 

Antacid  administration  remains  the  mainstay  of  the  medical 
management  of  peptic  ulcer.  This  usage  is  based  on  the 
assumption  that  neutralization  of  acid  and  deactivation  of 
pepsin  would  result  in  alleviation  of  ulcer  pain  and  accelera- 
tion of  ulcer  healing.  It  is  surprising  that  hardly  any  well- 
controlled  studies  exist  to  support  this  assumption,  and  the 
results  of  recent  studies  are  conflicting. 1 4 

Peterson,  et  al'  conducted  a four-week,  double-blind 
clinical  trial  on  74  ambulatory  patients,  who  had  endo- 
scopically  proved  duodendal  ulcers,  to  determine  whether  a 
large-dose  antacid  regimen  is  effective  in  promoting  healing 
of  duodendal  ulcers.  The  patients  were  divided  into  two 
groups.  One  group  (36  patients)  received  (30  ml,  seven 
times  a day)  liquid  antacid  containing  magnesium-alumi- 
num hydroxide  (identical  to  Mylanta  II).  The  other  group 
(38  patients)  received  an  inert  placebo.  The  results  indi- 
cated that  the  ulcers  healed  completely  in  28  of  the  36 
antacid-treated  patients  as  compared  to  17  of  the  38  placebo 
treated  patients,  a statistically  significant  difference.  How- 
ever, the  antacid  regimen  was  not  found  more  effective 
than  placebo  in  relieving  ulcer  symptoms.  Except  for  mild 
diarrhea,  no  significant  side  effects  were  noted  in  the 
antacid-treated  group.  The  authors  concluded  that  a 
high-dose  antacid  regimen  hastens  the  healing  of  duodenal 
ulcer. 

Sturdevant,  et  al.'  in  a double-blind,  controlled  randomized 
trial  in  12  hospitalized  male  patients  wih  duodenal  ulcer, 
showed  no  significant  differences  between  placebo  and 
antacid  (with  buffering  capacities  similar  to  Gelusil  M*’, 
Riopan®,  Amphogel®,  A.M.T.)  in  time  of  onset,  degree, 
or  duration  of  ulcer  pain  relief.  The  results  didn’t  neces- 
sarily prove  that  antacids  have  no  effect  on  duodenal  ulcer 
pain  but  may  indicate  that  factors  other  than  acid  neutral- 
ization are  involved  in  relief  of  ulcer  pain. 

Butler  and  Gersh'  studied  28  hospitalized  patients  with 
endoscopically  proved  gastric  ulcers.  Fifteen  of  the  patients 
received  one  ounce  of  an  antacid  containing  aluminum 
hydroxide,  magnesium  hydroxide,  and  simethicone  every 
two  hours.  Nineteen  patients  received  one  ounce  of  an 
identical  placebo  every  two  hours.  The  medication  or 
placebo  was  administered  while  the  patients  were  awake. 
In  addition  to  weekly  questioning,  endoscopy  was  per- 
formed in  each  patient  at  the  end  of  the  three-week  trial 
period.  The  ulcers  healed  satisfactorily  in  ten  patients  in 
the  placebo  group  and  eleven  patients  in  the  antacid  group. 


All  patients  were  free  of  pain  during  their  hospitalization. 
The  authors  concluded  that  the  rate  of  healing  of  the  ulcer 
and  the  relief  of  pain  was  not  influenced  by  treatment  with 
a standard  antacid  preparation. 

Hollander  and  Harlan,4  in  a controlled,  double-blind  study 
on  78  patients  with  active  duodenal  or  gastric  ulceration, 
showed  that  antacids  were  significantly  more  effective  than 
placebos  in  the  promotion  of  healing  and  relief  of  dis- 
comfort of  gastric  ulcerations.  However,  in  duodenal 
ulceration,  a statistically  insignificant  trend  was  found  in 
favor  of  antacid  therapy  with  respect  to  promotion  of 
healing  and  relief  of  discomfort. 

In  conclusion,  although  recommended  by  noted  authori- 
ties, there  is  conflicting  clinical  data  concerning  the  role  of 
antacids  in  relief  of  pain  and  healing  of  peptic  ulcer. 
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3.  Use  of  combined  dexamethasone  insulin  injections  to 
treat  insulin-induced  lipoatrophy? 

One  of  the  local  complications  of  insulin  administration  is 
atrophy  of  subcutaneous  fat  at  the  site  of  injection  (insulin 
lipoatrophy).  Subcutaneous  fat  withers  leaving  unsightly 
dimples  or  pits  and  usually  a complete  loss  of  fat  between 
the  skin  and  underlying  muscle.1  The  incidence  of  this 
reaction  has  been  up  to  24  percent  of  all  diabetic  patients 
utilizing  insulin  and  may  be  as  high  as  35  to  50  percent  in 
children.  Females  are  more  affected  than  males.  Although 
insulin  lipoatrophy  is  a benign  condition,  the  cosmetic  dis- 
figurement is  often  extremely  disturbing  to  the  patient. 
The  recommended  treatment  is  directed  toward  avoidance 
of  insulin  injections  into  these  atrophic  areas  with  the 
expectation  that  subcutaneous  fat  will  return.  However, 
this  treatment  is  frequently  unsatisfactory. 

Although  the  pathogenesis  of  insulin  lipoatrophy  has  not 
been  established,  numerous  theories  have  been  advocated 
including  the  presence  of  an  unidentified  lipolytic  sub- 
stance in  commercial  insulin,-'  and  an  immune  reaction 
resulting  in  lipolysis.3  Recently  support  for  one  or  both  of 
these  theories  has  been  suggested,  as  the  highly  purified 
(“mono  component”  and  “single  peak")  insulins  (com- 
mercially available  from  Eli  Lilly  and  E.  R.  Squibb)  appear 
to  have  lower  antigenicity,  have  reduced  the  incidence  of 
lipoatrophy,  and  also  have  been  used  in  its  treatment. 
Pure  insulin  itself  has  a lipogenic  effect. 

Recently  there  have  been  reports  concerning  the  use  of  trace 
amounts  of  dexamethasone  (Decadron®,  Hexadrol®),  a 
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substance  that  may  modify  the  local  immune  response,  in 
combination  with  insulin  to  treat  lipoatrophy.  When  this 
mixture  is  injected  into  lipoatrophic  areas,  it  may  result  in  a 
reappearance  of  subcutaneous  fat  after  a period  of  four  to 
eight  months  of  continuous  therapy. 

Kumar,  el  al.  1 studied  the  use  of  the  insulin-dexamethasone 
mixture,  compared  to  insulin  alone,  in  nine  insulin-depen- 
dent  diabetic  patients  who  had  bilateral  lipoatrophy  of  the 
thighs  of  one  to  six  years  duration. 

Utilizing  coded  vials,  the  patients  were  instructed  to  alter- 
nate daily  the  use  of  an  NPH  insulin-dexamethasone  mix- 
ture (4  mg  of  dexamethasone  per  unit  of  insulin)  which  was 
injected  into  the  right  thigh;  and  on  the  other  day,  NPH 
insulin  without  dexamethasone  injected  into  the  left  thigh. 
After  four  months  of  therapy  there  was  significant  filling 
of  the  atrophic  areas  on  the  side  treated  with  the  insulin- 
dexamethasone  mixture  in  six  of  the  patients.  These  six 
patients  remained  mostly  free  of  atrophic  areas  during  the 
follow-up  period  of  over  two  years. 

Whitley,  et  al.  ',  in  a case  report,  described  the  treatment  of 
widespread  lipoatrophy  in  a 47-year-old  woman  after 
subcutaneous  injection  of  isophane  (NPH)  insulin  sus- 
pension for  five  months.  Subsequent  treatment  with  a 
mixture  of  dexamethasone-insulin  zinc  suspension  (4 
micrograms  of  dexamethasone  per  unit  insulin)  into  the 
depressed  areas  resulted  in  impressive  return  of  sub- 
cutaneous tissue  after  eight  months  of  continuous  therapy. 

In  conclusion,  the  mechanism  of  dexamethasone  in  the 
improvement  of  insulin-induced  lipoatrophy  is  unclear  at 
this  time.  Further  observations  with  this  regimen  seems 
indicated  in  patients  exhibiting  lipoatrophy. 
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Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  written  to  the  Executive 
Office  of  MS  NJ  seeking  information  on  possible  oppor- 
tunities for  practice  in  New  Jersey.  The  information  listed 
below  has  been  supplied  by  the  physician.  If  you  are  inter- 
ested in  any  further  information  concerning  these  physi- 
cians. we  suggest  you  make  inquiries  directly  to  them. 

ANESTHESIOLOGY  — Wagdy  Farid  Aziz,  M.D.,  7 
Hegeman  Ave.,  Apt.  11-G,  Brooklyn,  New  York 
11212.  Ein  Shams  Medical  College  (Egypt)  1964. 
Board  eligible.  Solo,  partnership,  single-specialty 
group.  Available  December  1977. 

Alan  D.  Weinstock,  M.D.,  320  Ocean  Parkway,  Apt. 
E-7,  Brooklyn  11218.  Einstein  1974.  Board  eligible. 
Group  or  partnership.  Available  July  1978. 

Barry  S.  Wilderman,  M.D.,  52316-1  Biloxi  Circle, 
Fort  Hood,  Texas  76544.  Temple  1972.  Board  certi- 
fied. Solo,  specialty  group,  partnership.  Available 
July  1978. 

FAMILY  PRACTICE  — Jon  K.  Sternburg,  M.D.,  777 
South  Mills  Street,  Madison,  Wisconsin,  53715. 
George  Washington  University  1974.  Board  eligible. 
Group  (single  specialty).  Available  September  1978. 

Thomas  P.  Harakai,  M.D.,  202  Laura  Drive,  Dan- 
ville, Pa.  17821.  Temple  1975.  Board  eligible.  Group 
or  partnership.  Available  July  1978. 

Lloyd  A.  Davis,  M.D.,  3 Dartmouth  Ave.,  Bridge- 
water  08807.  Georgetown  1975.  Board  eligible.  Single 
specialty  group  or  partnership.  Available  July  1978. 

GENERAL  PRACTICE- John  D Gawlik,  M.D.,  464 
Chapman  Street,  Irvington,  N.J.  07111.  St.  Louis 
University  1969.  Group  or  partnership.  Available. 

Adaline  E.  Zalkin,  M.D.,  250  Beverly  Blvd.,  Upper 
Darby,  Pa.  19082.  Guadalajara  1975.  Partnership. 
Available  July  1978. 

INTERNAL  MEDICINE  - Abdul  Rashid  Gangoo,  M.D.. 
4 Fairhavenmall,  Apt.  14-E,  Mineola,  New  York 
11501.  University  of  Kashmir  (India)  1969.  Sub- 
specialty, infectious  diseases.  Board  eligible  (IM). 
Solo,  partnership,  group,  public  health,  emergency 
room.  Available  July  1978. 

Raja  G.  Bhat,  M.D.,  1806  Coachmen  East.  Linden- 
wold  08021.  Christian  Medical  College.  Vellore  (India) 
1972.  Solo,  partnership,  group.  Available  July  1978. 

Navinchandra  M.  Amin,  M.D.,  36  Oakville  Drive, 
Apt.  I-A,  Pittsburgh,  Pennsylvania  15220.  Grant 
Medical  College,  Bombay  (India)  1961.  Subspecialty, 
cardiovascular  diseases.  Board  certified  (IM).  Group, 
partnership,  institution  Available. 

Marvin  B.  Padnick.  M.D.,  38  Steamboat  Road,  Great 
Neck,  New  York  11024.  Rush  Medical  College  1973. 
Subspecialty,  cardiovascular  diseases.  Partnership  or 
group.  Available  June  1978. 
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Chun  Wen  Yang,  M.D.,  23  Ashwood  Drive,  Living 
ston  07039.  Kaohsiung  (Taiwan)  1969.  Subspecialty, 
hematology /oncology.  Board  certified  (IM).  Group. 
Available  July  1978. 

Uday  V.  Gupte,  M.D.,  1012  Clintonville  Street,  White- 
stone,  New  York  11357.  T.N.  Medical  College.  Bom- 
bay (India).  Subspecialty,  gastroenterology.  Board 
certified  (IM).  Partnership  or  group.  Available  Janu- 
ary 1978. 

Gerald  Einaugler,  M.D.,  2270  Ocean  Avenue,  Brook- 
lyn, New  York  11229.  University  of  Bologna  (Italy) 
1975.  Board  eligible.  Solo,  partnership,  group.  Avail- 
able July  1978. 

M.  Ganesharajah,  M.D.,  50  South  Munn  Ave.,  Apt. 
420,  East  Orange  07018.  Ceylon  1970.  Subspecialty, 
nephrology.  Board  eligible.  Group,  partnership,  solo. 
Available. 

Robert  E.  Greenspan,  M.D.,  1240  Mulford  Road, 
Columbus,  Ohio  43212.  University  of  Maryland  1971. 
Group,  partnership,  research.  Available  July  1978. 

Barry  Elliot  Field,  M.D.,  4461  Pacific  Coast  Highway, 
Apt.  C-205,  Torrance,  California  90505.  Einstein. 
Subspecialty,  gastroenterology.  Board  certified  (IM). 
Group  or  partnership.  Available  September  1978. 

Hong  Joon  Kim.  M.D.,  2014  S.  102nd  Street,  Apt. 
109-C,  West  Allis.  Wisconsin  53227.  Seoul  National 
University  (Korea)  1970.  Board  eligible.  Partnership 
or  group.  Available  July  1978. 

Myron  A.  Shoham,  M.D.,  MOQ  301 1,  Camp  Lejeune, 
North  Carolina  28542.  Boston  University  1971.  Sub- 
specialty, gastroenterology.  Board  certified  (IM). 
Partnership  or  group.  Available  August  1978. 

Stephen  E.  Weinberg,  M.D.,  663  Cumberland  Avenue, 
Syracuse,  New  York  13210.  Hahnemann  1971.  Sub- 
specialty, cardiology.  Board  certified  (IM).  Group, 
partnership,  hospital-based.  Available  July  1978. 

Donald  C.  Brennan,  M.D.,  3351  South  Port  Drive, 
Sacramento,  California  95826.  SUNY  (Downstate). 
Subspecialty,  hematology/oncology.  Board  certified 
(IM).  Group  or  partnership.  Available  July  1978. 

Charles  W.  Werner,  M.D.,  151-68  11th  Avenue, 
Whitestone,  New  York  1 1357.  Bologna  (Italy)  1970. 
Subspecialty,  gastroenterology.  Board  eligible  (IM). 
Group,  partnership,  solo.  Available  July  1978. 

Ramesh  K.  Gandhi,  M.D.,  2210  Mattis  Drive,  Dayton, 
Ohio  45439.  Amritsar  (India).  Subspecialty,  gastro- 
enterology. Board  certified  (IM).  Group,  partnership, 
solo.  Available  July  1978. 

John  J.  Cassel,  M.D.,  101  Valley  Drive,  Bolingbrook, 
Illinois  60439.  Jefferson  1973.  Subspecialties,  cardiol- 
ogy, pulmonary  medicine.  Board  certified  (IM).  Any 
type  practice.  Available  July  1978. 

Anilkumar  Raotibhai  Patel,  M.D.,  Deborah  Heart  and 
Lung  Center,  Browns  Mills,  New  Jersey  08015. 
Makerere  (Uganda)  1970.  Subspecialty,  cardiology. 


Board  certified  (IM).  Group,  partnership,  institu- 
tional. Available  July  1978. 

Barry  Sanders,  M.D.,  9113  Cloisters  East,  Richmond, 
Virginia  23229.  SUNY  (Buffalo)  1973.  Subspecialty, 
gastroenterology.  Board  certified  (IM).  Group,  part- 
nership. Available  July  1978. 

Joseph  I.  Matthews,  M.D.,4708  Iris  Street.  Rockville, 
Maryland  20853.  Creighton  1969.  Subspecialty, 
pulmonary  medicine.  Board  certified  (IM).  Group. 
September  1978. 

Bgoki  N.  Kuppuswamy,  M.D.,  7507  Riverdale  Road, 
Apt.  2057,  New  Carrollton,  Maryland  20784.  Madras 
(India)  1972.  Subspecialty,  nephrology.  Board  eligible 
(IM).  Group,  partnership,  institutional.  Available  July 
1978. 

Thomas  Y.  Ko,  M.D.,  131  Sharbot  Drive.  Pittsburgh, 
Pennsylvania  15237.  Taipei  (Taiwan)  1972.  Sub- 
specialty, cardiology.  Board  eligible  (IM).  Group, 
partnership,  solo  (hospital-based).  Available  July 
1978. 

Richard  A.  Cole,  M.D.,  98  Sewall  Ave.,  Apt.  #1, 
Brookline.  Mass.  02146.  Johns  Hopkins  1974.  Sub- 
specialty, diabetes  and  endocrinology.  Board  certified. 
Solo,  partnership,  or  group.  Available  July  1978. 

John  F.  Jacobs,  Jr.,  M.D.,  429  Mannor  St.,  Ann  Arbor, 
Michigan  48105.  Virginia  1973.  Subspecialty,  nephrol- 
ogy. Board  certified.  Group  or  hospital.  Available  July 
1978. 

Charles  L.  Starke,  M.D.,  4540  MacArthur  Blvd., 
Washington.  D.C.  20007.  Einstein  1975.  Board 
eligible.  Partnership,  single  specialty  group,  multi- 
specialty group.  Available  July  1978. 

Duck  Sung  Chun,  M.D.,  910  Bellstone  St.,  St.  Louis, 
Mo.  63119.  Seoul  1969.  Subspecialty,  cardiovascular 
diseases.  Board  certified.  Institution,  partnership, 
research.  Available  July  1978. 

Jonathan  Alexander,  M.D.,  1569  Boulevard,  New 
Haven,  Conn.  06511.  Einstein  1973.  Subspecialty 
cardiovascular  diseases.  Board  certified.  Institution, 
single  specialty  group,  partnership.  Available  July 
1978. 

Romesh  K.  Japra.  M.D.,  440  Richard  Park  East, 
suite  407,  Richmond  Heights,  Ohio  44143.  India 
Institute  of  Medicine  (New  Delhi)  1971.  Subspecialty, 
cardiovascular  diseases.  Board  certified.  Multispecialty 
group,  partnership,  solo,  industrial.  Available  July 
1978. 

Thomas  Y.  Ko,  M.D.,  131  Sharbot  Dr..  Pittsburgh, 
Pa.  15237.  Taipei  (Taiwan)  1972.  Subspecialty,  cardio- 
vascular diseases.  Board  certified.  Partnership,  solo, 
multispecialty  group.  Available  July  1978. 

Khalid  R.  Chaudry,  M.D.,  250  Beverly  Blvd.,  Upper 
Darby,  Pa.  19082.  King  Edward  (Pakistan)  1971. 
Subspecialty,  cardiovascular  diseases.  Board  certified. 
Multispecialty  group,  single  specialty  group,  part- 
nership. Available  July  1978. 
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Ricky  Y.  Ho,  M.D.,  230  Yonkers  Ave.,  Yonkers,  N.Y. 
10701.  Hong  Kong  1970.  Subspecialty,  gastroenterol- 
ogy. Board  certified.  Single  specialty  group,  multi- 
specialty group,  solo.  Available  July  1978. 

Larry  I.  Good,  M.D.,  1450  Bittersweet  Dr.,  Black- 
wood 08012.  South  Carolina  1973.  Subspecialty, 
gastroenterology.  Board  certified.  Partnership,  single 
specialty  group,  multispecialty  group.  Available  July 
1978. 

Rajkumar  K.  Warrier,  M.D.,  68-A  Manhattan  Court, 
Brooklyn,  New  York  11235.  Calicut,  Kerala  (India) 
1969.  Subspecialty,  gastroenterology.  Board  eligible. 
Institution,  research,  solo.  Available  June  1978. 

Mary  S.  Vesoniaraki,  M.D.,  81  Somerset  Ave.,  Gar- 
den City,  N.Y.  1 1530.  Athens  1967.  Subspecialty, 
hematology.  Board  eligible.  Institution,  multispecialty 
group,  single  specialty  group.  Available  July  1978. 

Charles  A.  Henderson,  M.D.,  6341  Busch  Blvd. 
Columbus,  Ohio  43229.  Pittsburgh  1973.  Subspecialty, 
hematology.  Board  certified.  Partnership,  single 
specialty  group,  multispecialty  group.  Available  July 
1978. 

Adrian  A.  Bianco,  M.D.,  6330  Lincoln  Ave.,  Morton 
Grove,  III.  60053.  Del  Salvador  (Buenos  Aires)  1971. 
Subspecialties,  oncology,  hematology.  Board  certified. 
Multispecialty  group,  institution,  partnership.  Avail- 
able July  1978. 

Carol  M.  Sholtis,  M.D.,  2532-F  Heather  Hills  Rd., 
Toledo,  Ohio  43614.  Medical  College  of  Ohio  1973. 
Subspecialty,  oncology.  Board  certified.  Single 
specialty  group,  multispecialty  group,  partnership. 
Available  July  1978. 

Robert  S.  Rudenstein,  M.D.,  275  Bryn  Mawr  Ave., 
Bryn  Mawr,  Pa.  19010.  Pittsburgh  1973.  Subspecialty, 
endocrinology.  Board  certified.  Single  specialty  group, 
partnership,  multispecialty  group.  Available  July  1978. 

Raymond  J.  Casciari,  M.D.,  2821  North  Lowell  Lane, 
Santa  Ana,  Ca.  92706.  Temple  1973.  Subspecialty, 
pulmonary  diseases.  Board  certified.  Single  specialty 
group,  partnership,  solo.  Available  July  1978. 

Stephen  M.  Kreitzer,  M.D.,  33  Pond  Ave.,  Brookline. 
Mass.  02146.  Einstein  1971.  Subspecialty,  pulmonary 
diseases.  Single  specialty  group,  multispecialty  group, 
institution  Available  July  1978. 

Douglas  G.  Mufuka.  M.D.,  608  N.  Cuyler  Ave.,  Oak 
Park,  III.  60302.  SUNY  1973.  Subspecialty,  nephrol- 
ogy. Board  eligible.  Single  specialty  group,  institution, 
multispecialty  group.  Available  July  1978. 

David  T.  Klein.  M.D.,  4750  Bedford  Ave..  Brooklyn 
11235  (212-743-1839).  Brussels  1975.  Board  eligible. 
Group  or  solo.  Available  July  1978. 

Jo  U.  Choi,  M.D.,  165  Lyons  Ave.,  Apt.  C-6,  Newark 
07112.  Seoul  (Korea)  1968.  Subspecialty,  oncology. 
Board  eligible.  Solo,  group,  partnership,  hospital. 
Available  July  1978. 


Frederick  Lewis,  M.D.,  445  E.  68th  Street,  New  York 
10021.  Albany  1971.  Subspecialty,  endocrinology. 
Board  certified.  Group,  partnership,  or  solo.  Available 
July  1978. 

Edwin  Kolodny,  M.D.,  60  E.  Linden  Ave.,  Englewood 
07631.  NYU  1973.  Subspecialty,  pulmonary  diseases. 
Board  certified.  Group  or  partnership.  Available  July 
1978. 


NEPHROLOGY  — Ralph  J.  Carciana,  M.D.,  2556 

Alderney  Lane,  Winston-Salem,  North  Carolina 
27103.  Tufts  1974.  Board  eligible.  Group.  Available 
July  1978. 

NEUROLOGY  — Peter  J.  Barbour,  M.D.,  1 7 1 1 -A  Mar- 
shall Court,  Los  Altos,  California  94022.  Temple  1974. 
Group  or  partnership.  Available  July  1978. 

Wook  Chung,  M.D.,  950  49th  Street,  Apt.  6-J,  Brook- 
lyn, New  York  11219.  Catholic  Medical  College 
(Korea)  1967.  Group,  partnership,  or  solo.  Available 
July  1978. 

N.  D.  Karmali,  M.D.,  c/o  Daniel  Boone  Clinic.  Har- 
lan, Kentucky  40831.  T.N.  Medical  College,  Bombay 
(India)  1971.  Board  eligible.  Partnership  or  group. 
Available  January  1978. 

Harold  P.  Wittcoff,  M.D.,  8842  Meadowbrook  Drive, 
Pensacola,  Florida  32501.  Georgetown  1969.  Board 
eligible.  Group  or  partnership.  Available. 

Theodore  G.  Probst,  M.D.,  10  Waterside  Plaza,  New 
York  City  10010.  Jefferson  1971.  Board  eligible. 
Partnership,  single  specialty  group,  multispecialty 
group.  Available  July  1978. 

OBSTETRICS  AND  GYNECOLOGY  - Wook  Chung, 

M. D.,  950  49th  St.,  Apt.  6-J,  Brooklyn  11219.  Catholic 
Medical  College  (Seoul)  1967.  Board  eligible.  Part- 
nership, single  specialty  group,  solo.  Available  July 
1978. 

Daniel  W.  Shapiro,  M.D.,  6812  Criner  Rd.,  Hunts- 
ville. Ala.  35802.  NYU  1971.  Board  eligible.  Single 
specialty  group,  partnership,  multispecialty  group. 
Available  August  1978. 

Akbar  Omar,  M.D.,  85  Riverdale  Ave.,  Yonkers, 

N. Y.  10701.  Dow  Medical  (Pakistan)  1972.  Board 
eligible.  Multispecialty  group,  partnership,  solo. 
Available  July  1978. 

Leonard  Weather,  Jr.,  M.D.,  601  N.  Broadway, 
Baltimore  21205.  Rush  1974.  Board  eligible.  Solo, 
research,  partnership,  single  specialty  group,  institu- 
tion, multispecialty  group.  Available  July  1978. 

Kenneth  A.  Desandies.  M.D..  668  Lenox  Rd..  Brook- 
lyn, NY  11203.  Meharry  1973.  Board  eligible.  Multi- 
specialty group,  single  specialty  group,  partnership. 
Available  August  1978. 

Fa-Tsair  Shieh,  M.D.,  808  Massachusetts  Ave.,  Luray, 
Virginia  22835.  China  Medical  (Taiwan)  1970.  Board 
eligible.  Solo,  associate,  group.  Available. 
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OPHTHALMOLOGY -Allan  Stuart  Markowitz,  M.D., 
3535  Rochambeau  Avenue,  Apt.  2-L,  Bronx,  New 
York  10467.  Einstein  1974.  Board  eligible.  Group, 
partnership,  solo,  or  institutional.  Available  July 
1978. 

Dion  R.  Ehrlich,  M.D.,  5148-A  Long  Branch  Lane, 
Columbus,  Ohio  43213.  George  Washington  1973. 
Board  eligible.  Single  specialty  group,  partnership, 
solo.  Available  July  1978. 

Miguel  Pro,  M.D.,  801  Cooper  Landing  Rd.,  Cherry 
Hill  08002.  Cayetano  Heredia  (Lima,  Peru)  1972. 
Board  eligible.  Institution.  Available  January  1978. 

Kenneth  J.  Wolf,  M.D.,  3555  Bainbridge  Ave..  Bronx, 
N.Y.  10467.  Einstein  1974.  Board  eligible.  Solo, 
group.  Available  July  1978. 

ORTHOPEDIC  SURGERY  — Alfred  C.  Lotman,  M.D., 
1640  Johnson  Avenue,  Apt.  162-B,  Petersburg,  Vir- 
ginia 23801.  Tulane  1971.  Board  certified.  Group. 
Available. 

OTOLARYNGOLOGY -Jeffrey  M.  Rosenbaum,  M.D., 
1575  Center  Avenue,  Apt.  3-D,  Fort  Lee  07024.  Albany 
1973.  Partnership  or  group.  Available  July  1978. 

PATHOLOGY  — Kanchan  A.  Shimpi,  M.D.,  1 Hospital 
Dr.,  Cheverly,  Md.  20785.  B.J.  Medical  (India)  1969. 
Board  eligible.  Institution,  multispecialty  group,  single 
specialty  group.  Available  1978. 

PEDIATRICS  — Susan  R.  De  Castro,  M.D.,  East  16th 
Street,  Alma,  Georgia  31510.  Far  Eastern  (Philippines) 
1965.  Board  eligible.  Group,  partnership,  solo,  or 
public  health.  Available  April  1978. 

Winston  A.  Rajasingham,  M.D.,  2620  Ocean  Parkway, 
Apt.  4-F,  Brooklyn,  New  York  11235.  Sri  Lanka 
(Ceylon)  1968.  Group,  partnership,  associate.  Avail- 
able. 

Joseph  M.  Chettupuzha,  M.D.,  21  Heywood  Street, 
Apt.  2-D,  Worcester,  Massachusetts  01604.  KMC 
(India)  1973.  Group  or  partnership.  Available  July 
1978. 

Leo  P.  Pajarillo,  M.D.,  2503-A  Atlas  Drive,  Rome, 
New  York  13440.  Cebu  (Philippines)  1968.  Board 
eligible.  Group,  partnership,  solo.  Available  July  1 978. 

Reynaldo  G.  Maniago,  M.D.,  784-A  Bayshore  Dr., 
MacDill  AFB,  Tampa,  Fla.  33621.  University  of  the 
East  (Philippines)  1971.  Also  general  practice.  Board 
eligible.  Solo,  multispecialty  group,  single  specialty 
group,  partnership,  emergency  room,  institution. 
Available  July  1978. 

An-Shuang  Tsai,  M.D.,  1255  Pennsylvania  Ave.,  Apt. 
8-D,  Brooklyn  11239.  Kaoshiung  Medical  1971.  Sub- 
specialty, hematology.  Board  eligible.  Group,  partner- 
ship, hospital.  Available  July  1978. 

Vojislava  C.  Russo,  M.D.,  532  E.  Wimbledon  Dr., 
Charleston  S.C.  29412.  Downstate  1973.  Board  eli- 
gible. Group,  partnership,  hospital.  Available  July 
1978. 


Prasao  C.  Kakarala,  M.D.,  7545  E.  Treasure  Dr.,  Apt. 
4-J,  Miami  Beach,  Fla.  33141.  Rangaraya  Medical 
(India)  1971.  Board  eligible.  Group,  partnership,  solo, 
clinic,  multispecialty  group. 

Asuncion  M.  Macasinag,  M.D..  96  Fleet  PL,  Mineola, 
N.Y.  11501.  Santo  Tomas  (Philippines)  1971.  Board 
eligible.  Any  type  of  practice.  Available  July  1978. 

PULMONARY  DISEASES  — A.  Shanmuganathan,  M.D., 
394  Tremont  Ave.,  B-l,  East  Orange  07018.  Ceylon 
1972.  Group,  partnership,  solo.  Available  July  1978. 

RADIOLOGY  — Devchand  V.  Patel,  M.D.,  1100  Parsip- 
pany  Blvd.,  Parsippany  07054.  B.J.  Medical  (India) 
1962.  Diagnostic  radiology.  Board  eligible.  Single 
specialty  group.  Available  July  1978. 

Arturo  E.  Macasinag,  M.D.,  96  Fleet  PI.  Mineola, 
N.Y.  11501.  Santo  Tomas  (Philippines)  1971.  Board 
eligible.  Any  type  of  practice.  Available  July  1978. 

SURGERY  — Martin  Gewecke,  M.D.,  143-11  Kirkbride 
Road,  Voorhees  Township  08043.  Munich  1967.  Board 
eligible.  Group,  partnership,  hospital.  Available 
January  1978. 

Manuel  S.  DiJamco,  M.D.,  1432  Arch  Street,  Apt. 
B-201,  Norristown,  Pennsylvania  19401.  Manila 
Central  University  (Philippines)  1952.  Group,  partner- 
ship, or  solo.  Available  July  1978. 

Yahya  O.  Labban,  M.D.,  9303  Hammerly,  Apt.  703, 
Houston,  Texas  77080.  French  Faculty,  Beirut  (Leba- 
non) 1955.  Subspecialty,  general  practice.  Board 
eligible  (Surgery)  Group,  solo.  Available. 

Eugene  P.  Russo,  M.D.,  532  E.  Wimbledon  Dr., 
Charleston,  S.C.  29412.  Georgetown  1971.  Board 
eligible.  Group,  partnership,  hospital.  Available  July 
1978. 

Howard  Floch,  M.D.,  255  E.  23rd  St.,  New  York  City 
10010.  Hahnemann  1972.  Board  eligible.  Subspecialty, 
peripheral  vascular  with  non-cardiac  thoracic.  Partner- 
ship or  group  involving  residency  training  program. 
Available  July  1978. 

Andrew  Grimes,  M.D.,  301  E.  48th  St.,  Apt.  9-B,  New 
York  City  10017.  Harvard  1972.  Partnership,  asso- 
ciate, group.  Available  July  1978. 

Arnold  W.  Berlin,  M.D.,  305  Zion  St.,  Hartford, 
Conn.  06106.  NYU  1972.  Board  eligible.  Group, 
partnership,  solo.  Available  July  1978. 

Steven  R.  Hofstetter,  M.D.,  932  Van  Court  Ave., 
Elberon  07740.  Upstate  Medical  1971.  Board  eligible. 
Partnership,  single  specialty  group,  multispecialty 
group.  Available  June  1978. 

Ajmal  Sobhan,  M.D.,  7703  21st  Ave.,  Jackson 
Heights,  N.Y.  11370  Dacca  (Pakistan)  1972.  Sub- 
specialty, cardiovascular  surgery.  Board  eligible. 
Partnership,  single  specialty  group,  multispecialty 
group.  Available  July  1978. 

Kamalakar  R.  Ayyagari,  M.D.,  555  Mt.  Prospect 
Ave.,  Apt.  10-G,  Newark  07104.  Gandhi  (India)  1967. 
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Board  eligible.  Solo,  partnership,  multispecialty  group. 
Available  July  1978. 

Carlos  J.  Jimenez,  M.D.,  543  Riley  St.,  Buffalo,  N Y 
14208.  Barcelona  1971.  Board  eligible.  Multispecialty 
group,  single  specialty  group,  partnership.  Available 
July  1978. 

Michael  F.  Nigro,  M.D..  445  E.  68th  St..  Apt.  5-D. 
New  York  City  10021.  Cornell  1970.  Subspecialty, 
head  and  neck  surgery.  Board  eligible.  Single  specialty 
group,  partnership,  multispecialty  group.  Available 
July  1978. 

Ronald  B.  Greene,  M.D.,  4625  Cutlass  Dr.,  Engle- 
wood, Ohio  45322.  Temple  1972.  Subspecialty, 
orthopedic  surgery.  Board  eligible.  Single  specialty 
group,  partnership,  multispecialty  group.  Available 
July  1978. 

Jeffrey  H.  Phillips,  M.D.,  3450-23  Wayne  Ave.. 
Bronx,  NY.  10467.  Einstein  1974.  Subspecialty, 
orthopedic  surgery.  Board  eligible.  Single  specialty 
group,  partnership,  solo.  Available  July  1978. 

Roger  A.  Evans,  M.D.,  316  Wilderness  Rd.,  Hampton, 
Va.  23669.  SUNY  1970.  Subspecialty,  urological 
surgery.  Board  eligible.  Single  specialty  group,  multi- 
specialty group,  partnership.  Available  July  1978. 

Richard  Dias,  M.D.,  1090  Amsterdam  Ave.,  Apt. 
13-G,  New  York  City  10025.  Bangalore  (India)  1969. 
Subspecialty,  urological  surgery.  Board  eligible.  Avail- 
able June  1978. 

Alan  H.  Lieberman,  M.D.,  706  Schiller  Ave.,  Nar- 
berth.  Pa.  19072.  Pennsylvania  1971.  Subspecialty, 
urological  surgery.  Board  eligible.  Single  specialty 
group,  partnership,  multispecialty  group,  solo.  Avail- 
able July  1978. 

Lawrence  J.  Yodlowski.  M.D..  2532-F  Heather  Hills 
Rd.,  Toledo,  Ohio  43614.  Medical  College  of  Ohio 
1973.  Subspecialties,  urological  surgery  and  emer- 


gency medicine.  Single  specialty  group,  multispecialty 
group,  partnership. 

Noel  T.  Hui,  M.D..  708  Choctaw  Dr.,  Eglin  AFB. 
Florida  32542.  National  Defense  Medical  Center 
(Taiwan)  1970.  Subspecialty,  urological  surgery. 
Board  eligible.  Single  specialty  group,  multispecialty 
group,  solo.  Available  July  1978. 

Richard  O.  Healy,  M.D.,  2793  Agricola  St.,  Halifax, 
B3K,  4E3,  Nova  Scotia,  Canada.  University  College 
(Dublin,  Ireland)  1970.  Subspecialty,  urological  sur- 
gery. Board  eligible.  Single  specialty  group,  partner- 
ship. research.  Available  January  1978. 

T.  R.  A.  Adaniel.  M.D.,  310  West  56th  St..  New  York 
City  10019.  Santo  Tomas  (Philippines)  1964.  Board 
certified.  Solo  or  Group.  Available. 

Manuel  S.  Dijamco,  M.D..  906  Main  St..  Riverton 
08077.  Manila  Central  (Philippines)  1965.  Board 
eligible.  Solo  or  partnership.  Available  July  1978. 

UROLOGY  — Louis  D'Amico,  M.D.,  1061  Renfield  Road. 
Cleveland  Heights,  Ohio  44121.  Hahnemann  1973. 
Group,  partnership,  solo.  Available  July  1978. 

V.  R.  Goli,  M.D.,  195  Deveron  Crescent.  London, 
Ontario,  Canada  N52  4J4.  Guntur  (India)  1962.  Board 
eligible.  Group,  partnership,  or  solo.  Available  Julv 
1978. 

E.  Unnikrishnan,  M.D.,  1895  Belmore  Road,  East 
Cleveland,  Ohio  44112.  Calicut  (India).  Group,  part- 
nership, solo.  Available. 

Michael  Barr,  M.D.,  3450-10  Wayne  Avenue,  Bronx. 
New  York.  SUNY  (Downstate)  1972.  Solo  or  part- 
nership. Available  July  1978. 

Richard  Dias,  M.D.,  1090  Amsterdam  Ave..  Apt. 
13-G,  New  York  10025.  Bangalore  (India)  1969. 
Board  eligible.  Solo,  single  specialty  or  multispecialty 
group.  Available  June  1978. 


212th  Annual  Meeting 

May  6-9 

Headquarters  Hotels 
Holiday  Inn  — Howard  Johnson’s  Regency 

Atlantic  City 

See  housing  application  — p.  1081,  this  issue 
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ANNOUNCEMENTS 


Management  of  Hyperlipidemias 

The  College  of  Medicine  and  Dentistry  of  New 
Jersey,  Office  of  Continuing  Education,  will 
present  an  “Update  in  the  Management  of 
Hyperlipidemias”  on  December  14  at  the 
Rutgers  Medical  School  in  Piscataway.  Tuition 
for  the  all-day  program  (9  a.m.  to  4:30  p.m.)  is 
$35,  which  includes  luncheon.  Six  credit  hours 
will  be  granted  in  Category  I of  the  AMA 
Physician’s  Recognition  Award,  and  by  the 
American  Academy  of  Family  Physicians  and 
the  American  Dietetic  Association.  Participants 
in  the  program  will  be  general  internists, 
cardiologists,  general  practitioners,  and  dieti- 
tians. For  application  and  additional  informa- 
tion, please  communicate  with  the  Office  of 
Continuing  Education,  CMDNJ,  P.O.  Box 
101  — University  Heights,  Piscataway,  New 
Jersey  08854 -(201)  564-4707. 

CME  Seminar  in  Virgin  Islands 

From  January  26  to  28,  1978,  the  third  Mid- 
Winter  Virgin  Islands  Clinical  Conference  for 
primary  physicians  will  be  held  in  St.  Thomas. 
The  program  is  arranged  by  the  Virgin  Islands 
Medical  Society,  in  association  with  the  faculty 
of  the  Johns  Hopkins  University  School  of 
Medicine.  Included  will  be  lectures  and  semi- 
nars for  physicians  in  general  practice,  in- 
ternists, general  surgeons,  pediatricians,  and 
obstetricians/gynecologists.  The  program  has 
been  approved  for  14  credit  hours  in  the  AMA 
Physician’s  Recognition  Award.  For  additional 
information,  please  write  to  Peter  A.  Curreri, 
M.D.,  III  Annual  Clinical  Conference,  Box  39, 
Red  Hook,  St.  Thomas,  Virgin  Islands  00801 . 

Symposium  on  Clinical  Syndromes 

From  January  30  through  February  1,  under  the 
auspices  of  the  Department  of  Continuing 
Medical  Education  of  Temple  University 
Medical  School,  a symposium  on  “Important 
Clinical  Syndromes:  Diagnosis  and  Manage- 
ment” will  be  presented  by  the  Pico  Peak 
Medical  Association  and  held  at  the  Pico  Ski 


Area,  Rutland,  Vermont.  For  program  and 
lodging  information  please  communicate  with 
John  W.  Holland,  M.D.,  4 S.  Haverford  Ave., 
Margate,  New  Jersey  08402  — (609)  822-5932. 

The  OB/GYN  Patient 

“Menarche  to  Menopause:  The  Primary  Care 
of  the  OB/GYN  Patient”  will  be  presented  by 
the  Family  Medicine  Program  and  the  Pro- 
gram of  Continuing  Education  of  the  Uni- 
versity of  Maryland  School  of  Medicine  on 
February  18  and  19,  1978  at  the  Cross  Keyes 
Inn,  Baltimore.  Emphasis  will  be  on  the  pri- 
mary care  of  the  female  patient,  involving  an 
understanding  of  the  physiologic  changes  that 
occur  over  time,  and  an  assessment  and  treat- 
ment of  common  female  disorders.  The  course 
is  designed  around  actual  case  histories.  For 
additional  information,  please  communicate 
with  the  Program  of  Continuing  Education, 
University  of  Maryland  School  of  Medicine, 
655  West  Baltimore  Street,  Baltimore,  Mary- 
land  — (301)  529-7346. 

New  Orleans  Graduate  Medical  Assembly 

From  March  31  through  April  4 the  New  Or- 
leans Graduate  Medical  Assembly  will  be  held 
at  the  Fairmount  in  New  Orleans.  Theme  for 
the  scientific  program  is  “The  High  Risk 
Patient”  and  included  in  the  schedule  are  a 
trauma  symposium  and  clinicopathologic 
conferences.  Scientific  and  technical  exhibits 
will  be  presented.  Physicians  attending  the 
scientific  sessions  of  this  Assembly  will  be 
considered  as  having  met  the  criteria  for  the 
AMA’s  Category  I Physician’s  Recognition 
Award.  Application  for  credit  hours  has  been 
made  also  to  the  American  Academy  of  Family 
Physicians  and  to  the  American  College  of 
Emergency  Physicians.  For  additional  informa- 
tion, please  communicate  with  Ms.  Lois  Neary, 
Executive  Director,  The  New  Orleans  Graduate 
Medical  Assembly,  1430  Tulane  Avenue, 
New  Orleans,  Louisiana  701 12. 
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Harvard  Programs  in  Health  Management 

Harvard  University  announces  the  following 
two  executive  education  programs  in  health 
management  for  1978: 

Health  Systems  Management  — June  18  to  July  28  — De- 
signed for  senior  managers  in  health  care  delivery  — Appli- 
cation due  March  15 

Management  Development  Program  in  Health—  April  2 
to  20  — Designed  for  mid-level  managers  in  health  care 
delivery  — Application  due  February  7 

The  curricula  of  the  two  programs  differ  inso- 
far as  they  are  designed  to  address  the  needs  of 
executives  at  different  stages  in  their  career 
development.  Included  are  courses  in  financial 
management,  marketing  management,  control, 
health  economics,  legal  issues,  organizational 
issues,  health  services,  operations  manage- 
ment, labor  relations,  and  institutional  policy 
and  strategy.  The  faculty  have  been  drawn  from 
the  Harvard  graduate  schools  of  Public  Health, 
Business,  and  Medicine.  Applicants  must  be 


sponsored  by  their  employer  organizations, 
which  are  responsible  for  the  program  fees. 
Inquiries  should  be  addressed  to  the  Adminis- 
trative Director,  PHSM/MDPH,  Executive 
Programs  in  Health  Policy  and  Management, 
Harvard  School  of  Public  Health,  677  Hunting- 
ton  Avenue,  Boston,  Massachusetts  021 1 5. 


Correction 

The  Journal  calls  attention  to  an  error  in 
the  placement  of  illustrations  1A  and  2A  of 
the  article,  “Transient  Ischemia  of  the 
Small  Bowel  Secondary  to  Lupus  Vasculitis” 
— Alan  J.  Simpson,  M.D.  (J  Med  Soc  NJ 
-74:869,  October  1977)  They  should  be 
transposed,  one  with  the  other,  to  correspond 
properly  with  the  legends  for  Figure  1A  and 
Figure  2A. 


MEETINGS  OF  MEDICAL  INTEREST 

This  listing  is  compiled  through  the  cooperation  of  the  Committee  on  Medical  Education  of  The  Medical  Society  of  New 
Jersey,  the  Academy  of  Medicine  of  New  Jersey,  the  New  Jersey  Chapter  of  the  American  Academy  of  Family  Physicians, 
and  the  Office  of  Continuing  Medical  Education  of  the  College  of  Medicine  and  Dentistry  of  New  Jersey.  For  information 
on  accreditation,  please  contact  the  sponsoring  organ ization(s),  indicated  by  italics  — last  line  of  each  item. 


Dec. 

12  Neuroscience  Conference 

19  1 1 :30  a.m.-12:30  p.m.  — Bergen  Pines  County  Hospital 
Paramus 

(Bergen  Pines  County  Hospital  and  AMNJ) 

13  Nuclear  Medicine  for  the  Practitioner 

8-9  a. m.  —Garden  State  Community  Hospital 
Marlton 

(Garden  State  Community  Hospital  and  AMNJ) 

13  Alcoholic  Heart  Disease 

20  Tuberculosis 

1 1 a.m.-12  noon  — Greystone  Park  Psychiatric 
Hospital 

(Greystone  Park  Psychiatric  Hospital  and  AMNJ) 


13  Medical/Legal  Aspects  of  Medicine  and  Surgery 

9 p.m.  — Bayonne  Hospital 
(AMNJ  and  A AFP) 

14  Clinical  E.E.G. 

1 p.m. — Christ  Hospital,  Jersey  City 
(Christ  Hospital) 

14  Psychopharmacology 

1:30-3:30  p.m.  — Trenton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  AMNJ) 

14  Treatment  and  Prevention  of  Violence  Among  Youth 

8:30-10:30  p.m.  — Guido’s  Restaurant,  Hackensack 
(North  Jersey  Psychiatric  Society  and  A MNJ) 


13  Obesity  and  Hypoglycemia 

8 p.m.  — Paul  Kimball  Hospital 
(AMNJ  and  A AFP) 


14  Continuing  Education  Lectures  in  Psychiatry 

1-3  p.m.  — Ancora  Psychiatric  Hospital,  Hammonton 
(Ancora  Psychiatric  Hospital  and  AMNJ) 
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You’ve  got 

several  types  of  patients 
who  may  need 

BEROCCAb. 

therapy 

1. 

2. 

3.  

4.  

5.  

6. 


14  Polycythemia  Vera 
21  Aspirin  for  the  Limping  Brain 
28  Clinical  Pathology  Conference 

9:30-1 1:30  a.m.  - Bergen  Pines  County  Hospital 
Paramus 

(A  MNJ  and  A A FP) 

14  Multidisciplinary  Approach  to  Cancer 

21  2-4  p.m.  — Newark  Beth  Israel  Medical  Center 

(Newark  Beth  Israel  Medical  Center  and  A MNJ) 

14  EKG  for  the  Practitioner 

21  9-11  a.m.  — West  Jersey  Hospital,  Voorhees 
28  ( 1 Vest  Jersey  Hospital  and  A A FP) 

14  Sex  Therapy 

28  Traumatic  Surgery  and  Shock 

9- 1 1 a.m.  — Riverview  Hospital,  Red  Bank 
(River view  Hospital  and  A M NJ) 

14  Management  of  Hyperlipidemias 

9 a.m. -4:30  p.m.  — Rutgers  Medical  School 
Piscataway 

(CMDNJ.  A MNJ  and  A AFP) 

15  Pediatric  Allergy  Course 

22  11  a.m. -12  noon — Children's  Hospital  of  Newark 
(Children's  Hospital  of  Newark  and  A MNJ) 

15  Syphilis  and  the  Clinician 

3:30-4:30  p.m.  — Burlington  Co.  Memorial  Hospital 
Mount  Holly 

(Burlington  Co.  Memorial  Hospital) 

15  Current  Concepts  in  Modern  Biology 

4- 6  p.m.  — Institute  for  Medical  Research,  Camden 
(Institute  for  Medical  Research  and  A MNJ) 

15  Case  Presentation 

22  Treatment  of  the  Schizophrenic  Family 

29  Treatment  of  the  Schizophrenic  Family 

1 1 a.m. -12  Noon  — Greystone  Park  Psychiatric 
Hospital 

(Greystone  Park  Psychiatric  Hospital  and  A MNJ) 

15  Endoscopy 

6: 1 5 p.m.  — Bridgeton  Hospital 
(Bridgeton  Hospital) 

15  Spinal  Cord  Injury  Update 

1-3  p.m.  — VA  Hospital,  East  Orange 
( VA  Hospital  and  A MNJ) 

15  Discovering  and  Treating  the  Alcoholic 

11:45  a.m  — Kennedy  Medical  Center,  Edison 
(Ayer st  Laboratories  and  Kennedy  Medical  Center) 

15  Pre  and  Postoperative  Care  in  TCV 
19  Congenital  Heart  Defects 

22  TBC  and  Fungal  Diseases  of  Lungs 
29  Hematology  and  the  Surgical  Patient 

5- 6  p.m.  — St.  Francis  Medical  Center,  Trenton 
(St.  Francis  Medical  Center) 

16  Management  of  Hepatitis 

5 p.m  — Salem  County  Medical  Society 
(A  MNJ  and  A A FP) 


Match  your  list 
with  ours  ^ 

<^m> 

Please  see  other  side  for  a summary  of  product 
information. 


These  ate 

some  of  the  patients 
who  may  need 

BEROCCA 

therapy 


Balanced  high  potency  B-complex 
and  500  mg  vitamin  C 

For  nutritional  support  in: 

■ The  patient  with  chronic  disease 

■ The  patient  with  wasting  disease 

■ The  patient  with  febrile  illness 

■ The  patient  with  Gl  disorder 

■ The  patient  with  severe  burns 

■ The  patient  with  hyperthyroidism 

■ The  patient  with  diabetes 

■ The  problem  drinker 

■ The  surgical  patient 


19  Surgical  Management  of  Ulcerative  Colitis 

1 2 noon  — Hospital  Center  at  Orange 
(AMNJ  and  A AFP) 

20  Disseminated  Intravascular  Coagulation 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AMNJ  and  A AFP) 

21  Hypertension  — Renal  Vascular 

1 1 a.m.-12  noon  — Greystone  Park  Psychiatric 
Hospital 

(Greystone  Park  Psychiatric  Hospital  and  A MNJ) 

21  Common  Medical  Problems  for  the  Family  Physician 

8 a.m.  — S.  Ocean  County  Hospital,  Manahawkin 
(Burlington  County  Memorial  Hospital  and  AAFP) 

21  Suicidology 

3:15  p.m.  — Fair  Oaks  Hospital,  Summit 
(AMNJ and  AAFP) 

21  Special  Problems  in  Neurology 

7-10  p.m.  — VA  Hospital,  East  Orange 
( V A Hospital  and  AMNJ) 

21  Evaluating  and  Treating  Essential  Hypertension 

1-2  p.m  — VA  Hospital,  Lyons 
(VA  Hospital  and  AMNJ) 

27  Clinical  Pathological  Conference 

1-2  p.m.  — Trenton  Psychiatric  Hospital 
(Trenton  Psychiatric  Hospital  and  AMNJ) 


F^only 


Virtually  no  odor  or  aftertaste 
Economically  priced 


Please  see  complete  product  information,  a sum- 
mary of  which  follows: 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate 

(Vitamin  B,) 15  mg 

Riboflavin  (Vitamin  B2). . . . 15  mg 

Pyridoxme  HCI 

(Vitamin  B6) 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  ...  20  mg 

Cyanocobalamin 

(Vitamin  B12) 5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 

(Vitamin  C) 500  mg 


Indications:  Nutritional  supplemen- 
tation in  conditions  in  which  water- 


soluble  vitamins  are  required  pro- 
phylactically  or  therapeutically. 
Warning:  Not  intended  for  treatment 
of  pernicious  anemia  or  other  pri- 
mary or  secondary  anemias.  Neu- 
rologic involvement  may  develop  or 
progress,  despite  temporary  remis- 
sion of  anemia,  in  patients  with 
pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per 
day  and  who  are  inadequately 
treated  with  vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as 
indicated  by  clinical  need. 

Available:  In  bottles  of  100  and  500. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


28  Radiology 

8-9  a.m.  — So.  Ocean  County  Hospital,  Manahawkin 
(Burlington  County  Memorial  Hospital  and  AAFP) 

30  Medical  Care  in  Emergency  Department 

12:30  p.m.  — Hamilton  Hospital,  Trenton 
(AMNJ  and  AAFP) 


Jan. 


2 Medical  Care  in  Emergency  Department 

8 p.m.  — Community  Memorial  Hospital,  Toms  River 
(AMNJ  and  AAFP) 

3 Peripheral  Vascular  Disease 

1 1 a.m.  — Greystone  Park  Psychiatric  Hospital 
(AMNJ  and  AAFP) 

4 Advances  in  Medicine 

11  9:30-11  a m — Bergen  PinesCounty  Hospital,  Paramus 

18  (Bergen  Pines  County  Hospital  and  AMNJ) 

25 

4 Cardiology  Conferences 

18  4-6  p.m.  — Rutgers  Medical  School.  Piscataway 
(CMDNJ  and  AMNJ) 

4 New  Developments  in  Scanning 

3: 1 5 p.m.  — Fair  Oaks  Hospital.  Summit 
(AMNJ  and  AAFP) 

4 Psychiatric  Aspects  of  Endocrinology 

1 p.m.  —Christ  Hospital,  Jersey  City 
(AMNJ  and  AAFP) 


4  Lectures  in  Obstetrics/Gynecology 

6-10  p.m.—  141  S.  Harrison  St.,  E.  Orange 
(New  Jersey  Medical  School  and  AMNJ) 

4 Psychiatry 

18  1-3  p.m.  — Ancora  Psychiatric  Hospital,  Hammonton 

25  (A  ncora  Psychiatric  H ospital  and  A MNJ ) 

5 Pediatric  Allergy  Course 

12  1 1 a.m.-12  noon — Children's  Hospital  of  Newark 

19  (Children's  Hospital  of  Newark  and  A MNJ) 

26 

5 Infectious  Disease  Course 

8:30-9:30  a. m.  — Somerset  Hospital,  Somerville 
( Somerset  Hospital  and  AM NJ) 

5 Current  Concepts  in  Modern  Biology 

12  4-6  p.m.  — Institute  for  Medical  Research,  Camden 
19  (Institute  for  Medical  Research  and  A MNJ) 

26 

5 Thyroid  Function  Testing 

1 1 :45  a.m.—  Kennedy  Medical  Center,  Edison 
(Armour  Pharmaceutical  and  Kennedy  Medical 
Center) 

6 Outpatient  Management  of  Tuberculosis 

8:30  a.m.  — United  Hospitals  of  Newark 
(A  MNJ  and  A A FP) 

9 Neuroscience  Conferences 

16  1 1:30  a.m. -12:30  p.m.  — Bergen  Pines  County  Hospital 

23  Paramus 

30  (Bergen  Pines  County  Hospital  and  A M NJ) 

10  Arthritis 

12  noon  — Hospital  Center  at  Orange 
(AM NJ  and  AAFP) 

10  Genetics 

8 p.m.  — Paul  Kimball  Hospital,  Lakewood 
(AMNJ  and  AAFP) 

10  Amenorrhea 
12  Narcolepsy 

1 1 :45  a.m.  — Kennedy  Medical  Center,  Edison 
(Kennedy  Medical  Center) 

10  Malignant  Melanoma 

8-10  p.m.  — Schering  Corporation,  Kenilworth 
(New  Jersey  Dermatological  Society  and  A MNJ) 

10  Splenectomy  for  Hematologic  Disease 

5-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(Rutgers  Medical  School  and  AMNJ) 

1 1 Mechanical  and  Drug  Therapy  in  Cardiogenic  Shock 
18  Mitral  Prolapse:  Current  Concepts 

25  Electrophysiologic  Techniques  in  the  Management 
of  Arrhythmias 

10-1 1 :30  a.m.  — St.  Michael’s  Medical  Center,  Newark 
(St.  Michael’s  Medical  Center  and  AMNJ) 

1 1 Cerebral  Vascular  Disease 

1 1 :30  a.m.  — Rahway  Hospital 
(A  M NJ  and  A A FP) 


Fluid  and  Electolyte  Imbalance 

1:30  p.m.  — John  E.  Runnells  Hospital,  Berkeley 
Heights 

(AMNJ  and  AAFP) 

The  Irritable  Bowel  Syndrome 

1-3:30  p.m  — VA  Hospital,  Lyons 
( VA  Hospital  and  AMNJ) 

Ischemic  Heart  Disease 

1-3  p.m.  —Christ  Hospital,  Jersey  City 
(Christ  Hospital.  AMNJ  and  AAFP) 

CME  Program 

8-10  a.m.  — Newcomb  Hospital,  Vineland 

(University  of  Pennsylvania  School  of  Medicine  and 

AAFP) 

Advanced  Cardiac  Life  Support  — A Course  for 
Providers 

Hunterdon  Central  High  School,  Flemington 
(Hunterdon  Medical  Center  and  AAFP) 

Special  Problems  in  Neurology 

7- 10  p.m.  — VA  Hospital,  East  Orange 
(VA  Hospital  and  AM  NJ) 

Shock 

1-3  p.m.  — Christ  Hospital,  Jersey  City 
(Christ  Hospital  and  A MNJ) 

Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — Mountainside  Hospital,  Montclair 
(New  Jersey  Thoracic  Society  and  AMNJ) 

Pulmonary  Embolism 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AMNJ  and  AAFP) 

Role  of  Anesthesiologists  in  an  Ambulatory  Surgical 
Unit 

8- 9  p.m.  — Ramada  Inn,  Clark 

(NJ  State  Society  of  A nesthesiologists  and  A MNJ) 

Special  Problems  in  Neurology 

7-10  p.m.  — VA  Hospital,  East  Orange 
(VA  Hospital  and  AM  NJ) 

Advanced  Life  Support  in  CPR 

1 p.m.  — Trenton  Psychiatric  Hospital 
(AMNJ  and  AAFP) 

Medical  Humanism-Hospital  Ethics 

3:15  p.m.  — Fair  Oaks  Hospital,  Summit 
(A  MNJ  and  A A FP) 

Rectal  Cancer 

1-3  p.m.  — Christ  Hospital,  Jersey  City 
Christ  Hospital  <5  AAFP 

Sleep  Disorders  — Part  I 

1-2  p.m.  — VA  Hospital,  Lyons 
( VA  Hospital  and  A MNJ) 

Psychiatry — Special  Patient  Syndrome 

1 : 1 5-2:45  p.m.  — Marlboro  Psychiatric  Hospital 
(Marlboro  Psychiatric  Hospital  and  AMNJ) 


11 

11 

11 

14 

28 

14 

15 

15 

15 

17 

17 

17 

18 

18 

18 

18 

18 

18 
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19  Urinary  Tract  Infections 

1 1:45  a.m.—  Kennedy  Medical  Center,  Edison 
( Eaton  Laboratories  and  Kennedy  Medical  Center) 

19  Cellular  Engineering  in  Medicine 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  AM NJ) 

19  Advances  in  Nephrology 

6: 1 5 p.m.  — Bridgeton  Hospital 
(Bridgeton  Hospital) 

24  Allergy 

8 p.m.  — Warren  Hospital,  Phillipsburg 
(AMNJ  and  A AFP) 

25  Evaluation  of  Hemorrhagic  and  Bleeding  Disorders 

1-2  p.m.  — VA  Hospital,  Lyons 
(V A Hospital  and  AMNJ) 

25  Inflammatory  Bowel  Disease 

(Albert  Siegel  Memorial  Seminar) 

1  p.m.  — St.  Barnabas  Medical  Center,  Livingston 
(St.  Barnabas  Medical  Center  and  AMNJ) 

26  Office  Management  of  Common  Gastrointestinal 
Problems 

1 1 :45  a.m.  — Kennedy  Medical  Center,  Edison 
(Searle  Laboratories  and  Kennedy  Medical  Center) 

27  Cardiac  Arrhythmias 

12:30  p.m.  - Hamilton  Hospital,  Trenton 
(AMNJ  and  A AFP) 

Feb. 

1 Cardiology  Conferences 

15  4-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(CMDNJ  and  AMNJ) 

1 Advances  in  Medicine 

8 9:30-1 1 a.m.—  Bergen  Pines  Hospital,  Paramus 
15  (Bergen  Pines  County  Hospital  and  A M NJ) 

22 

1 Cerebral  Vascular  Disease 

1 p.m. — Christ  Hospital,  Jersey  City 
(AMNJ  and  A AFP) 

1 Total  Joint  Replacement  and  Bone  Tumors 
8 Lithium  and  Affective  Disorders 
15  Dermatologic  Manifestations  of  Systemic  Diseases 
22  Infection  in  the  Compromised  Host 

9- 1 1 a.m.  — Riverview  Hospital,  Red  Bank 
(Riverview  Hospital,  AMNJ  and  AAFP) 

1 Psychiatry 

7 1-3  p.m.  — Ancora  Psychiatric  Hospital,  Hammonton 
1 5 (A  ncora  Psychiatric  Hospital  and  A M NJ) 

1 Coronary  Artery  Disease 

8 Assynergy  in  Coronary  Heart  Disease  1978 
15  New  Aspects  of  Echocardiography 

22  High  Density  Lipoproteins 

10- 1 1 :30  a.m.  — St.  Michael’s  Medical  Center,  Newark 
(St.  Michael's  Medical  Center  and  AMNJ) 


1 Lectures  in  Obstetrics/Gynecology 

6-10  p.m.  — 141  S.  Harrison  St.,  E.  Orange 
(New  Jersey  Medical  School  and  A MNJ) 

2 Current  Concepts  in  Modern  Biology 

9 4-6  p.m.  — Institute  for  Medical  Research,  Camden 
16  (Institute  for  Medical  Research  and  A MNJ) 

23 

2 Care  of  the  Aged  Post-Hip  Fracture  Patient 

2-4  p.m.  — Daughters  of  Miriam  Center,  Clifton 
(Daughters  of  Miriam  Center  for  the  Aged  and  AMNJ) 

2 Pediatric  Allergy  Course 

9 1 1 a.m. -12  noon — Children’s  Hospital  of  Newark 

16  (Children's  Hospital  of  Newark  and  AMNJ) 

23 

2 Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  AMNJ) 

2 Diabetes 

1 1 a.m.  — Greystone  Park  Psychiatric  Hospital 
(AMNJ  and  AAFP) 

3 Proper  Uses  of  Blood  Gases 

8:30  a.m.  — United  Hospitals  of  Newark 
(A  M NJ  and  A A FP) 

3-5  Basic  Clinical  Electrocardiography  and  Arrhythmia 
Management 

Playboy  Resort,  Great  Gorge 

(International  Medical  Education  Corporation  and 

AAFP) 

6 Neuroscience  Conferences 

13  1 1:30  a.m. -12:30  p.m.  — Bergen  Pines  County  Hospital 

20  Paramus 

27  (Bergen  Pines  County  Hospital  and  A MNJ) 

6 Headache 

8 p.m.  —Community  Memorial  Hospital,  Toms  River 
(A  MNJ  and  A A FP) 

1 Complications  of  Vascular  Surgery 

5-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(Rutgers  Medical  School  and  A MNJ) 

1 Neonatal  Emergencies 

9 a.m.  — Freehold  Area  Hospital 
(AMNJ  and  A A FP) 

8 Peripheral  Vascular  Disease 

1 1:30  a.m.—  Rahway  Hospital 

1:30  p.m.  — John  E.  Runnells  Hospital,  Berkeley 

Heights 

(AMNJ  and  AAFP) 

8 Sleep  Disorders  — Part  II 

1-2  p.m.  — VA  Hospital,  Lyons 
( VA  Hospital  and  A MNJ) 

8 Psychiatric  Malpractice 

1 : 1 5-2:45  — Marlboro  Psychiatric  Hospital 
(Marlboro  Psychiatric  Hospital  and  A MNJ) 
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II  CME  Program 

25  8-10  a.m.  — Newcomb  Hospital,  Vineland 

( University  of  Pennsylvania  School  of  Medicine  and 
A AFP) 

1 1 Seminar  in  Anesthesiology 

9 a.m. -3  p.m.  — New  Jersey  Medical  School,  Newark 
(Educational  Council  for  Anesthesiology  of  NJ  and 
AMNJ) 

14  Hyponitremia:  Hypokalemia 

8 p.m.  — Paul  Kimball  Hospital,  Lakewood 
(A  MNJ  and  A A FP ) 

14  Evaluation  and  Treatment  of  the  Dizzy  Patient 

6-10  p.m.  — Englewood  Hospital 

(Bergen  County  Society  of  Otolarngologists  and 

AMNJ) 

14  Emergency  Room  Dermatology 

8-10  p.m.  — Schering  Corporation,  Kenilworth 
(New  Jersey  Dermatological  Society  and  A MNJ) 

15  Medical  Humanism-Hospital  Ethics 

1  p.m.  — Trenton  Psychiatric  Hospital 
(A  MNJ  and  A A FP) 

16  Appropriate  Workup  for  the  Headache  Patient 

5-6:30  p.m. — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  AMNJ) 

16  Problems  in  Biliary  Tract  Surgery 

6:15  p.m.  — Bridgeton  Hospital 
(Bridgeton  Hospital) 

17  Laboratory  Interpretations 

5 p.m.  — Holiday  Inn,  Deepwater 
(AMNJ  and  A AFP) 

17  Endocrinology 

12  noon  — Freehold  Area  Hospital 
(A  MNJ  and  A A FP) 

20  Current  Surgical  Techniques  of  Breast  Cancer 

1 2 noon  — Hospital  Center  at  Orange 
(AMNJ  and  A AFP) 

20-  Endocrinology  Symposium 

24  Nassau,  Bahamas 

(CMDNJ,  AMNJ  and  VA  Hospital.  East  Orange) 

21  Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — St.  Barnabas  Hospital,  Livingston 
(New  Jersey  Thoracic  Society  and  AMNJ) 

21  Cancer  of  the  Colon  and  Ovary 

12  noon  — St.  Mary’s  Hospital,  Orange 
(A  MNJ  and  A A FP) 

24  Carcinoma  of  the  Breast 

12:30  p.m.—  Hamilton  Hospital,  Trenton 
(A  MNJ  and  A A FP) 

28  Drug  Addiction 

8 p.m.  — Warren  Hospital,  Phillipsburg 
(AMNJ  and  A AFP) 


Mar. 

1  Advances  in  Medicine 

8 9:30-11  a.m.  — Bergen  Pines  County  Hospital,  Paramus 
15  (Bergen  Pines  County  Hospital  and  A MNJ) 

22 

29 

1 Cardiology  Conferences 

15  4-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(CMDNJ  and  AMNJ) 

1 Proper  Use  of  Blood  Gases 

11:30  a.m.  — Rahway  Hospital 
(A  MNJ  and  A A FP) 

1 Fiberoptic  Bronchoscopy 

I p.m. — Christ  Hospital,  Jersey  City 
(AMNJ  and  A AFP) 

1 Courses  for  Psychiatrists 

8 8-10  p.m.  — Hackensack  Hospital 

1 5 (NJ  Psychoanal vtic  Society  and  A MNJ) 

22 

29 

1 Immunology  in  Clinical  Medicine 

8 Controversies  in  Breast  Cancer 
15  Acupuncture 

9- 1 1 a.m.  — Riverview  Hospital,  Red  Bank 
(Riverview  Hospital,  AMNJ  and  A AFP) 

1 Psychiatry 

15  1-3  p.m.  — Ancora  Psychiatric  Hospital 
20  (Ancora  Psychiatric  Hospital  and  AMNJ) 

29 

1 Lectures  in  Obstetrics/Gynecology 

6-10  p.m.  — 141  S.  Harrison  St.,  E.  Orange 
(New  Jersey  Medical  School  and  AMNJ) 

1 Cardiac  Rehabilitation:  A Three-Year  Experience 

10- 1 1:30  a.m.  — St.  Michael’s  Medical  Center,  Newark 
(St.  Michael's  Medical  Center  and  A M NJ) 

2 Pediatric  Allergy  Course 

9 1 1 a.m. -12  noon  — Children’s  Hospital  of  Newark 

16  (Children's  Hospital  of  Newark  and  A MNJ) 

23 

2  Current  Concepts  in  Modern  Biology 

9 4-6  p.m.  — Institute  for  Medical  Research,  Camden 
16  (Institute  for  Medical  Research  and  A MNJ) 

23 

2 Immunology 

I I a.m.  — Greystone  Park  Psychiatric  Hospital 
(AMNJ  and  A AFP) 

2 Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A AFP) 

3 Clinical  Immunology 

8:30  a.m.  — United  Hospitals  of  Newark 
(AMNJ  and  A AFP) 

3  Psychiatric  Lecture  Series 
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10  1:30-5  p.m.  — Trenton  Psychiatric  Hospital 

17  ( Trenton  Psychiatric  Hospital  and  A MNJ) 

6 Neuroscience  Conferences 

13  1 1:30  a. m. -12:30  p.m.  — Bergen  Pines  County  Hospital 

20  Paramus 

27  (Bergen  Pines  County  Hospital  and  A MNJ) 


16  Emotional  Management  in  Myocardial  Infarction 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A AFP) 

17  The  Violent  Patient 

5 p.m.  — Holiday  Inn-Deepwater 
(A  MNJ  and  A AFP) 


6 Obstructive  Lung  Disease 

8 p.m. — Community  Memorial  Hospital,  Toms  River 
(A  MNJ  and  A AFP) 

7 Surgical  Management  of  Cushing’s  Syndrome 

5-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(Rutgers  Medical  School  and  Academy  of  Medicine) 

8 1977  Update  on  Traditional  and  New  Venereal  Disease 

1-3  p.m.  — Christ  Hospital,  Jersey  City 
(Christ  Hospital,  AMNJ , and  AAFP) 

11  CM E Program 

25  8- 10  a. m.  — Newcomb  Hospital,  Vineland 

(University  of  Pennsylvania  School  of  Medicine  and 
AAFP) 

14  Cancer  in  New  Jersey 

8 p.m.  — Paul  Kimball  Hospital,  Lakewood 
(AMNJ  and  AAFP) 

14  Medical  Care  in  Emergency  Department 

9 p.m.—  Bayonne  Hospital 
(AMNJ  and  AAFP) 

14  Medical/Legal  Aspects  of  Medicine  and  Surgery 

12  noon  — Hospital  Center  at  Orange 
(AMNJ  and  AAFP) 

14  Dermatologic  Surgery 

8-10  p.m.  -Schering  Corporation,  Kenilworth 
(New  Jersey  Dermatological  Society  and  AMNJ) 

15  Hypertension 

8:30-4:30  — Sheraton  Inn,  Newark  Airport 
(Pfizer  Pharmaceutical,  St.  Barnabas  Medical 
Center,  and  A MNJ) 

15  Special  Problems  in  Neurology 

7-10  p.m.  — VA  Hospital,  East  Orange 
(V A Hospital  and  AM  NJ) 

15  Diagnosis  and  Management  of  the  Short  Child 

8:30-10  p.m.—  1257  Kensington  Road,  Teaneck 
(Bergen  Co.  Chapter,  American  Medical  Women's 
Assn  and  AMNJ) 

15  Proper  Use  of  Antibiotics 

1 p.m.  — Trenton  Psychiatric  Hospital 
(A  M NJ  and  A A FP) 

15  Drug  Interactions 

1-3  p.m.  —Christ  Hospital,  Jersey  City 
(Christ  Hospital,  AMNJ  and  AAFP) 

16  Sexual  Counseling 

6:15  p.m.  — Bridgeton  Hospital 
(Bridgeton  Hospital) 


17 


17 

18 
19 


18 


21 


21 


21 


24 


28 


29 


29 


Diagnosis  of  Anemic  Patient 

12  noon  — Freehold  Area  Hospital 
(AMNJ  and  AAFP) 


Edward  Waters  Gynecologic  Conference 

_-7  p.m.  i Resorts  international 

8:30  a. m. -7  p.m.  > u , , ...  ■ 

~ t Hotel,  Atlantic  City 

9 a. m. -12:30  p.m.  J 

(CMDNJ . NJ  Medical  School  and  AMNJ) 


Emergency  ’78  Sports  Medicine  and  Sports 
Emergencies 

Ninth  Annual  Meeting  — Valley  Hospital,  Ridgewood 
( Valley  Hospital) 


Scanning 

12  noon  — St.  Mary’s  Hospital,  Orange 
(A  MNJ  and  A A FP) 

Congestive  Heart  Failure 

8:30  p.m.— Fair  Lawn  Memorial  Hospital— Marriott 

Saddlebrook 

(AMNJ  and  AAFP) 

Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — St.  Joseph’s  Hospital,  Paterson 
(New  Jersey  Thoracic  Society  and  AMNJ) 

Bleeding  Disorders 

12:30  p.m.  — Hamilton  Hospital,  Trenton 
(AMNJ  and  AAFP) 


Hepatitis 

8 p.m.  — Warren  Hospital,  Phillipsburg 
(AMNJ  and  AAFP) 


Cerebral  Vascular  Disease 

3 p.m.  — Ancora  Psychiatric  Hospital,  Hammonton 
(AMNJ  and  AAFP) 


Blood  Gases:  Revisited 

1-3  p.m.  —Christ  Hospital,  Jersey  City 

(Christ  Hospital  and  AMNJ) 


Apr. 

3 Neuroscience  Conferences 

10  1 1:30  a. m. -12:30  p.m.—  Bergen  Pines  County  Hospital, 

17  Paramus 

24  ( Bergen  Pines  County  Hospital  and  A MNJ) 

3 Suicidology 

8 p.m.  — Community  Memorial  Hospital.  Toms  River 
(A  MNJ  and  A A FP) 

4 New  Developments  in  Scanning 

1 1 a.m.  — Greystone  Park  Psychiatric  Hospital 
(AMNJ  and  AAFP) 


1 100 
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5  Advances  in  Medicine 

12  9:30-1 1 a.m.  — Bergen  Pines  County  Hospital,  Paramus 
19  ( Bergen  Pines  County  Hospital  and  A MNJ) 

26 

5  Cardiology  Conferences 

19  4-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(CMDNJ  and  AMNJ) 

5 Outpatient  Management  of  Tuberculosis 

1 1 :30  a.m.  — Rahway  Hospital 
( AMNJ  and  A AFP) 

5 Suicidology 

1 p.m.  — Christ  Hospital,  Jersey  City 
(A  M NJ  and  A A FP) 

5 Courses  for  Psychiatrists 

12  8-10  p.m.  — Hackensack  Hospital 

1 9 ( NJ  Psychoanalytic  Society  and  A M NJ) 

26 

5 Lectures  in  Obstetrics/Gynecology 

6-10  p.m.  — 141  S.  Harrison  St.,  E.  Orange 
(New  Jersey  Medical  School  and  AMNJ) 

6 Current  Concepts  in  Modern  Biology 

4-6  p.m.  — Institute  for  Medical  Research,  Camden 
( Institute  for  Medical  Research  and  AMNJ) 

6  Care  of  the  Aged  Arthritic  Patient 

2-4  p.m.  — Daughters  of  Miriam  Center,  Clifton 
(Daughters  of  Miriam  Center  for  the  Aged.  AMNJ 
and  A A FP) 

6 Pediatric  Allergy  Course 

13  1 1a.m. -12  noon  — Children’s  Hospital  of  Newark 

20  (Children' s Hospital  of  Newark  and  A MNJ) 

27 

6 Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  AMNJ) 

7 Infectious  Diseases 

8:30  a.m.  — United  Hospitals  of  Newark 
(AM  NJ  and  A AFP) 

7 Psychiatric  Lecture  Series 

14  1:30-5  p.m.  — Trenton  Psychiatric  Hospital 

2 1 ( Trenton  Psychiatric  Hospital  and  A M NJ) 

28 

8 Orthopedic  Symposium 

8  a.m. -4:30  p.m.  — Rutgers  Medical  School, 

Piscataway 

(Rutgers  Medical  School,  and  AMNJ) 

8 C'ME  Program 

22  8-10  a.m.  — Newcomb  Hospital,  Vineland 
(University  of  Pennsylvania  School  of  Medicine  and 
A AFP) 

1 1 Fluid  and  Electrolyte  Balance 

1 2 noon  — Hospital  Center  at  Orange 
( A M NJ  and  A A FP) 

1 1 Connective  Tissue  Diseases  Including  Vasculitis 

8-10  p.m.  -Schering  Corporation,  Kenilworth 
(New  Jersey  Dermatological  Society  and  A M NJ) 


1 1 Complex  Problems  of  the  Biliary  Tract 

5-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(Rutgers  Medical  School,  and  AMNJ) 

12  Proper  Use  of  Blood  Gases 

1:30  p.m  — John  E.  Runnells  Hospital,  Berkeley 
Heights 

(AMNJ  and  A AFP) 

12  Psychiatry 

17  1-3  p.m.  — Ancora  Psychiatric  Hospital,  Hammonton 
19  (Ancora  Psychiatric  Hospital  and  AM  NJ) 

26 

18  Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — Location  to  be  announced 
(New  Jersey  Thoracic  Society  and  AMNJ) 

18  Intra-Aortic  Balloon  Pumping 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AMNJ  and  A AFP) 

19  The  Psychodynamics  of  Dental  Practice 

9  a.m. -4  p.m.  — New  Jersey  Dental  School,  Newark 
(AMNJ and  CMDNJ) 

19  Special  Problems  in  Neurology 

7-10  p.m.  — VA  Hospital,  East  Orange 
( VA  Hospital  and  A M NJ) 

20  Nevi  and  Melanoma 

6: 1 5 p.m.  — Bridgeton  Hospital 
(Bridgeton  Hospital) 

20  Hypertension  — Old  and  New  Concepts 

5-6:30  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A M NJ) 

2 1 Management  of  Hepatitis 

12  noon  — Freehold  Area  Hospital 
(AMNJ  and  A AFP) 

22  Seminar  in  Anesthesiology 

9  a.m. -3  p.m.  — Saint  Barnabas  Medical  Center,  Liv- 
ingston 

(Educational  Council  for  Anesthesiology  of  NJ  and 
AMNJ) 

25  Medical/Legal  Aspects  of  Medicine  and  Surgery 

8 p.m.  — Warren  Hospital,  Phillipsburg 
(A  M NJ  and  A A FP) 

26  General  Problems  in  Psychiatry 

1 : 1 5-2:45  p.m.  — Marlboro  Psychiatric  Hospital 
(Marlboro  Psychiatric  Hospital  and  AMNJ) 

28  Surgical  Management  of  Inflammatory  Bowel  Disease 

12:30  p.m.—  Hamilton  Hospital,  Trenton 
(AMNJ  and  A AFP) 

May 

1 Neuroscience  Conferences 

8 1 1 :30  a.m. -12:30  p.m.—  Bergen  Pines  County  Hospital, 

15  Paramus 

22  (Bergen  Pines  County  Hospital  and  AMNJ) 

1 Arthritis 

8 p.m. — Community  Memorial  Hospital,  Toms  River 
(AMNJ  and  A AFP) 
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1 Psychiatry 

17  1-3  p.m  — Ancora  Psychiatric  Hospital,  Hammonton 

30  ( Ancora  Psychiatric  Hospital  and  AMNJ) 

2 Thyroid  Disease 

11  a m.  — Greystone  Park  Psychiatric  Hospital 
(A  MNJ  and  A A FP) 

2 Feasibility  of  Breast  Cancer  Screening 

5- 6  p.m.  — Rutgers  Medical  School,  Piscataway 
(Rutgers  Medical  School  and  AMNJ ) 

3 Lectures  in  Obstetrics/Gynecology 

6- 10  p.m.  — 141  S.  Harrison  St.,  E.  Orange 
(New  Jersey  Medical  School  and  A MNJ) 

3  Advances  in  Medicine 

10  9:30-1 1 a m.  — Bergen  Pines  County  Hospital 
17  Paramus 

24  (Bergen  Pines  County  Hospital  and  AM NJ) 

3 Cardiology  Conferences 

17  4-6  p.m.  — Rutgers  Medical  School 
(CMDNJ  and  AMNJ) 

3 Medical  Humanism-Hospital  Ethics 

1 1 :30  a.m.  — Rahway  Hospital 
(AMNJ  and  A A FP) 

3 Courses  for  Psychiatrists 

8-10  p.m.  — Hackensack  Hospital 
(NJ  Psychoanalytic  Society  and  A MNJ) 

4 Pediatric  Allergy  Course 

11  11  a.m. -12  noon  — Children’s  Hospital  of  Newark 

18  (Children's  Hospital  of  Newark  and  AMNJ) 

25 

4 Infectious  Diseases  Course 

8:30-9:30  a.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  of  Newark  and  AMNJ) 

5 Cerebral  Vascular  Disease 

8:30  a.m.  — United  Hospitals  of  Newark 
(A  M NJ  and  A A FP) 

6-  MSNJ  Annual  Meeting 

9  Holiday  Inn-Howard  Johnson’s  Regency,  Atlantic  City 

9 Fluid  and  Electrolyte  Imbalance 

9 p.m.  — Bayonne  Hospital 
(A  M NJ  and  A A FP) 

10  Arthritis 

1:30  p.m.  — John  E.  Runnells  Hospital,  Berkeley 
Heights 

(AMNJ  and  A AFP) 

13  ('ME  Program 

27  8-10  a.m.  — Newcomb  Hospital,  Vineland 

(University  of  Pennsylvania  School  of  Medicine  and 
A AFP) 

15  Endotoxic/Hemorrhagic  Shock 

12  noon  — Hospital  Center  at  Orange 
(A  M NJ  and  A A FP) 

16  kidney  Stones 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AMNJ  and  A AFP) 


17  Special  Problems  in  Neurology 

7-10  p.m.  — VA  Hospital,  East  Orange 
( V A Hospital  and  AM  NJ) 

18  Advances  in  Pediatrics 

6: 1 5 p.m.  - Bridgeton  Hospital 
( Bridgeton  Hospital) 

18  Antithrombotic  Therapy 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  AMNJ) 

19  Chronic  Renal  Failure 

12  noon  — Freehold  Area  Hospital 
(AMNJ  and  A AFP) 

20  Immunology  in  Obstetrics  and  Gynecology 

9 a.m. -5  p.m.  — Governor  Morris  Inn,  Morristown 
(New  Jersey  Obstetrical  and  Gynecological  Society 
and  A MNJ) 

23  Common  Topical  Agents  in  Dermatological  Practice 

8:30-10  p.m.  — 645  Cambridge  Road,  Paramus 
( Bergen  Co.  Chapter.  American  Medical  Women’s 
Association  and  AMNJ) 

23  Cerebral  Vascular  Disease 

8 p.m.  — Warren  Hospital,  Phillipsburg 
(A  MNJ  and  A A FP) 

26  Ophthalmologic  Manifestations  in  Systemic  Disease 

12:30  p.m.—  Hamilton  Hospital,  Trenton 
(A  M NJ  and  A A FP) 

31  Cardiac  Arrhythmias 

3 p.m  — Ancora  Psychiatric  Hospital,  Hammonton 
(AM  NJ  and  A AFP) 

June 

1 Infectious  Disease  Course 

8:30-9:30  a.m.  — Somerset  Hospital,  Somerville 
(Somerset  Hospital  and  A AFP) 

1 Current  Radiation  Therapy 

11  a.m.  — Greystone  Park  Psychiatric  Hospital 
(AMNJ  and  A AFP) 

2 Lipid  Metabolism 

8:30  a.m.  — United  Hospitals  of  Newark 
(A  MNJ  and  A A FP) 

5  Neuroscience  Conferences 

12  1 1 :30  a.m. -12:30  p.m.  — Bergen  Pines  County  Hospital, 

19  Paramus 

26  (Bergen  Pines  County  Hospital  and  A MNJ) 

5 Thyroid  Diseases 

8 p.m. — Community  Memorial  Hospital.  Toms  River 
(AMNJ  and  AAFP) 

6 Esophageal  Emergencies 

5-6  p.m.  Rutgers  Medical  School.  Piscataway 
(Rutgers  Medical  School  and  A MNJ) 

7 Advances  in  Medicine 

14  9:30-1 1 a.m.  — Bergen  Pines  County  Hospital,  Paramus 

(Bergen  Pines  County  Hospital  and  AMNJ) 

7 Cardiology  Conferences 

21  4-6  p.m.  — Rutgers  Medical  School,  Piscataway 
(CMDNJ  and  AMNJ) 
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7 Psychiatry 

14  1-3  p.m.  — Ancora  Psychiatric  Hospital,  Hammonton 
(Ancora  Psychiatric  Hospital  and  AMNJ) 

10  Differential  Diagnosis—  the  Wheezing  Patient 
24  The  Leukemias 

8-10  a. m.  — Newcomb  Hospital,  Vineland 

( Newcomb  Hospital  and  University  of  Pennsylvania 

Hospital) 

15  Beta-Adrenergic  Blocking  Agent  in  Cardiovascular 
Disease 

5-6:30  p.m.  — Somerset  Hospital,  Somerville 
( Somerset  Hospital  and  AM  NJ) 

16  Sports  Medicine 

12  noon  — Freehold  Area  Hospital 
(AMNJ  and  A AFP) 

20  Northern  Regional  Chest  Conferences 

7:30-9:30  p.m.  — Beth  Israel  Hospital,  Newark 
(New  Jersey  Thoracic  Society  and  AMNJ) 


20  Acute  and  Chronic  Leukemia 

12  noon  — St.  Mary’s  Hospital,  Orange 
(AMNJ  and  A AFP) 


20  Shock 

8:30  p.m.  — Fair  Lawn  Memorial  Hospital  — Marriott 
Saddle  Brook 
(AMNJ  and  A AFP) 


21  Special  Problems  in  Neurology 

7-10  p.m.  — VA  Hospital,  East  Orange 
(VA  Hospital  and  AMNJ) 


27  Current  Radiation  Therapy 

8 p.m.  — Warren  Hospital,  Phillipsburg 
(A  M NJ  and  A A FP) 


30  Chronic  Obstructive  Lung  Disease 

1 2:30  p.m.  — Hamilton  Hospital.  Trenton 
(AMNJ  and  A AFP) 


212th  Annual  Meeting — May  6-9,  1978 

Holiday  Inn  and 

Howard  Johnson's  Regency  Motor  Hotel 

Atlantic  City 

House  of  Delegates 
Golden  Merit  Award 

Ceremony  and  Reception 

Holiday  Inn 

Scientific  Sessions 
Reference  Committees 

Holiday  Inn/Howard  Johnson's 

Saturday  Evening 
Reception/Dinner 
Inaugural  Reception/Dinner 
Dinner  Dance 

Howard  Johnson's 

Note:  Since  all  major  hotels  are  under  reconstruction  or  alteration,  we  will  be  unable  to  present  exhibits. 
We  regret  this  limitation  on  our  meeting  and  anticipate  resuming  exhibits  in  1 979. 
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0 * low  malpractice  in- 
O _ su ranee  rates, 
* the  oppor- 
tunity to  join  a group  or  part- 
Q ner  or  establish  a new 

o)  mfi)  Practice  in  a rura*  or 
U urban  area,  * continuing 

medical  education  through  a system  of  Area 
Health  Education  Centers,  as  well  as  two  med- 
ical schools,  * lower  taxes,  * lower  cost 
of  living,  * access  to  both  mountains  and 


beaches,  and 


a mild  climate 


For  information  about  specific  practice  opportunities 
in  South  Carolina,  contact: 


CiKSSlDGGQ 


Post  Office  Box  11188 
Columbia,  South  Carolina  29211 
(803)  779-7264 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 


Nicin 


A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 


Each  CEREBRO-NICIN  capsule  contains: 
Pentylenetetrazole  100  mg 

Nicotinic  Acid  100  mg 

Ascorbic  Acid  100  mg 

Thiamine  HCI  25  mg 

I -Glutamic  Acid  50  mg 

Niacinamide  5 mg 

Riboflavin  2 mg 

Pyridoxme  HCI  3 mg 

AVAILABLE:  Bottles  100.  500,  1000 
SIDE  EFFECTS:  Most  persons  experience  a (lushing  and 
tingling  sensation  after  taking  a higher  potency  nico 
time  acid  As  a secondary  reaction  some  will  complain 
of  nausea,  sweating  and  abdominal  cramps  The  re 
action  is  usually  transient 

INDICATIONS:  As  a cerebral  stimulant  and  vasodilator 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three 
times  daily  adiusted  to  the  individual  patient 
WARNING:  Overdosage  may  cause  muscle  tremor  and 
convulsions 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  thres 
hold 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription  Keep  out  ol  reach  of  children 


Writ*  tor  literature  and  samples 

t anoV’l’M  THE  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057  i 


OBITUARIES 

Dr.  Marc  C.  Angelillo 

One  of  Essex  County  senior  members.  Marc  C. 
Angelillo.  M.D.,  died  on  September  23  at  his 
home  in  Point  Pleasant.  Born  in  Italy  in  1899. 
he  emigrated  to  the  United  States  as  a child 
and  earned  his  medical  degree  from  the  Long 
Island  College  of  Medicine  in  1924.  Dr.  Ange- 
lillo practiced  general  medicine  and  surgery  in 
Newark  until  retirement  in  1969.  He  had  been 
on  the  active  staff  at  Presbyterian,  Babies. 
Columbus,  and  the  American  Legion  Hospi- 
tals in  Newark,  and  the  Clara  Maass  Hospital 
in  Belleville.  Dr.  Angelillo  had  served  in  both 
of  the  world  wars  — as  an  infantryman  in  World 
War  I.  and  in  the  medical  department  of  the 
Navy  during  the  second  World  War.  In  1974, 
he  was  a recipient  of  MSNJ's  Golden  Merit 
Award,  indicating  fifty  years  of  medical 
practice. 

Dr.  Harold  L.  Davis 

The  former  chief  of  the  department  of  pedi- 
atrics at  St.  Lrancis  Hospital  in  Trenton, 
Harold  L.  Davis.  M.D..  died  in  that  institution 
on  October  12.  A native  of  Trenton,  born  in 
1904.  Dr.  Davis  was  graduated  from  the  Uni- 
versity of  Pennsylvania  School  of  Medicine  in 
1927  and  pursued  further  studies  in  pediatrics, 
becoming  board  certified  in  that  specialty.  In 
addition  to  his  appointment  at  St.  Lrancis 
Hospital,  he  had  been  affiliated  with  Children's 
and  the  University  of  Pennsylvania  Hospitals, 
both  in  Philadelphia.  Dr.  Davis  was  a Fellow  of 
the  American  Academy  of  Pediatrics. 

Dr.  Samuel  Ettinger 

Word  has  just  been  received  of  the  death  on 
March  26,  of  Samuel  Ettinger,  M.D.,  an 
emeritus  member  of  our  Hudson  County  com- 
ponent. Born  in  Halle,  Germany  in  1897,  Dr. 
Ettinger  earned  his  medical  degree  from  the 
Medical  College  of  Martin  Luther  Universit) 
in  Halle  in  1922  and  took  graduate  training  in 
Florence.  Itah.  He  emigrated  to  the  United 
States  early  in  the  I940's  and  received  his 
New  Jersey  license  in  1944.  From  that  time 


until  retirement  in  1972,  he  practiced  general 
medicine  in  Union  City  and  had  been  affiliated 
with  the  North  Hudson  Hospital  in  Wee- 
hawken.  Dr.  Ettinger  was  a 1972  recipient  of 
MSNJ's  Golden  Merit  Award  for  fifty  years  of 
medical  practice. 

Dr.  Vincent  J.  Giuseffi,  Jr. 

Vincent  J.  Giuseffi,  Jr..  M.D.,  a member  of  our 
Essex  County  component,  died  on  September 
22  at  his  home.  Graduated  from  St.  Louis 
University  School  of  Medicine,  class  of  1950, 
Dr.  Giuseffi  went  on  to  take  graduate  studies 
in  general  surgery  at  the  Mayo  Clinic  and  the 
University  of  Minnesota.  He  was  on  the  active 
staff  at  St.  James  Hospital  in  Newark,  East 
Orange  General,  and  the  Hospital  Center  at 
Orange.  His  professional  affiliations  included 
membership  in  the  American  Society  of  Ab- 
dominal Surgeons.  Dr.  Giuseffi  was  only  53 
years  old  at  the  time  of  his  death. 

Dr.  Paul  Grossbard 

On  September  2,  Paul  Grossbard.  M.D.,  a 
member  of  our  Passaic  County  component, 
died  at  his  home.  Born  in  1917  in  New  York 
City,  Dr.  Grossbard  was  graduated  from  the 
University  of  Louisville  Medical  College,  class 
of  1941,  and  took  graduate  training  in  ob- 
stetrics and  gynecology  at  Chicago  Lying-In 
and  Cook  County  Hospitals,  becoming  board 
certified  in  those  fields.  He  was  a Fellow'  of  the 
American  College  of  Surgeons  and  of  the 
American  College  of  Obstetricians  and  Gyne- 
cologists, and  was  a member  of  the  American 
and  New  Jersey  Obstetrical  and  Gynecological 
Societies,  having  served  several  terms  as 
secretary  of  the  latter.  Dr.  Grossbard  currently 
was  Director  of  the  Department  of  Obstetrics 
and  Gynecology  at  Beth  Israel  Hospital  in 
Passaic. 

Dr.  Clarence  W.  Jaggard 

At  the  untimely  age  of  52,  Clarence  W.  Jaggard, 
M.D.,  a member  of  our  Cumberland  County 
component,  died  at  his  home  in  Huntsville, 
Alabama,  on  October  1.  A graduate  of  Temple 
University  School  of  Medicine,  class  of  1955, 
Dr.  Jaggard  had  practiced  general  medicine  in 
W'oodbury  for  21  years  and  was  instrumental 
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in  establishing  the  community  mental  health 
center  there,  of  which  he  was  president  for  15 
years,  and,  in  association  with  his  wife,  the 
alcoholic  abuse  center  which  opened  in  Dept- 
ford Township  last  January.  Until  closing  his 
practice  last  April  to  accept  a teaching  appoint- 
ment at  the  University  of  Alabama  Medical 
School,  Dr.  Jaggard  had  been  on  the  attending 
staff  at  the  Underwood  Hospital  in  Woodbury. 

Dr.  A.  Walter  Murdock,  Jr. 

A.  Walter  Murdock,  Jr.,  M.D.,  a member  of 
our  Sussex  County  component,  died  at  his  home 
in  Sparta  on  September  12  after  a long  illness. 
Born  in  1918  and  graduated  from  the  Long 
Island  College  of  Medicine,  class  of  1944,  Dr. 
Murdock  practiced  general  medicine  and 
pediatrics  in  Sparta  until  1968  when  he  ac- 
cepted appointment  as  emergency  room 
physician  at  Overlook  Hospital  in  Summit. 
While  in  private  practice  he  had  been  on  the 
attending  staff  at  Newton  Memorial  Hospital  in 
Newton.  During  World  War  II,  Dr.  Murdock 
served  with  the  rank  of  captain  in  the  medical 
department  of  the  Army  of  the  United  States. 

Dr.  Harrold  A.  Murray 

On  October  14,  1977,  Harrold  A.  Murray, 
M.D.,  the  160th  President  of  the  Medical 
Society  of  New  Jersey,  died  suddenly  at  home. 
(See  editorial  comment,  page  1037,  this  issue.) 
A native  of  Newark,  born  in  1893,  Dr.  Murray 
received  his  education  at  Seton  Hall  Univer- 
sity and  earned  his  medical  degree  from 
Columbia  University’s  College  of  Physicians 
and  Surgeons  in  1920.  He  pursued  graduate 
work  in  pediatrics  at  Mt.  Sinai  Hospital,  New 
York,  becoming  board  certified  in  that 
specialty.  He  was  chief  of  pediatrics  at  both 
St.  James  and  St.  Michael’s  Hospitals  in 
Newark  and  ultimately  was  named  medical 
director  of  the  latter  institution.  In  addition, 
Dr.  Murray  was  consulting  pediatrician  to 
eight  other  hospitals  in  the  area.  In  1960  he  was 
appointed  Medical  Coordinator  at  All  Souls 
Hospital,  Morristown.  He  was  affiliated  with 
many  civic  groups  relating  to  children  and 
family  health  services,  both  statewide  and  in 
his  home  community. 


Dr.  Murray  long  had  been  active  in  organized 
medicine,  from  committee  work  in  his  county 
medical  society  (Essex)  to  president  of  that 
body.  On  the  state  level  he  was,  for  many^ears, 
chairman  of  the  Committee  on  Child  Health 
and  of  the  Committee  on  Annual  Meeting,  and 
in  1949  was  elected  Second  Vice-President,  the 
first  of  the  presidential  offices.  Dr.  Murray’s 
professional  affiliations  included  Fellowship 
in  the  American  Academy  of  Pediatrics  and 
District  Chairman  of  that  organization  for 
New  Jersey,  Fellowship  in  the  American 
College  of  Physicians,  and  membership  in  the 
Academy  of  Medicine  of  New  Jersey. 

Dr.  Johannes  F.  Pessel 

One  of  Mercer  County’s  senior  members, 
Johannes  F.  Pessel,  M.D.,  died  on  October  14, 
at  his  home  in  Yardley,  Pennsylvania.  A native 
of  Illinois,  Dr.  Pessel  earned  his  medical  degree 
from  Washington  University  in  St.  Louis  in 
1918  and  went  on  to  take  residencies  in  internal 
medicine  and  gastroenterology  at  Johns  Hop- 
kins University  Medical  School,  becoming 
board  certified  in  those  specialties.  He  then 
served  a tour  of  duty  with  the  United  States 
Public  Health  Service  at  Fort  McHenry  Army 
Hospital  as  chief  of  pathology.  In  1929  Dr. 
Pessel  came  to  Trenton  to  establish  a private 
practice  which  he  maintained  for  45  years.  He 
had  been  medical  director,  chief  of  staff,  and 
director  of  the  department  of  medicine  at  Mer- 
cer Medical  Center  and  also  associate  pro- 
fessor of  gastroenterology  at  the  Graduate 
School  of  Medicine  of  the  University  of  Penn- 
sylvania. Dr.  Pessel  was  a Fellow  of  the  Ameri- 
can College  of  Physicians  and  a member  of 
the  American  Society  of  Internal  Medicine, 
the  American  Gastroenterological  Association, 
and  the  Academy  of  Medicine  of  New  Jersey. 
He  was  83  years  old  at  the  time  of  his  death. 

Dr.  Morton  D.  Ritter 

On  October  3,  Morton  David  Ritter,  M.D., 
died  in  Atlantic  City  Medical  Center,  where  he 
had  headed  the  department  of  radiology  from 
1949  until  retirement  in  1972.  Born  in  Phila- 
delphia in  1913  and  graduated  from  the  Wash- 
ington University  Medical  School  in  1939,  Dr. 
Ritter  pursued  a career  in  radiology,  becoming 
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board  certified  in  that  field.  In  addition  to  his 
appointment  at  Atlantic  City  Medical  Center, 
he  had  been  on  the  staff  at  the  Shore  Memorial 
Hospital  in  Somers  Point.  Dr.  Ritter  was  a 
member  of  the  American  College  of  Radiology 
and  the  Radiological  Society  of  North 
America. 

Dr.  George  Urbach 

We  have  just  learned  of  the  death  on  August 
18  of  George  Urbach.  M.D.,  in  St.  Barnabas 
Medical  Center,  Livingston,  after  a long  illness. 
Born  in  1908,  Dr.  Urbach  was  graduated  from 
Columbia  University's  College  of  Physicians 
and  Surgeons  in  1933,  and  practiced  general 
medicine  in  Newark  and  South  Orange  until 
his  retirement  because  of  ill  health  in  1975.  Dr. 
Urbach  had  had  staff  appointments  at  Clara 
M aass  Memorial  Hospital  in  Belleville,  Newark 
Beth  Israel  Medical  Center,  and  St.  Barnabas 
Medical  Center  in  Livingston. 

Dr.  Edmond  A.  Utkewicz 

One  of  Hudson  County's  senior  members, 
Edmond  A.  Utkewicz,  M.D.,  died  on  Sep- 
tember 23.  Graduated  from  Long  Island 
University  College  of  Medicine,  class  of  1934, 
Dr.  Utkewicz  practiced  family  medicine  in 
Jersey  City  for  many  years  and  had  been 


affiliated  with  the  St.  Francis  and  Margaret 
Hague  Hospitals  there.  During  World  War  II, 
he  had  served  for  four  years  with  the  medical 
department  of  the  United  States  Navy. 

Dr.  George  L.  Wolcott 

George  Linton  Wolcott,  M.D.,  a member  of 
our  Morris  County  component,  died  on  Sep- 
tember 4 at  his  home  in  Franklin  Lakes.  Born 
in  1913  and  graduated  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  in 
1938,  Dr.  Wolcott  practiced  industrial  medicine 
and  pursued  pharmaceutical  research  in  New 
York  City  for  twenty  years,  before  accepting  a 
full-time  appointment  as  Scientific  Director  for 
Wallace  Laboratories  in  1959  and  transferring 
his  membership  to  the  Medical  Society  of  New 
Jersey.  In  1964  he  was  named  medical  director 
of  American  Cyanamid's  consumer  products 
development  group.  Dr.  Wolcott  was  a mem- 
ber of  the  American  Academy  of  Dermatology, 
American  Association  for  Advancement  of 
Science,  American  Society  for  Clinical  Phar- 
macology and  Therapeutics,  Drug  Informa- 
tion Association,  New  York  Academy  of 
Sciences,  Society  of  Cosmetic  Chemists, 
Society  for  Investigative  Dermatology,  and 
was  a Fellow  of  the  New  York  Academy  of 
Medicine.  He  was  the  author  of  several  pub- 
lished articles  on  pharmacology  research. 


BOOK 

REVIEW 

Current  Surgical  Diagnosis  and  Treatment.  Third  Edition. 
J.  Englebert  Dunphy,  M.D.  and  Lawrence  W Way,  M.D., 
Los  Altos,  California,  Lange  1 977.  Pp  1 1 39.  Illus.  ($18). 

A book  on  the  whole  of  current  surgical  practice  is  an 
ambitious  undertaking  in  view  of  the  complexity  of  both 
diagnosis  and  treatment  in  present-day  surgery.  Indeed,  one 
wonaers  whether  such  a task  can  be  concluded  successfully. 
This  particular  book  does  not  provide  a positive  answer  to 
such  speculation,  but  is  a readable  attempt  to  do  so. 

All  of  its  chapters  live  up  to  its  authors'  prefatory  promise 
to  provide  basic  information  in  a concise  form.  Further- 
more. at  the  conclusion  of  each  section,  there  are  references 
to  the  literature  for  those  interested  in  pursuing  the  matter 
further.  This  is  a nice  touch  that  other  authors  of  this  type 
of  manual  should  be  encouraged  to  emulate. 


As  in  all  such  encyclopedic  efforts,  there  are  good  and  bad 
chapters.  The  one  on  the  treatment  of  multiple  system 
injuries,  for  instance,  seems  outdated  and  the  illustrations 
poor.  Particularly  striking  is  the  advocacy  of  needle  in- 
sertion as  a means  of  providing  an  airway  in  an  emergency. 
The  references  are  inadequate.  There  are  several  com- 
pletely rewritten  chapters.  The  one  on  thyroid  and  para- 
thyroid is  particularly  good  and  the  one  on  surgical 
nutrition  also  is  done  well. 

In  general,  the  illustrations  are  not  as  good  as  the  text  and 
in  some  instances  are  confusing.  Despite  this  drawback,  the 
general  format  of  the  book  has  been  well  thought  out  and 
a very  satisfactory  index  makes  it  easy  for  the  reader  to 
locate  information. 

As  an  attempt  to  provide  a complete  encyclopedia  of  basic 
information  on  current  surgical  practice,  the  book  falls 
short  of  its  goal.  Its  most  notable  lack  is  the  omission  of  a 
chapter  on  immunology.  It  also  contains  dogmatic  state- 
ments which  actually  are  unsettled  in  current  surgical  prac- 
tice. Nevertheless,  it  does  present  a great  deal  of  basic 
surgical  information. 

William  A.  Dwyer.  Jr..  M.D. 


VOL  74  NUMBER  12  DECEMBER  1977 


1 107 


THE  LOWER  G.I.  TRACT 
ORGANICALLY  SOUND 


. .BUT  OVERSENSITIVE 
TO  EMOTIONAL  STRESS 


IN  IRRITABLE  BOWEL 
SYNDROME  LIBRAX 
PROVIDES  DISTINCTIVE 
ADVANTAGES 


■ the  specific  antianxiety  action  of 
Iibnum*(chlordiazepoxide  HCl) 


• the  potent  antispasmodic  action 
of  Quarzan/clidinium  Br) 


Adiunctive/Dual-Action 

LIBRAX 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl  and  2.5  mg  clidinium  Br. 

A clear  treatment  advantage 
for  patients  with 
irritable  bowel  syndrome 


’This  drug  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


A CLEAR  TREATMENT 
ADVANTAGE  FOR  PATIENTS 
WITH  IRRITABLE  BOWEL 
SYNDROME 


Adjunctive/Dual-Action 

LIBRAX 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg  clidinium  Br. 

ONLY  LIBRAX  PROVIDES  THE  SPECIFIC 
ANTI  ANXIETY  ACTION  OF 
LIBRIUM5  (chlordiazepoxide  HCl)  PLUS  THE  POTENT 
ANTISPASMODIC  ACTION  OF  QUARZAN5  (clidinium  B 


Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 

* Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as 
follows: 

"Possibly"  effective:  as  adjunctive  therapy  in  the  treatment 
of  peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

Contraindications:  Patients  with  glaucoma:  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction:  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g.,  operating  machinery,  driving).  Though  phys- 
ical and  psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  Librium®  (chlor- 
diazepoxide hydrochloride)  to  known  addiction-prone  individuals  or 
those  who  might  increase  dosage:  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy:  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  increase 
gradually  as  needed  and  tolerated)  Though  generally  not  recom- 
mended, if  combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  pharmacologic  effects  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors  and 


phenothiazines.  Observe  usual  precautions  in  presence  of  impaire 
renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  pa- 
tients. Employ  usual  precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Variable  effects  on 
blood  coagulation  have  been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  avoidable  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and  live 
function  tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e  , dry- 
ness of  the  mouth,  blurring  of  vision,  urinary  hesitancy  and  consti- 
pation. Constipation  has  occurred  most  often  when  Librax  therapy 
is  combined  with  other  spasmolytics  and  or  low  residue  diets 
Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day.  before 
meals  and  at  bedtime  Geriatric  patients — see  Precautions. 

How  Supplied:  Librax  is  available  in  green  capsules,  each  contair 
ing  5 mg  chlordiazepoxide  hydrochloride  (Librium®)  and  2.5  mg 
clidinium  bromide  (Quarzan®) — bottles  of  100  and  500;  Tel-E-Dose 
packages  of  100;  Prescription  Paks  of  50.  available  singly  and  in 
trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  New  Jersey  07110 


THE  JOURNAL 
OF 

THE  MEDICAL  SOCIETY  OF 
NEW  JERSEY 


Index 


Society  established  July  23,  1766 
Journal  founded  September  1,  1904 


VOLUME  74 

JANUARY  TO  DECEMBER,  1977 


Published  monthly  under  direction  of  the 
COMMITTEE  ON  PUBLICATION 
Daniel  B.  Roth,  M.D.,  Chairman 
Julio  del  Castillo,  M.D. 

John  F.  Marshall,  M.D. 

Arthur  Krosnick,  M.D.,  Editor 
William  A.  Dwyer,  Jr.,  M.D.,  Associate  Editor 
Bernard  D.  Pinck,  M.D.,  Associate  Editor 
Richard  H.  Rapkin,  M.D.,  Associate  Editor 
Marjorie  D.  Treptow,  Assistant  Editor 


Editorial  Office 
315  WEST  STATE  STREET 
TRENTON,  N.J. 


VOL.  74-NUMBER  12- DECEMBER  1977 


1111 


TABLE  OF  PAGES 


January 

1 to  100 

July  593-642  and  Tr  1 to  Tr  142 

February 

100  to  202 

August 

643-724 

March 

203  to  298 

September 

725  to  826 

April 

299  to  406 

October 

827  to  922 

May 

407  to  500 

November  923  to  1028 

June 

501  to  592 

December  1029  to  1124 

Annual  Reports  and  Transactions  July  Journal 

A 

Apuzzio,  J.,  M.D.,  Newark 

*753,  *871 

Arons,  Harry 

t820 

Abdominal  Pregnancy,  Pitfalls  in  Diagnosis  of 

Assignment  of  Benefits—  Resolution  #4  (1976) 

168 

Advanced  — Apuzzio;  Frattarola;  Gowda; 

Associate  Members—  Ruling  on  Advancement 

Li;  Fricchione;  Pelosi;  Sama;  Caterini 

*871 

to  Regular  Status 

789 

Sepsis,  Controversies  in  Management  of— 

Athey,  Kenneth  L. 

+94 

Lazaro;  Rush;  Dolan 

*241 

Atienza,  Rizalino  T. 

+493 

Abel,  Ronald  M.,  M.D.,  New  York 

*1041 

Attendance—  1977  Annual  Meeting 

619 

Abiuso,  Patrick  D.,  M D . Camden 

*1061 

Audit  the  Audits 

e651 

Abortion,  Medicaid  Payment  for 

1084 

Aumente,  J.,  Navesink 

sa779 

Abouchedid,  Claude.  M.D.,  Trenton 

*972 

Abruzzo,  John  L.,  M.D.,  Philadelphia 

*227 

B 

Ackerhalt,  Martin  J. 

1 1023 

Acne— Bensel 

sa877 

B.T.  Behavior  Therapy:  Strategies  for  Solving 

Acute  Diarrhea  in  Children,  Anti-diarrheal  Agents 

Problems  in  Living 

br7 1 9 

in  Treatment  of—  Pediatric  Brief 

693 

Bailon,  A.  R.,  M.D.,  Woodbridge 

*431 

Disseminated  Intravascular  Coagulation  and 

Balloon  Counterpulsation,  Intra-Aortic,  in  a 

Uterine  Atony  — Stroup;  Scott 

*121 

Community  Hospital  — Abel;  Subramanian; 

Adult  Respiratory  Distress  Syndrome,  Pathogenesis 

McCabe;  Gay,  Jr. 

*1041 

of—  Riley 

*234 

Bedrick,  John  J.  — Memorial  Resolution 

trl04,  265 

Agarwal,  Shashi  K.,  M.D. 

le708 

John  J.,  M.D. 

el  07,  +196 

Ahmed,  S.  S.,  M.D.,  Newark 

*43,*  1058 

Bee  Stings:  Whole  Body  Extract  versus  Venom 

Aikey,  B.  R.,  M.D.,  Camden 

*127 

Treatment  in  Anaphylactic  Reactions 

cm699 

Aitken,  Frank  J. 

t290 

Begen,  Frank  R.,  M.D.,  Teaneck 

e507. *513 

Alcoholic  Epilepsy  — Menken;  Buonpane;  Perly 

*947 

Beim,  Norbert 

+820 

Alcoholism 

br96 

Benign  Sacrococcygeal  Teratoma  — Greco 

*555 

More  Dangerous  to  Women  than  Men 

abl065 

Bensel,  Arlington,  M.D.,  Point  Pleasant 

sa877 

Alonzo,  Gerard  J. 

+819 

Berman,  Lawrence  J.,  M.D. 

Ie709 

Alpert,  Joseph,  M.D.,  Newark 

*215 

Bernstein,  Arthur,  M.D.,  Maplewood 

cm26l 

AMA  Clinical  Conference  Reports 

167 

Arthur,  M.D.  (Ill  Award) 

277 

Professional  Standards  Book, 

Bhaktan,  E.  K.,  M.D.,  Newark 

*133 

New  Edition  of 

br720 

Big  Truth  vs.  Big  Lie 

e833 

Program  on  Negotiations 

565 

Bioethics:  Health  Care  Questions  for  a New  Age 

— 

— What  It  Is  Against . . . and  For!  — Palmer 

607 

McIntyre 

sal073 

Ambulance  Service—  1909-1977 

e931 

Blacks  and  Orientals  Seek  Surgical  Nose 

Amdur,  Louis  A. 

t290 

Change 

ab965 

American  Health  Care  Improving,  Foundation 

Blasi,  Benjamin  R. 

+493 

Says 

ab541 

Blood  Lead  Elevations  in  Micro-Puncture 

Amphetamines 

997 

Technique  — Marcus;  Joselow;  Ziering; 

Anatomical  Reorientation 

e209 

Kemp,  Mihalovic;  Anderson 

cm806 

cn806 


Anderson,  L.,  R.N.,  Newark 
Aneurysm  of  Membranous  Ventricular  Septum 
Lee;  Ahmed;  Weisse;  Regan;  Levinson 
Angelillo,  Marc  C. 

Anish,  Stephen  A.,  M.D.,  Wayne 
Announcements  81,179,276, 

391,483,  577.711,807,904,  1008,  1093 


168 


*43 
1 1 105 
*551 


*247 

t290 


Annual  Meeting,  211th-  Index  of  Program 
Meeting  Program  (1977) 

Reports 

Antibiotics,  What  Do  Patients  Know  About  — 
Pediatric  Brief 

Anticonvulsant  Osteomalacia:  Prophylaxis  with 
Vitamin  D in  Institutionalized  Adult 
Patients  — Sherk;  Snape 
Apter,  Abraham 


311 

312 
tr5 

693 


*26 

1290 


Blue  Shield  Claim  Form—  Resolution  #24  (1976) 

Bone  Scan,  Positive  99"'  Technetium 

Polyphosphate,  in  Eosinophilic 
Granuloma  — Wilson 
Bono,  Joseph  J. 

Book  Reviews  96,198,293, 

496,  589,719,  1025,  1107 

Borlaza,  Braulio  t9 1 6 

Bossone,  Joseph  E.  f7 1 5 

Boulis,  M.  N.,  M.D.,  Cinnaminson  *775 

Bourns,  Edward  G.,  M.D.  e7 

Brancato,  Russell,  M.D.  *1058 

Braun,  William  t7 16 

Braunstein,  Sigmund  C.  t9 1 6 

Breast  Cancer,  Controversies  in  Management  of — 

Lazaro;  Rush,  Jr.;  Landor;  Grimes  *943 


1112 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Cancer,  Risks  Weighed  for  Patients  ab987 

Mass  Management  of  the  Solitary  — Seltzer; 

Fletcher  *32 

Breen,  James  L.,  M.D.,  Livingston  *449 

Brener,  Bruce  J.,  M.D. , Newark  *215 

Brief,  Donald  K„  M.D.,  Newark  *215 

Briggs,  R.  M.,  M.D.,  Livingston  *251 

British  National  Health  Service  e731,  cm785, 

cm887,  cm989 

Bronchial  Adenoma  Causing  Recurrent  Pneumonia 

— Vallario;  Jacobs;  Hogan  *257 

Bronchitis  and  Asthma:  Possible  Common 

Pathogenic  Pathways— Pediatric  Brief  776 

Buonpane,  Nancy,  R.N.,  New  Brunswick  *947 

Burrows,  Stanley,  M.D.,  Camden  *689 

Bye,  Bye  Phenformin  e834 

Byrne,  J.  Arthur  t387 


c 


Cabrera,  Roy  C.,  M.D.,  Summit  cm561 

Cancer  and  Cancer  Research  in  New  Jersey  — 

Coriell sa355 

Associated  with  Diethylstilbestrol  68 

of  Breast,  Controversies  in  Management  of- 

Lazaro;  Rush,  Jr.;  Landor;  Grimes  *943 

of  Breast,  Risks  Weighed  for  Patients  ab987 

Candidate  for  Governor  — Primich  Ie493 

Cannata,  Benjamin  V . +820 

Carcinoembryonic  Antigen  Assay  in  Body  Fluids  — 

Pschibul;  Hordynsky  *535 

Carcinoma  (Parathyroid),  Hypercalcemic  Crisis 

in  — Halsted;  Suzara  *153 

of  the  Extrahepatic  Duct  System,  Palliation 
of  Non-Resectable  — Pecora;  Khanna; 

Gradone  *1063 

Cardwell,  Edgar  f820 

Caro,  Eugene  J + 1024 

Carter,  S.  Thomas,  Jr.,  M.D.  368 

Carusi,  Leonard  G.  . . . +587 

CAT  Scanners  367,  472,  790 

Scanners,  Proposed  Standards  for  167 

Caterini,  H.,  M.D. , Newark  *871 

Certificate  of  Need,  Rutgers  H MO  266 

Cerumen  as  a Lubricant  — Weber;  Raz  cn901 

Cesarean  Hysterectomy  for  Sterilization:  Is  It 

Worthwhile? -Pelosi;  Langer;  Li  *17 

Chaiken,  Louis +290 

Chandra,  Nakul,  M.D.,  Long  Branch  *459 

Chase,  William,  M.D. , Newark  *958 

Chest  Wall  Trauma,  Tear  of  Right  Atrial  Appendage 

Following  Blunt  — Galton  *1066 

Child  Abuse,  A New  Form  of  e509 

Choose  Your  Baby’s  Sex  br720 

Ciampi,  Enrico  f 1023 

Cilento,  Anthony  J +387 

Cinotti,  Alfonse  A.,  M.D. , Newark  *735,  *968 

Clinical  Data,  Assessment  of  Statistical  Significance 

of— Hildick-Smith;  Taetzsch  *1056 


CMDNJ  Notes  66,171,266, 

379,  474,  569,  703,  792,  891,  1000 

Report  to  MSNJ  Board  of  Trustees  1083 

CME  Accreditation  627 

Council  of  State  Committees  on  791 

Credits,  Members  Delinquent  in  627 

Co,  Tiacson  +291 

Cohen,  Benjamin  L.,  D.O.  792 

F.  B.,  M.D.,  Newark  , *968 

Cohn,  Perry,  M.D.,  Passaic  *963 

Comatose  Patients,  Guidelines  for  Health  Care 

Facilities  in  266,  367,  368 

Come  to  Atlantic  City  e307 

Commissioner  of  Health’s  Medical  Advisory 

Committee  789 

Committees  and  Councils,  1977-1978  798 

Concise  and  Accurate  Language,  A Plea  for  — 

Kreider  le79 

Coniaris,  John  +716 

Conservation  of  Vision,  Committee  on  568 

Contraception,  Permanent  — DiBenedetto; 

Gregori;  Breen  *449 

Cooper,  Jehu  P.,  Ill  +196 

Coplin,  Michael  N.  +716 

Coriell,  Lewis  L.,  M.D.,  Camden  sa355 

Coronary  Artery  Disease,  Referrals  Wanted  949 

Costa,  Philip  L.  +587 

Cowley,  R Adams,  M.D.,  Baltimore  sa979 

Cranio-Cervical  Trauma,  Non-penetrating 

Thrombosis  of  the  Internal  Carotid  Artery 
following  — Wilson  *685 

Cri  du  Chat—  Bailon,  daSilva;  Schuh  *431 

Crist,  Walter  A.  f291 

Crossett,  Alexander  D.,  Jr.,  M.D.,  Summit  cm561 

Crunden,  Allan  B , Jr |94 

Cryder,  Millard  t716 

Cuasay,  Ramon  S.,  M.D.,  Browns  Mills  *425 

Cukier,  Daniel  S.,  M.D.,  Hackensack  *837 

Current  Medical  Diagnosis  and  Treatment  br496 

Obstetric  and  Gynecologic  Diagnosis  and 

Treatment  br293 

Surgical  Diagnosis  and  Treatment  br  1 107 

D 

Dalton,  S.  Eugene  f494 

Dardik,  H.,  M.D.,  Fort  Lee  *654 

I.,  M.D. , Fort  Lee  *654 

DaSilva,  Jacyntho,  M.D.,  Woodbridge  *431 

Data  on  Cults  Sought— McConahy  le275 

Daubar,  Roberto  L.  t94 

Davis,  Harold  L.  +1105 

Decker,  Henry  B.  1 196 

Demise  of  Public  Health  Medicine  in  New  Jersey, 

The  e210 

De  Pasquale,  Filarginio  t9 1 7 

Desad  Project,  The  ab39 

Detrano,  Salvatore,  M.D. , Union  City  *661 

Devanesan,  Mona  M.,  M.D.  *35 

Devlin,  Arthur  D.  +587 


* — Original  Article 
+ — Obituary 
ab—  Abstract 
br  — Book  Review 


cm  — Commentary 
cn  — Clinical  Note 
e—  Editorial 


le  — Letter 

mh  — Medical  History 
sa  — Special  Article 
tr  — Transactions 


VOL.  74-NUMBER  12—  DECEMBER  1977 


1113 


Diabetes  Research  Funds  Available  for  1977-1978  abl57 


Trigger  Finger  in  — Strom  *951 

Diabetic’s  Sports  and  Exercise  Book,  The  br589 

DiBenedetto,  Robert  J.,  M.D.,  Livingston  *449 

Diethylstilbestrol,  Exposure  in  Utero  68 

Does  the  Medical  Profession  Police  Itself? 

— Pinck  cm695 

Doktor,  David  +716 

Dolan,  Jerome,  M.D.,  Newark  *241 

Donnelly,  Joseph  P.,  M.D.  Ie903 

Don’t  Be  a Clam  e507 

Let  It  Happen  to  You  e731 

Dual  Membership  568 

Duplication  of  Urethra— Pinck;  Cohn  *963 

Dwyer,  William  A.,  Jr.,  M.D.,  Paterson  cm59,  *863 

E 

Echocardiography  — Chandra  *459 

Eczema,  Prevention  of—  Pediatric  Brief  580 

Edeiken,  Stanley,  M.D.,  Neptune  cnl007 

Electrocoagulation  of  Villous  Adenomas  of  the 
Rectum  — Lott;  Weinstein;  Rubin; 

Salvati  *443 

Emergencies  by  Appointment  e933 

Emergency  Mass  Casualty  Care, 

New  Jersey  Plan  for  1084 

Endotracheal  Intubation  in  Acute 

Laryngotracheobronchitis  — Rahbar; 

Krishnan;  Rapkin  *771 

Enriquez,  F.,  M.D. , Camden  *127 

Enterocutaneous  Fistulas— Dardik;  Dardik;  Levy; 

Ibrahim;  Peyser;  Koslow  *654 

Epilepsy,  Alcoholic  — Menken;  Buonpane;  Perly  *947 

Ervin,  Millard  B.  +716 

Eslami,  Hossein  H.,  M.D. , Newark  *215 

Esty,  Geoffrey  W.  +387 

Ettinger,  Samuel  + 1 105 

Executive  Committee  Meeting,  MSNJ  and  NJHA  167 

Experimentation:  The  Fallacy  of  “Controlled” 

Drinking  Where  Alcoholism  Exists  br  1 98 


F 


Familial  Erythrophagocytic  Lymphohistiocytosis  — 

Weiss;  Norris  *539 

Family  Medicine  Preceptor  Program  — Warburton; 

Snope;  Silverman  *113 

Medicine,  Quality  Assurance  in  Graduate 

Education  in  — Sadler;  Snope  sa50 

Ferrari,  Salvatore  +717 

Fietti,  Vincent  G.  +494 

Finance  and  Budget,  Committee  on  568 

Finegan,  Paul  J.  +291 

Fisher,  James  A.  +717 

Fistula  Surgery,  The  Seton  in  — Detrano  *66 1 

Fletcher,  H.  S.,  M.D.,  Livingston  *32 

Flichtenfeld,  Morris  +820 


Fluorescein  Angiography  e731 

Angiography  of  the  Retina  - Patti;  Cinotti  *735 

Ford,  Ralph  A.  +1023 

Forte,  Frank  S.  +95 

Foster,  J.  D.,  B.S.,  Newark  *759,  *958 

Frankel,  Howard  J.,  M.D.,  Newark  *215 

Frattarola,  M.,  M.D.,  Newark  *753,  *871 

Free  Lunch,  The  Myth  of  the  e 1038 

Fricchione,  D.,  M.D. , Newark  *871 

From  Our  Patients  We  Shall  Learn  el08 

G 

Galton,  Barry  B , M.D. , Wayne  *1066 

Gastrocolic  Fistula  in  Association  with  Benign 

Peptic  Ulcer  — Schwinger;  Wagman  *465 

Gause,  Douglas,  D P. H.,  Newark  *958 

Gay,  William  A.,  Jr.,  M.D.,  New  York  *1041 

Gazzillo,  Frank  L.,  M.D. , Newark  *11 

Gehring,  Joan  L.  570 

Gender  Dysphoria  Program  in  New  Jersey,  A — 

Samuels;  Malhotra;  Devanesan  *35 

Gidding,  Samuel,  Piscataway  *847 

Gielchinsky,  Isaac,  M.D.,  Newark  *133 

Gilbert,  L„  M.D. .Newark  *133 

Giordano,  Peter  C.  +197 

Giuseffi,  Vincent  J.,  Jr.  +1105 

Goggin,  J.,  D.V.M.,  Burlington,  Vermont  *517,  *852 

Goldblat,  Melvin  V.,  M.D.,  Newark  *215 

Golden  Merit  Awards  623 

Goldfarb,  Arthur  A.,  M.D.  699 

Goldwyn,  Robert  M.,  M.D.,  Brookline,  Mass.  *1050 

Gordon,  Milton  H.,  M.D.  Ie807 

Gottheil,  Edward  M.D.,  Ph  D.,  Philadelphia  *667 

Government  and  Medicine  607 

Governor’s  Conference  — 211th  Annual  Meeting  607 

Gowda,  V.  V.,  M.D. , Newark  *871 

Gradone,  Frank  P.,  M.D.,  Belleville  *1063 

Granular  Cell  Myoblastoma  of  the  Stomach  - 

Abouchedid;  Philo;  Shetty  *972 

Greco,  Ralph  S.,  M.D.,  Piscataway  *555 

Greetings  from  Israel  — Gordon  Ie807 

Gregori,  Caterina  A.,  M.D.,  Livingston  *449 

Griffith,  Roy  +1023 

Grimes,  E.  L.,  M.D. , Newark  *943 

Grossbard,  Paul  +1105 

Guidelines  for  Health  Care  Facilities  in  Care  of 

Comatose  Patients  266,  367,  368 

for  Oxygen  Therapy  in  Newborn  266 

H 

Haidri,  Nazar  H.,  M.D. , Newark  *11 

Halsted,  George  O.,  M.D.,  Englewood  *153 

Harkey,  Ira  B.,  Jr.,  Ph  D.  Ie80 

Harrer,  William  V.,  M.D.,  Camden  *127 

Harris,  Charles,  M.D  Ie903 

William  G +494 

Have  You  No  Complaints?  e650 


1-100  — Jan. 
100-202 -Feb. 
202-298 -Mar. 
299-406- April 


407-500- May 
501-592  — June 
593-642 -July 
tr  1-  tr  142  — July 
643-724- Aug. 


725-826 -Sept. 
827-922 -Oct. 
923-1028  — Nov. 
1029-1 124- Dec. 


1 1 14 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Haycock,  Christine  E.,  M.D 1006 

Headquarters  Facilities 1083 

Health  Care  Delivery  Systems 1084 

Care  Facility  Determination,  Proposed 

Regulation  for  166 

Care  Financing,  Public  or  Private  — White  608 

Care,  Improved  in  Newark  — Malfronte  cm  1079 

Care,  Many  Factors  Bear  on  ab225 

Education  in  New  Jersey  Public  Schools  — 

Lavenhar  sal  59 

Healthy  Pregnancy  the  Yoga  Way  br719 

Hearing  Loss,  Occupational  — Petryshyn  *21 

Heitzmann,  Charles  J Ie79 

Hemangiopericytoma  - Padaoil-T rinidad;  Briggs; 

Rickert  *251 

Hemorrhoids  Treated  by  Simple  Procedure  ab658 

Henle,  Carye- Belle  f820 

Hevesy,  George  A 1"  1 023 

High-Energy  Diet  for  Dynamic  Living,  The  br293 

Hildick-Smith,  Gavin,  M.D.,  New  Brunswick  * 1056 

Hip  Dysplasia  in  Infancy,  Evaluation  of— 

Hirsch;  Hirsch;  Reedman  *528 

Hippocrates,  Cover  Photo  8 

Hird,  Emerson  F.  . -f 29 1 

Hirsch,  Paul  J.,  M.D. , Bridgewater  *528 

Stuart  A.,  M.D.,  Bridgewater  *528 

Theodore  +821 

Hofer,  William  R.  1 197 

Hogan,  James  A.,  M.D. , Livingston  *257 

Horan,  Michael  J.  1 197 

Hordynsky,  W.,  Ph  D.,  East  Orange  *535 

Hornick,  Emil  E.  1 1024 

Hospital  Malnutrition,  Reduction  of  998 

Rate  Setting  e4 1 3 

Howe,  Thomas  A.,  M.D.,  Paterson  *863 

Hubert,  Antonio  O.  t291 

Hulett,  Albert  G.,  M.D.  Ie80 

Human  Aggression,  The  Development  of— Silver  *673 

Hurwitz,  Richard  A.,  M.D.,  Newark  *937 

Husserl,  Franz  t821 

Husted,  Gerald  W.  +821 

Hymowitz,  Norman,  Ph.D.,  Newark  *139 

Hypercalcemic  Crisis  in  Parathyroid  Carcinoma  — 

Halsted;  Suzara  *153 

Hypertension,  Wanted;  Referrals  with 

Primary  Pulmonary  abl077 


I 


Ibrahim,  I.  M.,  M.D.,  Fort  Lee  *654 

III  Award  (Arthur  Bernstein,  M.D.) 277,  71 1 

Imipramine  Cardiotoxicity,  Reversal  of,  with 

Physostigmine— Rushnak;  McGovern  *155 

Immunization  Liability 997 

Impaired  Physician  Committee  995 

Implement  the  Guidelines  e307 

Improved  Health  in  Newark:  An  End  to 

Perceptions  of  the  Past  — Malafronte  cm  1079 
In  Appreciation  — Heitzmann  ......  Ie79 

Appreciation  — Stewart  Ie708 


Utero  vs  Postpartum  Transportation  of 

High-Risk  Infants— Pediatric  Brief  870 

Incidence  of  Group  A Beta  Streptococcal 

Pharyngitis  in  Infants- Kukla  *223 

Infectious  Disease  in  Pediatric  Practice, 

Management  of—  Gidding;  Wint;  Rapkin  *847 
Information  Needed  on  Walter  Ochsner,  M.D.  Ie80 

Innocent  Murmurs,  Does  Diagnosis  of,  Need 

Reconsideration  — Pediatric  Brief  942 

Internal  Carotid  Artery,  Thrombosis  of  the, 
following  Non-Penetrating  Cranio- 

Cervical  Trauma  — Wilson *685 

Intestinal  Hemangioma  with  Intussusception  in 

Infancy— Boulis;  Karp;  Rubinstein  *775 

Intra-Aortic  Balloon  Counterpulsation  in 

Community  Hospital  — Abel;  Subramanian; 
McCabe;  Gay,  Jr.  *1041 

Intravascular  Coagulation  and  Uterine  Atony, 

Acute  Disseminated  — Stroup;  Scott  *121 

IPA/HMO  1084 

Is  Unionization  the  Answer?— Hulett  le80 

Isbit,  A.,  Ph.D.,  Navesink  sa779 

J 

Jacobo,  Rafael  A +82 1 

Jacobs,  Fred  M.,  M.D. , Livingston  *257 

Jacoby,  J.,  M.D. , Camden  *689 

Jaggard,  Clarence  W.  + 1 1 05 

Jail  Inmate  Health,  AM  A Study  of  ab874 

Jaundiced  Infant,  Identification  of.  Likely  to 

Recover  without  Surgical  Intervention  — 

Pediatric  Brief  693 

Jentz,  John  H.  +9 1 7 

Joselow,  M.  M.,  Ph.D.,  Newark  . cm806 


K 


Kaman,  Samuel  L + 388 

Karamooz,  Mansoor,  M.D.,  Newark  *419 

Karp,  Stanley,  M.D. , Cinnaminson  *775 

Keats,  Sidney  t494 

Kemp,  F.,  B.S.,  Newark  cn806 

Khanna,  Sam,  M.D.,  Belleville  *1063 

Kidney  Transplantation,  Renal  Artery 
Stenosis  in  — Eslami;  Ribot; 

Brief;  Alpert;  Brener;  Frankel; 

Goldblat;  Parsonnet  *215 

Kimel,  Victor  M.  +587 

Kirkpatrick,  Milton  E.  +587 

Klarich,  Philip  +821 

Kline,  Herman  +495 

Klughaupt,  Dorothy  K.  +197 

Knight,  William  T.  +717 

Konzelmann,  Frank  W.  388 

Koslow,  A.,  B.S.  *654 

Kreider,  Clement  H , Jr.,  M.D.  Ie80 

Krishman,  Venkatesan,  M.D., 

Piscataway  *771 

Krosnick,  Arthur,  M.D.  cm785,  cm887,  cm989 


• — Original  Article 
+ — Obituary 
ab  — Abstract 
br—  Book  Review 


cm  — Commentary 
cn  — Clinical  Note 
e — Editorial 


le  — Letter 

mh  — Medical  History 
sa  — Special  Article 
tr  — Transactions 


VOL.  74-NUMBER  12-  DECEMBER  1977 


1115 


Kuchler,  Joseph  A.,  M.D.,  Camden  *46 

Kudos  to  Sandoz  e414 

Kukla,  Leon  F..  M.D.,  Newark  *223 


L 


Laetrile  626,  e732 

Landor,  John,  M.D.,  Newark  *943 

Langer,  Alvin,  M.D.,  Newark  *17 

Laryngotracheobronchitis,  Endotracheal 

Intubation  in  Acute— Rahbar;  Krishman; 

Rapkin  *771 

Laughing  Gas  No  Laughing  Matter  e932 

Lavenhar,  Marvin  A.,  Ph.D.,  Newark  sal59,  *759 

Lawsing,  G.  Conde  +587 

Lazaro,  Eric  J.,  M.D.,  Newark  *24 1 , *943 

Lead  Levels  Among  Children  in  Newark, 

Reduction  in  — Gause;  Chase;  Foster; 

Louria  *958 

Lednar,  W.  M„  Ph.D.,  Washington.  D.C.  *517,  *852 

Lee,  Won  K.,  M.D.,  Newark  *43 

Legislation,  Council  on  565 

Less  than  1000  Gram  Infant,  Immediate  and 

Longterm  Outcome  — Pediatric  Brief  870 

Letters  to  The  Journal  79,179,275, 

387,493,  708 

Levey,  Mark,  M.D.,  Livingston  *144 

Levinson,  David  M.  t495 

G.  E.,  M.D. , Newark  *43 

Levy,  M.,  M.D  . Fort  Lee  *654 

Li,  Tien  Shun,  M.D.,  Newark  *17,  *753,  *871 

Liability  Control,  MSNJ  Department  of  995 

Liepa,  Biruta,  M.D.,  Camden  *1069 

Life  Month  e931 

Lithium,  More  on  the  Effect  of—  Berman  Ie709 

, the  Systemic  Effects  of  — Layman  *437 

Little,  R.  R.,  M.D.,  Paramus  *852 

Live  Longer  Now:  The  First  100  Years 

of  Your  Life  br589 

Longer  Now  Cookbook,  The  br589 

Long  Range  Planning  and  Development, 

Committee  on  265 

Term  Follow-up  of  a Congenital  Aneurysm 
of  the  Membranous  Ventricular  Septum  — 

Lee;  Ahmed;  Weisse;  Regan;  Levinson  *43 

Longnecker,  John  E.,  Jr +917 

Lott,  James  V.,  M.D.,  Plainfield  *443 

Louria,  Donald  B.,  M.D.,  Newark  *517.  *759, 

*852,  *958 

Lupus:  The  Body  Against  Itself  br589 


M 


MacKellar,  James  M.  1 1 97 

Mackenzie,  James  W.,  M.D.  275 

Madara,  John  S.,  M.D.  (Farewell  Address)  563 

Magnesium  Therapy  in  Neonatal  Tetany  — 

Pediatric  Brief  776 


Maher,  John  E.  t95 

Major  Medical  Expense  Plan  (MSNJ)  471 

Malafronte,  Donald  cm  1079 

Malhotra,  K.,  M.D. , Newark  *35 

Malignant  Lymphoma  Presenting  as  Bilateral 
Swelling  of  Eyelid  — Smith;  Rados; 

Cohen;  Cinotti  *968 

Malnutrition,  Reduction  of  Hospital  998 

Mammographic  Diagnosis  of  Gynecomastia  — 

Cukier  *837 

Management  of  the  Solitary  Breast  Mass  — 

Seltzer;  Fletcher  *32 

Manahan,  Daniel  V.  +291 

Marcarian,  Henry  G.  t495 

Marcus,  Steven  M.,  M.D.,  Newark  cn806 

Martinez,  Leonor  f 1 97 

Massengill,  Fulton  +717 

Mastectomy,  Subcutaneous—  Goldwyn  * 1050 

Mattikow,  Michael  S.,  M.D.  cm699 

Maxwell,  Carl  A +292 

McCabe,  John  C.,  M.D. , New  York  *1041 

McCauley,  Francis  J.  +1024 

McConahy,  John  G.,  M.D.  Ie275 

McGovern,  Daniel  P.,  M.D.,  Princeton  *155 

McIntyre,  Russell  L.,  Th.D.,  Newark  sal073 

McKeown,  George  H.  C.  +495 

McLeod,  Harry  J.  +95 

Meconium  Aspiration  and  Tracheal  Suction  — 

Sun;  Samuels;  Verasestakul;  Onufer  *543 

Aspiration  Syndrome,  Combined  Obstetric 
and  Pediatric  Approach  to  Prevent  — 

Pediatric  Brief  580 

Mediastinum,  Thymic  Cysts  of  the  — Cuasay  *425 

Medicaid  Payment  for  Abortion  1084 

Program,  Proposed  Revisions  Re: 

Debarment,  Suspension  and  Disqualification 
of  Providers  167 

Medical  Care  and  Health  Education,  Public 

Opinion  About  — Paegle;  Aumente;  Isbit; 

Paegle  sa779 

Defense  and  Insurance,  Committee  on  471 

Incident  Committee  995 

Inter-'Insurance  Exchange  of  New  Jersey  367 

Malpractice  Crisis,  Symposium  on  br720 

Necessity  996.  1084 

Necessity  and  PSRO  — Dwyer  cm59 

Obsolescence,  Coping  with  — Bernstein  cm26 1 

Records  brl025 

Research,  MSNJ  Position  on  626 

School  Admission  Adviser,  The  br292 

School  Enrollment  Shows  Another  Increase  ab23l 
Medicare  and  Medicaid  Fraud  e649 

Meetings  of  Medical  Interest  82,  184,  278, 

393,  485,  579,  714,  810,  907,  1013,  1094 
Membership  Directory  1086 

Menken,  Matthew,  M.D.,  New  Brunswick  *547,  *947 

Menken,  Matthew,  M.D.,  New  Brunswick  *547,  *947 

Mental  Health,  Council  on  567 

Mess  of  Pottage?- Harris  le903 

Methadone  Treatment,  Common  Questions  about 

— Gottheil  *667 


1 I 16 


1-100  — Jan. 
100-202 -Feb. 
202-298 -Mar. 
299-406- April 


407-500 -May 
501-592  — June 
593-642 -July 
tr  l-tr  142  — July 
643-724  - Aug. 


725-826 -Sept. 
827-922 -Oct. 
923-1028  — Nov. 
1029-1 124 -Dec. 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Methylphenidate  (Ritalin®)  Abuse  — 

Abiuso,  Pandarinath  *1061 

Metz.  Henry +822 

Meyers,  Norman  J +495 

Mice  and  Men,  Of  e7 

Migraine  Headaches,  Newer  Concepts  in 

Management  of— Haidri;  Gazzillo  *11 

Mihalovic  D.,  R.N.,  Newark  cn806 

Miller,  Max  H +198 

Mind  As  Healer,  Mind  As  Slayer  br7 1 9 

Model  Health  Care  System  790 

Molinari,  Elizabeth  L.,  M.S.,  New  Brunswick  *547 

Morici,  Theodore  +822 

Moskowitz,  Herbert  L.  +95 

MSNJ  House  of  Delegates,  Report  on 

Special  Session 61 

Student  Association  789,  1083 

MSP:  Assignment  of  Benefits,  Resolution  #4 

(1976)  168 

: Blue  Shield  Claim  Form.  Resolution  #24 

(1976)  168 

: Coverage  for  Surgical  Assistants  1084 

Multiple  Sclerosis  Diet  Book.  The  br720 

Murdock,  A.  Walter,  Jr.  +1106 

Murray,  Harrold  A.,  M.D.  e 1037,  1 106 

Myocardial  Dysfunction  in  Stressed  Newborns  — 

Pediatric  Brief  532 

Infarction  Among  Blacks  in  an  Urban 
Community,  Incidence  of— Ahmed; 

Rozefort;  Brancato  *1058 

Myth  of  the  Free  Lunch.  The  el038 

N 

Nash,  Alexander  E.  +495 

Near  Drowning  in  Fresh  Water  — Anish  *551 

New  Jersey  Foundation  for  Health  Care 

Evaluation  74,169,268, 

381.472,  569,  706,  794.891,  1001.  1085 

Jersey  Hospital  Association  — Report  to 

MSNJ  Board  of  Trustees  1083 

Jersey  Plan  for  Emergency  Mass  Casualty  Care  . 1084 

Jersey  Public  Schools,  Health  Education  in  — 

Lavenhar  sal  59 

Kind  of  Joy,  A:  The  Story  of  the  Special 

Olympics  br589 

Nominating  Committee,  Report  of  377 

Norris,  Donald  G.,  M .D.,  Philadelphia  *539 

Nutrition  Update  ab249 

o 

Obituaries  94,196,290, 

387,  493.  587.  715.  819,  916,  1023,  1 105 

Obstetrics  and  Gynecology,  Handbook  of  br  1 025 

Occupational  Hearing  Loss— Petryshyn  *21 

Ochsner,  Walter,  M.D Ie80 

O’Connor,  Dorothy  S.  Ie79 

Okin,  Steven  I.  +95 

Onufer,  D , M.D. , Newark  *543 


Open  Heart  Centers  and  Patient  Transport  System  — 


Abel;  Subramanian;  McCabe;  Gay,  Jr.  *1041 

Ophthalmology.  General  br  1025 

Orloff.  Samuel  +588 

Ornaf,  I.  Edward,  M.D.  368 

Osborn,  Edward  G.  +917 

Osleriana,  An  Annotated  Checklist  of  br7 1 9 

Osseous  Tuberculosis:  A Radiographic  Challenge  — 

Hurwitz *937 

Ossification.  Diffuse  Abdominal,  Associated 

with  Peritoneal  Mesothelimoa  — Stambaugh; 
Burrows;  Jacoby;  Shivers  *689 

Osteomalacia:  Prophylaxis  with  Vitamin  D — 

Sherk;  Snape  *26 

Ownership  Statement  1002 

Oxygen  Therapy  in  Newborn.  Guidelines  for  266 

P 

Padaoil-Trinidad,  G.,  M.D.,  Livingston  *251 

Paegle,  G.,  Navesink  sa779 

Roland,  M.D  , Navesink  sa779 

Palinkas,  Robert,  M.D.,  Newark  *743 

Palliation  of  Non-Resectable  Carcinomas  of  the 

Extrahepatic  Duct  System  — Pecora;  Khanna; 
Gradone  *1063 

Palmer.  Richard  E.,  M.D.  (Governor’s 

Conference)  607 

Pandarinath,  S..  M.D  , Camden  *1061 

Papperman,  Sol  M.  +1024 

Parsonnet,  Victor,  M.D.,  Newark  *133,  *215 

Patient  Transport  System  and  I A BP  — Abel; 

Subramanian.  McCabe;  Gay,  Jr.  *1041 

Patti,  Joseph  C.,  M.D  . Newark  *735 

Pecora,  Cono,  M.D. . Belleville  *1063 

Pediatric  Briefs  532,  580.  693, 

776,870,  942,  1069 

Pejic,  Rade.  M.D  , Camden  *46.  *1072 

Pelosi,  Marco  Antonio,  M.D. , Newark  *17, 

*753,  *871 

Peptic  Ulcer,  Benign,  and  Gastrocolic  Fistula  — 

Schwinger;  Wagman  *465 

Perinatal  Services,  Proposed  Regulation  166 

Peritoneal  Mesothelioma  Associated  with 

Diffuse  Abdominal  Ossification  and 
Unusual  Presentation  — Stambaugh; 

Burrows;  Jacoby;  Shivers  *689 

Perly,  Rhoda,  R.N.,  New  Brunswick  *947 

Pessel,  Johannes  F.  +1106 

Peters,  H A.,  Ph  D.,  Amherst, 

Massachusetts  *517,  *852 

Petryshyn,  Walter  A..  M.D.,  Upper  Montclair  *21,  57 
Peyser,  I„  M.D.,  Boonton  *654 

Pharmaceutical  Assistance  to  Aged  — O’Connor  Ie79 

Pharyngitis  in  Infants—  Kukla  *223 

Philo,  Seymour  S.,  M.D.,  Trenton  *972 

Physician,  Doctor,  Surgeon  ab67 

Assistant— Donnelly  Ie903 

Physician’s  Assistant  Program,  Advisory 

Committee  — Krosnick  789 


* — Original  Article 
+ — Obituary 
ab  — Abstract 
br  — Book  Review 


cm  — Commentary 
cn  — Clinical  Note 
e — Editorial 


le  — Letter 

mh- Medical  History 
sa  — Special  Article 
tr  — Transactions 


VOL.  74-NUMBER  12—  DECEMBER  1977 


1117 


physicians’ Relief  Fund  e210 

Physicians  Seeking  Location  in  New 

Jersey  75,174,272, 

383,  478,  572,  706,  796,  897,  1004,  1088 
Physiological  Chemistry,  Review  of  br  1 025 

Physostigmine  in  Imipramine  Cardiotoxicity  — 

Agarwal  le708 

Pieper,  Howard  C.  t588 

Pignataro,  Frank  P.  t7 1 7 

Pinck,  Bernard  D.,  M.D.  cm695,  *963 

Pitfalls  in  Diagnosis  of  Advanced  Abdominal 

Pregnancy  — Apuzzio;  Frattarola;  Gowda; 

Li;  Fricchione;  Pelosi;  Sama;  Caterini  *871 

Plastic  Repair  of  Sphincter  of  Oddi:  A New 

Variation— Edeiken  cnl007 

Pneumonia,  Adenovirus  Type  3,  Causing  Lung  Damage 

in  Childhood  — Pediatric  Brief  1072 

Positive  99m  Technetium  Polyphosphate  Bone 
Scan  in  Eosinophilic  Granuloma  — 

Wilson  *247 

Practice  Related  Educational  Program  (PREP)  791, 

996 

Practicing  Physician,  The,  and  Smoking  Cessation  — 

Hymowitz  *139 

Precedent  Is  Set,  A.  e7 

Prepaid  Health  Care,  Policy  Position  997 

Premature  Infants,  New  Treatment  Prevents 

Serious  Disease  of  ab683 

Prescribing  Habits  in  Practice  — Rapkin  cm469 

Presidents  and  Presidents-Elect,  Conference  on  568 

Preventive  Health  Practices  among  MSNJ 

Physicians  476 

Primich,  Frank  J.,  M.D.  Ie493 

Principato,  Eugene  R.,  M.D. , Camden  *1069 

Prison  Medicine  in  New  Jersey  and 

in  the  United  States  e649 

Private  Practitioner,  The  e7 

Professional  Liability  73,  1085 

Liability  Assessment  471 

Sanctions  for  Alcoholic  M.D. ’s  ab773 

Pschibul,  Franz,  M.D.,  East  Orange  *535 

Public  Opinion  about  Medical  Care  and 

Health  Education  — Paegle;  Aumente; 

Isbit;  Paegle  sa779 

Relations  Council  1084 

Pulmonary  Disease,  Spontaneous  Pneumothorax 

as  Manifestation  of— Sokolowski;  Harrer; 

Aikey;  Enriquez  *127 


Q 

Quadriceps  Extensor  Mechanism,  Simultaneous 
Bilateral  and  Complete  Rupture  of  the  — 

Pejic;  Principato;  Liepa  *1069 

Quality  Assurance  in  Graduate  Education  in 

Family  Medicine — Sadler;  Snope  sa50 

Quinones,  M.  A.,  Ph.D.,  Newark  *517,  *759,  *852 

Quotes  from  a Corporate  Chairman  ab433 


R 


Rabies  Infection,  Successful  Protection  of  Humans 

Exposed  to  — Pediatric  Brief  1072 

Radiation  Complications:  Are  They 

Manageable?  — Cabrera;  Crossett  cm561 

Rados,  W.  T.,  M.D. , Newark  *968 

Rahbar,  Nasser,  M.D. . Piscatawav  *771 

Rapkin,  Richard  H.,  M.D  , Green  Brook  . *469,  *771,  *847 
Raz,  Sharir,  M.D. , Newark  cn901 

Reason  for  Being,  The  — Cohen  792 

Rectum,  Solitary  Ulcer  of  the  — Pejic;  Rudder  *46 

Reedman,  Lynn,  C.M.A.,  Bridgewater  *528 

Reference  Committees  tr  1 27 

Regan,  Cornelius  J.  t388 

T.  J.,  M.D. , Newark  *43 

Reilly,  Gerald  J.  (Governor’s  Conference)  61 1 

Renal  Artery  Stenosis  in  Human  Kidney 

Transplantation  — Eslami,  Ribot;  Brief; 

Alpert;  Brener;  Frankel;  Goldblat; 

Parsonnet  *215 

Required  Reading  for  Bureaucrats  — Suter  Ie387 

Resolutions  tr  105 

Respiratory  Distress  Syndrome,  Perinatal 

Implications  of— Pediatric  Brief  580 

Ribot,  Seymour,  M.D. , Newark  *215 

Rickert,  R.  R.,  M.D.,  Livingston  *251 

Rider  J Laboratory  Fee  Schedule  996 

Riley,  David  J.,  M.D.,  Piscataway  *234 

Risk  Factor  Modification  and  Selective 

Screening  for  Ostensibly  Healthy  Adults  — 

Louria;  Lavenhar;  Quinones;  Schneider; 

Foster  *759 

Ritter,  Morton  D.  tU06 

Rizzo,  Ettore  G.  1 1 024 

Roberts,  Charles  D.  t496 

Rozefort,  Robert,  M.D.,  Newark  *1058 

Rubin,  Robert  J.,  M.D. , Plainfield  *443 

Rubinstein,  M.  F.,  M.D.,  Cinnaminson  *775 

Rupture  of  the  Quadriceps  Extensor  Mechanism, 
Simultaneous  Bilateral  and  Complete  — 

Pejic;  Principato;  Liepa  *1069 

of  the  Urinary  Bladder,  Spontaneous  — 

Karamooz;  Seebode  *419 

Rush.  B.  F„  Jr.,  M.D.,  Newark  *241,  *943 

Rushnak,  Michael  J.,  M.D.,  Princeton  *155 

s 

Sachs,  Wilbert  t96 

Sadler,  Georgia,  M B.  A.,  Piscataway  sa50 

Salvati,  Eugene  P.,  M.D..  Plainfield  *443 

Sama,  J.C.,  M.D. .Newark  *871 

Samedov,  Ahmet  +917 

Samuels,  Richard  M.,  Ph.D.,  Newark  *35 

S.,  M.D.,  Newark  *543 

Santora,  Philip  J.  t822 

Schmidt,  John  G.  t292 

Schneider,  D.J.,  M.S.W.,  Newark  *759 

Schriever,  Ruth  M.  +96 


1-100  — Jan. 
100-202- Feb. 
202-298 -Mar. 
299-406  — April 


407-500- May 
50 1-592 -June 
593-642 -July 
tr  1 -tr  142  — July 
643-724  — Aug. 


725-826 -Sept. 
827-922 -Oct. 
923-1028- Nov. 
1029-1 124- Dec. 
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Schuh,  Barbara,  Woodbridge  *431 

Schwinger,  Aaron,  M.D.,  Paramus  *465 

Scott,  Geraldine  R.,  R.N.,  Ed.  M.,  Camden  *121 

Season’s  Greetings el037 

Second  Surgical  Opinion  471 

Seebode,  Joseph  J.,  M.D.,  Newark  *419 

Seidel,  Reginald  F +718 

Seltzer,  Murray  H.,  M.D.,  Livingston *32 

Sepsis  in  Asplenic  Patient,  Prevention  of 

Overwhelming— Palinkas;  Smith  *743 

Seton  in  Fistula  Surgery,  The—  Detrano  *661 

Sexual  Revolution  Reflected  in  Medical  Practice 

in  the  United  States  ab663 

Sherk,  Henry  H.,  M.D.,  Camden  *26 

Shetty,  S.H.,  M.D. , Trenton  *972 

Shivers,  Floward,  M.D.,  Camden  *689 

Siegel,  Jacob  W.  +917 

Siegendorf,  Saul  +1024 

Silver,  Larry  B.,  M.D.,  Piscataway  *673 

Silverman,  Andrew  +95 

Leon,  M.D. , Piscataway  *113 

Simpson,  Alan  J„  M.D.,  Atlantic  City  *868 

Simultaneous  Bilateral  and  Complete  Rupture  of  the 
Quadriceps  Extensor  Mechanism  — Pejic; 
Principato;  Liepa  *1069 

Smith,  Leon,  M.D.,  Newark  *743 

Norman  H.,  M.D.,  Ph.  D., 

Newark *968 

Smoking  Cessation,  and  the  Practicing 

Physician  — Hymowitz  *139 

Snape,  William  T.,  M.D.,  Fladdonfield  *26 

Snope,  Frank  C„  M.D.,  Piscataway  sa50,  *113 

Social  Security  Number  as  an  Identifier  1085 

Sokolowski,  J.W.,  M.D.,  Camden  *127 

Solitary  Ulcer  of  the  Rectum  — 

Pejic;  Kuchler  *46 

Special  Committees  and  Liaison 

Representatives  802 

Speech  Disorders  e508 

Splenic  Artery  Aneurysm,  Ruptured  — 

Dwyer;  Valenza;  Howe  *863 

Spontaneous  Pneumothorax  as  a Manifestation  of 
Pulmonary  Disease  — Sokolowski;  Harrer; 

Aikey;  Enriquez  *127 

Stambaugh,  John  E.,  Jr.,  M.D.,  Camden  *689 

Stamps,  P.,  Ph.D.,  Amherst,  Mass.  *517,  *852 

Stark,  Ernest  +822 

Statistical  Significance  of  Clinical  Data,  Assessment 

of— Hildick-Smith;  Taetzsch  1056 

Steele,  Stephen  A +588 

Stenosis  of  the  Renal  Artery  in  Human  Kidney 
Transplantation  — Eslami;  Ribot;  Brief; 

Alpert;  Brener;  Frankel;  Goldblat; 

Parsonnet  *215 

Stewart,  Charles  C.  Ie708 

Stockfisch,  Robert  +198 

Stone,  Alex  +718 

Strom,  Leroy,  M.D.,  Cresskill  *951 

Stroup,  Paul  E.,  M.D.,  Camden  *121,  *747 

Subcutaneous  Mastectomy  — Goldwyn  *1050 


Subramanian,  V.  A.,  M.D.,  New  York  *1041 

Sudden  Infant  Death  Syndrome,  Program  in 

New  Jersey  268 

Sun,  S.C.,  M.D.,  Newark  *543 

Surgical  Assistants,  MSP  Coverage  of  1084 

Assistants,  MSNJ  Position  on  627 

Management  of  Left  Ventricular  Aneurysms  — 

Gielchinsky;  Parsonnet;  Gilbert;  Bhaktan  *133 
Nose  Changes,  Blacks  and  Orientals  Seek  ab965 

Suter,  Harry  F.,  M.D.  Ie387 

Suzara,  Emil  L„  M.D  , Englewood  *153 

Swine  Influenza  Vaccine  Lesson  el07 

Sybico,  Glercerio  D +198 

Symptomatic  Cluttering— Molinari;  Menken  *547 

Systemic  Vasculitis,  The  Spectrum  of— Abruzzo  *227 


T 


Taetzsch,  R.  L..  M.D. , New  Brunswick  *1056 

Tear  of  Right  Atrial  Appendage  Following  Blunt 

Chest  Wall  Trauma  — Galton  *1066 

Temporary  Licenses  790 

Teratoma,  Benign  Sacrococcygeal  — Greco  *555 

Termination  (Medical)  of  Midtrimester  Pregnancy 

in  Community  Hospital  — Stroup  *747 

Therapeutic  Drug  Information  70,172,270, 

380,  481,  704,  795,  892,  1002,  1086 
This  Is  Day  One  — Begen  *513 

Thrombosis  of  the  Internal  Carotid  Artery 

following  Non-Penetrating  Cranio-Cervical 
Trauma  — Wilson  *685 

Thymic  Cysts  of  the  Mediastinum  — Cuasay  *425 

Thyroid  Cancer  Screening  895 

Toren,  Julius  A.  +496 

Townsend,  Leslie  M.  +588 

Tracheal  Stenosis— Levey  *144 

Suction,  and  Meconium  Aspiration  — Sun; 

Samuels;  Verasestakul;  Onufer  *543 

Transient  Ischemia  of  the  Small  Bowel  Secondary 

to  Lupus  Vasculitis  — Simpson  *868 

Trauma  Center  — Cowley  sa979 

Trigger  Finger  in  Diabetes  — Strom  *951 

Triple-Bite  Single-Suture  Technique  for 

Correction  of  Urinary  Stress  Incontinence  — 
Pelosi;  Apuzzio;  Frattarola;  Li  *753 

Trustees’  Minutes; 

November  21,  1976  62 

December  19,  1976  166 

January  16,  1977  265 

February  23,  1977  367 

March  20,  1977  471 

April  17,  1977  565 

May  13,  1977  626 

May  17,  1977  . 628 

July  17,  1977  789 

September  18,  1977  995 

October  16,  1977  1083 


‘ — Original  Article 
+ — Obituary 
ab  — Abstract 
br—  Book  Review 


cm  — Commentary 
cn  — Clinical  Note 
e — Editorial 


le  — Letter 

mh  — Medical  History 
sa  — Special  Article 
tr  — Transactions 
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Tuberculosis,  Active,  among  the  Inner-City 

Indigent  — Lednar;  Quinones;  Louria; 

Peters;  Stamps;  Goggin  *517 

in  New  Jersey,  Active  — Lednar;  Stamps;  Peters; 

Goggin;  Little;  Quinones;  Louria  *852 

Tyndall,  Alice  E.  +718 


u 


Understanding  Arthritis  and  Rheumatism  br292 

Urbach,  George  +1107 

Urbaniak,  Henry  S.  +588 

Urethra,  Duplication  of— Pinck,  Cohn  *963 

Urinary  Bladder,  Spontaneous  Rupture  of  the  — 

Karamooz;  Seebode  *419 

Stress  Incontinence,  Triple-Bite  Single-Suture 
Technique  for  Correction  of  — Pelosi; 

Apuzzio;  Frattarola;  Li  *753 

Utkewicz,  Edmond  A.  +1107 


V 


Valenza,  James  A.,  M.D.,  Paterson  *863 

Vallario,  Frank  T.,  M.D.,  Livingston  *257 

Verasestakul,  S.,  M.D.,  Newark  *543 

Villous  Adenomas  of  the  Rectum  — Lott;  Weinstein; 

Rubin;  Salvati  *443 

Violence  on  TV,  Too  Much  ab756 

Viral  Infections  of  Humans  br496 

vonDeilen,  Arthur  W.  +388 

Hofe,  Frederick  +718 


Wagman,  Edward,  M.D.,  Paramus  *465 

Wallack,  Charles  A.  +292 

Walsh,  Ronald  J.  +388 

Warburton,  Samuel,  Jr.,  M.D.,  Piscataway  *1 13 

Weber,  William,  M.D.,  Newark  cn901 

Weinstein,  Michael  A.,  M.D.,  Plainfield  *443 

Weiss,  Charles  Z.,  M.D.,  East  Brunswick  *539 

Weisse,  A.  B.,  M.D.,  Newark  *43 

What  the  AMA  is  Against  — and  For!  — Palmer 

(Governor’s  Conference)  607 

White,  William  C.,  Jr.  (Governor’s  Conference)  608 

Who  is  Prescribing  for  Whom  e732 

Whole  Body  Extract  vs.  Venom  Treatment  in 

Anaphylactic  Reactions  to  Bee  Stings  — 

Mattikow;  Goldfarb  cm699 

Widows  and  Orphans  of  Medical  Men,  Society 

for  Relief  of  „ 894 

Wilkins,  Stanley  O.  +718 

Wilson,  Edwin  S.,  M.D.,  Mount  Holly  *247,  *685 

Wint,  Roger,  Bronx,  New  York  *847 

Wolcott,  George  L.  +1107 

Woman’s  Body,  Woman’s  Right  br293 

Y 

Yazdi,  Abbas  S.  +388 

York,  James  L.  +718 

z 

Zaneski,  Bruno  W.  +822 

Ziering,  R.,  M.D.,  Newark  cn806 
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RESIDENCY  IN 
PHYSICAL  MEDICINE 
AND  REHABILITATION 

Dynamic,  young  program  with  balanced  academ- 
ic and  clinical  emphasis  under  the  supervision  of 
10  physiatrists.  Three  year  program  and  inte- 
grated internship/residency  with  opportunity  for 
research  and  pursuit  of  special  interests  both  in 
medical  school  and  private  hospital  settings. 
Stipends  from  $13,300  to  $15,200  depending  on 
qualifications.  Gl  schooling  benefits  available  for 
veterans.  We  will  pay  for  visits  in  selected  cases. 
Telephone  or  write  for  information  to: 


John  F.  Ditunno,  Jr.,  M.D.,  Director 
Department  of  Rehabilitation  Medicine 
Thomas  Jefferson  University  Hospital 
1 1th  and  Walnut  Street 
Philadelphia,  Pa.  19107 
Telephone:  (215)  829-6573 


VACANCIES  AVAILABLE  IN  THE  U S. 
ARMY  RESERVE  MEDICAL  CORPS 

The  U.S.  Army  Reserve  has  numerous  vacancies  for 
physicians,  male  and  female,  anywhere  within  New 
York  State,  but  especially  in  the  New  York  City  area. 
Positions  are  available  in  all  military  ranks  up  through 
lieutenant  colonel.  Female  physicians  are  particularly 
encouraged  to  apply  for  this  program. 

Those  individuals  unable  to  complete  20  years  service 
by  age  60  can  be  accepted  if  they  are  willing  to  waive 
their  pension  benefits.  Individuals  with  no  prior  military 
service  are  urged  to  apply  as  are  those  who  have 
previously  served  on  active  duty  (i.e.,  U.S.  Army,  Navy 
or  Air  Force). 

Active  part-time  participation  requires  attendance  at 
up  to  12  once-monthly  weekends  per  year  plus  two 
weeks  of  active  duty  during  the  same  year. 

The  pay  is  up  to  $4,000  annually  for  a lieutenant  colo- 
nel with  20  years  service  in  the  local  Medical  Army 
Reserve. 

For  additional  information  on  your  hometown  Medical 
Army  Reserve  unit,  all  sent  to  you  without  any  obliga- 
tion, please  write  to: 

Joseph  P.  Cillo,  M.D. 

8th  Medical  Brigade  USAR 
Bldg.  408,  Fort  Hamilton 
Brooklyn,  N.Y.  11252 

THE  MEDICAL  ARMY  RESERVE 
. . . PART  OF  WHAT  YOU  EARN  IS  PRIDE! 


INDUSTRIAL  PHYSICIAN  M/F 

A leading  Central  New  Jersey  Copper  Smelting  and  Refining  Company  with  approxi- 
mately 1 500  employees  is  seeking  a Plant  Physician  on  a full  time  basis.  Applicants  must 
be  licensed  in  Occupational  Medicine  in  the  State  of  New  Jersey  and  prior  Industrial  ex- 
perience beneficial.  Fully  equipped  Plant  Hospital  on  premises  with  two  trained  EMTS. 

Excellent  salary  plus  full  fringe  benefits. 

Send  resume  with  salary  to: 

FRANK  J.  SHULLER 
EMPLOYMENT  SUPERVISOR 
U.S.  METALS  REFINING  COMPANY 
400  MIDDLESEX  AVENUE 
CARTERET,  NEW  JERSEY  07008 


WE  ARE  AN  EQUAL  OPPORTUNITY  EMPLOYER 


CME  — See  Page  1078 

Personnel  — See  Page  1 104 
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CROMWELL  CONSULTANTS 
INC. 

advisors  for 

MEDICAL  OFFICE 
MANAGEMENT 

ALBERT  ABRAHAM,  M.D. 

1 1 Cromwell  Drive 
Convent  Station,  N.J. 
201-267-3030 

FAMILY  PRACTITIONERS 

MEDICAL  DIRECTOR/PSYCHIATRIST 

NEEDED 

Will  assume  clinical  leadership  in  a hospital  based 

Mental  Health  Center.  Candidate  must  have  mini- 

Growing  community  of  4000  + , needs  1-2  M.D.'s, 

mum  2 years  post-residency  experience  in  a commu- 

existing  practice  or  solo  available.  Excellent  recrea- 

nity  mental  health  center  and  be  licensed  to  practice 

tion  and  economy.  60  miles  from  metro-cities.  57 

in  New  Jersey. 

bed  J.C.A.H.  hospital  in  community.  Trade  area  of 

12,000  + . U.S.  graduate  preferred. 

Send  resume  including  salary  history  to  Personnel 

Contact:  L.  Wattier,  Administrator 

Department,  South  Amboy  Memorial  Hospital,  540 

Memorial  Hospital,  Inc. 

Bordentown  Avenue,  South  Amboy,  New  Jersey 

104  W.  1 7th  Street 

08879.  Equal  Opportunity  Employer. 

Schuyler,  Nebraska  68661 

(402)  352-2441 

IDEAL  OFFICE  LOCATION 

LOVELY  HOME/SUNNY 

TRENTON 

OFFICE 

1600  sq.  ft.  modern,  fully  carpeted,  air-conditioned. 

(about  650  sq.  ft.)  for  doctors  or  dentists  with  a separate 

parking,  in  clean  Polish-American  neighborhood  in 

entrance  to  a beautifully  maintained  1880  Colonial  on 

need  of  a general  practitioner  due  to  recent  loss  of  2 

Ridgewood  Avenue,  lot  105  x 200.  House  contains  8 love- 

local  physicians.  Located  2 Vi  blocks  north  of  Helen 

ly  rooms,  3 Vi  baths  and  extra  large  family  room.  Ideally 

Fuld  Medical  Center. 

located  just  1 block  from  transportation  and  schools. 

Information: 

GLEN  RIDGE  $150,000. 

Lillian  Simon 

VIRGINIA  L.  FLICK  & ASSOC. 

918  Brunswick  Ave. 

24  Ridgewood  Avenue 

Trenton,  N.J.  08618 

Glen  Ridge,  N.J.  201-748-5031 

or:  (609)  883  2198 

OCEAN  COUNTY 

5 Miles  South  of  Toms  River 

OFFICE  SPACE 

NOW  RENTING 

Matawan,  Monmouth  County,  Central 

NEW  MEDICAL  AND  DENTAL  ARTS  BUILDING 

New  Jersey 

GROUND  LEVEL,  1 400  sq.  ft.  (may  subdivide) 

Located  in  busy  professional  building.  600  sq.  ft.  of 

General  Dentist  located  in  building 

office  space.  Will  alter  to  suit  tenant. 

Excellent  for  Group  or  Solo  practice 

For  more  information 

For  further  information  call:  (201)  566-2396. 

CALL  (609)  693  6524 

CLASSIFIED  ADVERTISEMENTS 


ALLERGIST— Certified,  A.B.A.I.,  desires  solo,  partner- 
ship or  group  situation.  Write  Box  No.  19,  c/o  THE  JOUR- 
NAL. 


FAMILY  PRACTICE  — Will  consider  solo,  group,  Emergency 
Room.  Completing  Family  Practice  Residency  June  ’78. 
FLEX  and  ECFMG  passed.  Madhure,  M.D.  31  Minebrook 
Road,  Apt.  177A,  Edison,  New  Jersey  08817.  Telephone 
(201)494-5755. 


GENERAL  SURGEON —University  trained,  American  med- 
ical school  educated  Chief  Resident  will  be  available  for 
practice  and/or  teaching  position  July  1978.  Arnold  W. 
Berlin,  M.D..  305  Zion  Street,  Hartford.  Ct.  06106. 


GENERAL  SURGEON -Board  eligible,  F.I.C.S.  (Phil.), 
July  1978.  Seeks  partnership  or  group.  Contact  M.  S. 
Dijamco,  M.D.,  906  Main  Street,  Riverton,  New  Jersey 
08077. 


INTERNIST  PULMONARY  DISEASES -Seeks  solo,  group, 

will  purchase  from  retired.  University  trained.  FLEX.  New 
York,  New  Jersey.  Also  interested  in  Industrial  Medicine 
part-time  or  full  time.  Write  Box  No.  25,  c/o  THE  JOUR- 
NAL. 


OPHTHALMOLOGIST  -Seeks  partnership,  associate  or 
group.  Board  eligible,  28,  married.  Completing  university 
residency.  Available  July  1978.  Please  reply  to  Allan  S. 
Markowitz,  M.D.,  3535  Rochambeau  Avenue,  Bronx,  New 
York  10467.  (212)  547-4599. 


PEDIATRICIAN  — Board  certified,  seeks  clinical  activity. 
Capable,  experienced,  willing,  CV  available.  Will  evaluate 
all  offers.  Reply  Box  No.  24  c/o  THE  JOURNAL. 


NEEDED  — Dermatologist;  certified  or  eligible  to  join  two 
Certified  Dermatologists  in  busy,  interesting,  pleasant  New 
Jersey  practice.  45  minutes  from  New  York.  Immediate  or 
July  1,  1978.  Send  Curriculum  Vitae  to:  Dermatology 
Associates,  349  East  Northfield  Road,  Livingston,  New 
Jersey  07039. 


NEEDED —Emergency  Physician;  excellent  opportunity. 
Central  New  Jersey,  university  community.  Academically 
oriented,  professionally  and  financially  rewarding.  Six-man 
group.  Call  E.  V.  McGinley,  M.D.,  (201 ) 277-0466. 


NEEDED  — Internist/Gastroenterologist.  Expanding  mixed 
medical  group  seeking  gastroenterologist.  Present  sub- 
specialties include  gastroenterology,  cardiology,  hema- 
tology-oncology. Complete  office  facilities.  Send  cur- 
riculum vitae  to  Box  No.  21,  c/o  THE  JOURNAL. 


NEEDED  — Mature  Internist;  very  busy  Internist  in  South 
Jersey  (near  Atlantic  City)  desires  Internist  with  interest  in 
general  internal  medicine.  Sub  specialty  welcomed.  Ex- 
cellent area.  Good  schools,  good  boating,  excellent  tennis. 
Apply  Box  No.  27,  c/o  THE  JOURNAL. 


NEEDED —Psychiatrist;  retired,  with  New  Jersey  license; 
full  or  parttime;  private  mental  health  center,  Toms  River. 
Flexible  hours.  Call  (20 1 ) 240-5655. 


PRACTICE  AVAILABLE— Sale,  lease  with  option  to  buy. 
Full-time  Pediatric  Practice,  Monmouth  County,  seashore 
area.  Close  to  2 teaching  hospitals.  Annual  gross  $125,000. 
Modern  building,  all  new  equipment.  Will  introduce.  Write 
Box  No.  26.  c/o  THE  JOURNAL. 


FOR  SALE— X-RAY  Diagnostic  Unit.  Keleket  200  MA, 
white,  25  years  old.  Excellent  condition.  $500.00.  Call 
(609)423-0484. 


FOR  SALE— Hackensack;  House/Office.  Custom  built, 
fine  residential  area;  4 bedrooms,  2 xh.  baths,  lavatory, 
living  room,  panelled  den,  many  features.  Office  wing  — 
reception  room,  examining  and  consulting  rooms,  lava- 
tories. Presently  used  by  group  of  five  Urologists.  Two  large 
approved  hospitals  nearby.  Call  A.  B.  Thomas  (201)  342- 
1221. 


FOR  SALE  — Pompton  Lakes;  Colonial  Home.  Gracious 
colonial  home  with  fine  space  for  professional  office.  30 
minutes  to  George  Washington  Bridge.  Spacious  rooms  on 
2 floors  with  modern  electric  country  kitchen.  Original 
cherry  woodwork  throughout  including  staircase  and 
beamed  living  room  ceiling.  6 fireplaces,  new  den,  and 
center  hall.  4 room  attic,  full  stone  basement,  2 car  de- 
tached garage.  Beautiful  tall  trees  and  circular  driveway  on 
1 acre,  160  foot  frontage  lot.  Walk  to  schools,  trans- 
portation, and  houses  of  worship.  4 nearby  hospitals.  Sale 
by  retiring  owner  to  principals  only.  (201)  835-6238. 


OFFICE  SPACE  — Fair  Lawn;  Choice  Suite.  860  foot  suite 
in  modern  professional  building,  opposite  Fair  Lawn 
Memorial  Hospital.  Ideal  location  near  several  open  staff 
hospitals.  Multi-specialty  building  with  owner-occupant. 
Generous  on-site  parking.  Joachim  Oppenheimer,  M.D. 
11-26  Saddle  River  Road,  Fair  Lawn,  New  Jersey  07410. 
(201)796-9200. 


OFFICE  SPACE  — Ramsey;  Serving  population  area  of 
approximately  85,000.  Need  solo  medical  and  dental 
specialist  for  multi-specialty  building.  Near  all  cultural 
and  recreational  facilities.  30  minutes  to  New  York  City. 
(201)529-3998. 


OFFICE  SPACE— Teaneck;  Fully  equipped.  Just  turn  key 
and  start  practicing.  $650  monthly  plus  utilities.  (201) 
837-3312. 


OFFICE  SPACE  — Union  City;  Large  medical  office,  fur- 
nished to  share.  Equipped.  X-ray  machine,  developer.  Good 
location,  close  to  hospitals.  Contact  Dr.  Renna  (212)  339- 
8452. 


OFFICE  SPACE  — Westfield;  Medical  office,  centrally  lo- 
cated. 8 rooms;  large  waiting  room  and  nurses’  station, 
3 exam,  consultation.  X-ray  in  shielded  room,  darkroom, 
2 baths.  Newly  furnished  and  decorated.  On-premises  park- 
ing. Call  (201)267-5119. 


iformation  for  Members  — RATES:  — $5.00  per  insertion  up  to  25  words;  10  cents  each  additional  word.  Payable  in  advance.  WORD 
OUNT:  Count  as  one  word  all  single  words,  two  initials  of  a name,  each  abbreviation,  isolated  numbers,  groups  of  numbers,  hyphen- 
ited  words.  Count  name  and  address  as  five  words,  telephone  number  as  one  word,  and  “Write  Box  No.  000,  c/o  THE  JOURNAL"  as  six 
vords.  COPY  DEADLINE:  Fifth  of  preceding  month. 


use  the  Experienced  Laboratory 


SOUTH  MOUNTAIN 
LABORATORIES*  INC 

for  CONTROL  -RESEARCH 


• PHARMACOLOGY 

• ENDOCRINOLOGY 

• TOXICOLOGY 

• COSMETICS 


SERVICES  IN 


• BIO  ASSAY 

• PLASTIC  IMPLANT 

• HUMAN  SKIN  TESTING 

• BIOAVAILABILITY 


487  Valley  Street,  Maplewood,  N .J.  07040  (201 ) 762-0045 

1 1 02  Industrial  Parkway,  Bricktown,  N.J.  08723  (201 ) 458-003  1 


“Prescribe  With  Confidence” 


KATES  BROS. 

SCIENTIFIC  SHOE  FITTING 


A Shoe  and  Last  for  Every  Foot 


SOLD  ON  Rx  ONLY 

CORRECTIVE  FOOTWEAR  FOR  MEN  — WOMEN  — CHILDREN 
OUTFLAIR  SHOES  FOR  CLUB  FEET 


400  MAIN  STREET  HACKENSACK,  N.  J. 

201-487-1779 


Dennis  Brown  Splints  — In  all  sizes  — Carried  in  stock 
CUSTOM  SHOE  SHOP  ON  PREMISES 


BEHIND  EVERY  CAPSULE  OF 

LIBRIUM  © 

chlordiazepoxide  HCI/Roche 

ARE  THESE  AND  OTHER 
ROCHE  SERVICES: 


INFORMATION. 

RETRIEVE,  the  Roche 
computer  literature 
retrieval  system,  provides 
quick  access  to  more 
than  15,000  published 
papers  on  Librium  (chlordiazepoxide  HC1) 
and  other  Roche  products. 


CONSULTATION. 

An  active  Professional 
Services  Department  to 
answer  any  inquiries  on 
Librium  and  other  Roche 
products  and  services. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  in- 


EMERGENCY. 

Physicians  and  pharma- 
cists are  available 
24  hours  a day  to  assist 
you  in  the  event  of  a 
medical  emergency.  The 

number  to  call  is  201-235-2355. 

YOUR  ROCHE 
REPRESENTATIVE 

Is  always  ready  to 
help  you  get  the 
most  out  of  the  many 
benefits  offered  to 

you  by  Roche  Laboratories. 


5 mg,  10  mg,  25  mg  capsules 

Libritabs®  (chlordiazepoxide) 
available  in  5 mg,  10  mg,  25  mg  tablets 

creasing  gradually  as  needed  and  tolerated 
Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotro- 
pics seems  indicated,  carefully  consider  in- 
dividual pharmacologic  effects,  particularly 
in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagu- 
lation have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at 


the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregu- 
larities, nausea  and  constipation,  extrapy- 
ramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  con- 
trolled with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests  advis- 
able during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  max- 
imum beneficial  effects.  Oral— Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or 
10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10.  Libritabs® 
(chlordiazepoxide)  Tablets,  5 mg,  10  mg 
and  25  mg— bottles  of  100  and  500.  With 
respect  to  clinical  activity,  capsules  and 
tablets  are  indistinguishable. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc, 

Nutley,  New  Jersey  07110 

Please  see  following  page 


Little  or  no  interference  with 
many  primary  medications 


A 


Please  see  # 
preceding  page 
for  a summary 
of  product 
information. 


LIBRIUM  ® 

chlordiazepoxide  HCI/Roche 

THE  ANXIETY-SPECIFIC 


SAFETY 

Seldom  associated  with 
serious  side  effects 


PREDICTABILITY 

An  extensive  pattern  of— 
favorable  patient  response 


FORMANCE 

Proven  effectiveness  within 
a wide  safety  margin 


EXPERIENCE 

, More  than  a decade  and  a 
half  of  effective  clinical  use 
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